
EPAH0042001121 

*9532069*
9532069

REDACTED VERSION 

 



ISECN24~48 540000_1 

TX090MOECN01 
0 9 - 15 PASS. r.'C~ l!IHE 

0 l6 cASS. F'OR H fi(E 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP#:0151818 1 
.0 
0 
0 
0 ''''T 

·~.-·J 

0 16 Pl\:JS. NOT ~~o:<. HIRE 

0 SCI·il~UU:,E 0 CH/\R'T'EH 

SP PROG: 0 
0 INTRASTP.,'LE 

CONSTRlJC~'ION ZONE 

0 ES 0 NO 
0 OCCUE''.ED 

SCl\LE; 
HOUSE 2A201 

0 l\L.:ii 0 i.l:O 

0 311·1 0 ·:·;,~ 

LF'.TE: 01/22/2009 TD1E: 6:55AM COUNTY: AUSTIN WilY: (1) IH-0010 IN AUSTIN CO. (712-727) i·1~'#: 726 

:,Gssee/'~C: CES ENVIRONMENTAL SERVICES INC 

1\cid/C'cy/St/Z'.o: 4904 GRIGGS ROAD HOUSTON, TX 77021 

OWNER: STEVEN STRICKEER 

Ope!:·ator: RACE/Sf:X: 

:.JSDOTff: 

~CC/t'1C!f: 

'I'XDOTil: 

PHONE If: 

869392 

400234 

005516524C 

7136761460 

MS0 CARLl: 08-30-2009 

Add/Ci c:y/St/Zlp: _ _ ST: DL CL;\SS: A 

VEE S~:f\.RCH: 0 ES REASON FOR STOP: OwARN OciTATION ~OCATED: DYES 

TYPE Or SEARCH :0 CONSENT 0?C 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS 0 ftJEAPONS Occr<.:<:ENCY DoTH SF 

luniti'rYF>Ei rvf.A:i<ET- co# - r· riate-- rsl:ail. vrN r .. - , ..... '. ----- ... I. -~----------  -· .. -, 
· l_i, _ _TI ~-PTB!3_] ----~~1- _1X_

1 

2. ' ST ' OTHR: 205  TX 

1111111111111111111111111111111111111111111111 
SIGNATURE: 

0 ;: HEREBY PROMISE TO APPF:AR AT Ti!E TIME JU>!D 
i?LACS DESIS!'-iATED TN THIS NOT:iCE. (THIS IS 
NOT A PLEA OF GUILTY) 

0 COPY HECEIVSD BY 

YOU ARE HEREBY ~OTIFIED TO APPEAR 

X(0)--00(0)--00(0) 
GROSS WEIGHT: 0 

JUDGE: Dennis R. King COURT: JP PCT. I PLACE: 4/1 

GROUP WEIGHT: 

LOAD DISP: 

PERii(iT #: 
?HONE: (979) 478-6723 Ol,l/BF.?ORS Thu, 12-February-2009 AT 10:00:00AM RG WT # i ~80000 

RG WT. -#2 
GVWR #1 

GVWR !i2 ADC>RESS: P. 0. BOX 760 WALLIS TX 77485 

SEA:., if Is I~Et-10\f~~D: 

EMPTY 

~o. 

393,47(E) 

DE;?'!'. SE:AL #; ·:NSTALLED :cVSA DE:C!\L-TT CVSA DE:CAL-ST .. CVSA DECJ\L-S':.' 

oos 
y /;>.l 

:coNSIGNOR: 'UNKNOWN ·cONSIGNSE: UNKNOWN 

:oRIGIN: 'HOUSTON TX DESTINATION: ALLEYTON 

RQ? /iW? 'PLACI'.RDS R=~b? ' '11/4 1 5/8 1'3/4'1114 1 7/8. 
"-------··a·----,!1.· 

SPSC. TANK ·AX 1 :·AX 2 'A.x 3 ·AX 'l p,)( s· ·AX 6 . AX 7 AX a 'ni\'JJ>.R C/\L. 

1114 '1112 .1 718' 2 1/4 2 3/8: 
" 

oos ?~~:r4./ VIOLATIONS DISCOVERED f £_.., 

0 

TX 

Yes 
Yes 

2 
2 

Yes 
Yes 

D~P ;if~~~ O~~~~~~::::T:~~LY- W~~II~:C~~~~ :N~~< :T~~F~' ~·~~~ l'0"11 \~6~4 
D r

1 
t, ' S NOT MAINTAIN. E. D IN GOOD WORK. ING ORD. ER (GENERAL) - AXLE W.EFT SI~ ~ BRAKE 
'v RUM CRACKED COMPLETLY THROUGH 11. "; ,]'- \)( '"\\ 

D rMNSUFFICIENT BRAKE LININGS - AxLE 4 LEFT SIDE - LESS THAN 1/4" n ~JV"'~ c;b'o-' 2 Yes 

D : ~- OUT o_F ADJUSTMENT -cLAMP·/ ROTO -~ AXLE 4 LEFT SIDE \ . .iit/-J ~ \) ?\j./ 
' r; BRAKE HOSE/TUBING CHAFING AND/OR KINKING - AxLE 4 LEFT SIDE ~ 

393.47(D) 

393.47(E) 

. 393.45 (B) (2) 

2 Yes 

2 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 '/:.:IliCLr!:. ~)ur:;;uant: to aut:hor.i::y contained- in TR·c· cliu.'p·b.~·r 644 -·r heieby" declare "Out 

of Serv1ce" the vehicle/s with defects followed by "YES" in the Out of Service 
cclumn 'Jf th.is repo!:"t. No person shall remove the out: of service stLcter-s 
appli..cd.to these vehicles or operate such vehicles until the out of service 
defects have been repa~ red and the vehi.cLes have been restored to safe opcrat:inq 
condition, or proper operating authority has been obtained. 

SiC!·: CONT [C.l<.;i'.T 1 ON SdEET X THOOPER COMMENTS: 

T-Y --VI - -PLACED OOS·AT TRUCK STOP IHlO MP724 UNTIL 
REPAIRED-

J PICKETT 06210 2 A 02 8:33AM 

Cf'N<Ci·:,; '-·: !,e;:; oo":: J Pickett 06210 2 A 02 

; o· rw .. rv•>t{' P•rr~"lCl>"'t t:o a.t.;tho.!:"i.ty contained L:l 
; ·ft<c Cha~~~;· o~'tJ ! :wy:eby noti f.y ann 
' declare Uw dr:iver: n'-~med on th~s repDrt 

Out of .Servi.ce. ~o 'JI.otor. carril-.}r sl.i..~l 

perm.i.t or rcquir.-e d!"":i.ver- :o dri·Je or
operat:~ <H'.'/ motur VQ!J ~~:1.c until 

COPY RECEIVED BY 

R Stavinoha 

OOS :"J! S POS 1 T T O~S 
A. Rcpa:.red at: SL:Gr:e 
Obt.::,i:-!ed Gpt>L~. 1\~::.l:. 

i). 'l'ov.Jcd/Escortcd ~-~) 
Rep a 1. r: Service 
11 O!...hcr 
:J. ~Jn knot.-.~n 

:.!. [:; i VC!'" '/OS 
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(Rev. 8/05) 
i 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
.TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAiRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE I 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. ' 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
TIME: 

1/<f"P~ 

MOTOR CARRIER CERTIFICATION Of. ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

r ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in couri or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac· 
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 1 0 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. go v!factsfigs!formspubs. htm. 

To obtain 1FT A information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us!taxinfo!fue/s/ifta.html. 
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nSECN2f~485400001 
INSPECTION ft 

cvr.;- 32 
I lc/OJ I llllllllllllllllllllllllllllllllllllllllll nil -- -. TX090IVi0ECN01-0 .. 0151818 1/22/2009 6:55:00AM 

TXDPS COMMERCIAL Mo·ror<: CARRER .. 

VEHICLE ENFORCEMENT CES ENVIRONMENTAL SERVICES INC 
-OPE"-ATOR 

HICKMAN 
CONTINUATION SHEET LAST NAt'1E 

ROBERT 

. NOTE TO DRIVER: This report must be furnished to-the motor carrier whose name appears on this report. NOTE TO MOTOR CARRIER: TRC Chapter 

. 644 requires the Motor Carrier to execute the certification on the reverse side and return this report to Texas Department of Public Safety, Motor Carrier 
· Safety Section, PO Box 4087, Austin, Texas 78773-0001 within fifteen (15) days. 

;'riCKE'f--~1/LO(. ·eriE ··-~r Urll E; 
No. 

396.5(b) 1 

VIOLATIONS 
oos ···aos 2ost: -- ----- ---- --- ----·- -- ·· -- ·vioLA i'IoNs mscov£RED 
Y/:-1 DIS? ACC i 

.CliLiGI:Ui:/i.SE LEiAK- _; OIL TANK BEHIND CAB 
i 
i 

393.53(B) 2 -··~EFECTIVE:liNOPE"RATIVi AUT"6MATiC"SLACK (BRAKE) ADJUSTERS - AXLE 4 LEFT SIDE 

--- --~ ____ L_ ________ - ------- .. ---! 
393.53(B) 2 DEFECTIVE/INOPERATIVE AUTOMATIC SLACK (BRAKE) ADJUSTERS - AXLE 5 RIGHT SIDE 

393.201 (d) 2 _FRAME ACCE-iisoRiES NOT-BOLTED/'RIVETED SECURELY-- FENDER CRACKED LEFT SIDE OVER AXLE 2 

393.75 (c) 2 .TIRE LE-SS THAN 2/32 OF AN INCH - AXLE 4 LEFT INSIDE 

-'- ~-

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
D ·v:;:{i_[(:LE Pu~:5ui:tn"C "t() ai.:thbri~Y-C:oiitci"inect .in TRC chap·t·e·r ·-64-,f"""t hereby ae-Clare ""ou"t 

o:: Serv.i.cc" the V8hicle/s w1:.:h defects fol.Lo~>JGd by "YE:S" in the Out of Service 
co.l.umrl of this report. ~o per. son shall remove the out of service stickers 
applie·d to these vehicles or operate such vehicles un-cil the out of service 
defects have been repaired and the vehicles have been restored to safe operating 
cond1 t.ivr., or proper opera "Ling authority has been obtained. 

sF:E CONT .:NuA'r :oN sHr~r.t X .TROb2t:R coMMENts: 

T-Y --VIN#75D847327-- -PLACED OOS AT TRUCK STOP IH10 MP724 UNTIL 

REPAIRED-

J PICKETT 06210 2 A 02 8:33AM 

C'il\0\Gi,:S c'I:.r:;:: 3~: J Pickett 06210 2 A 02 

'0 ~.:~;v~_·_·:·~.,•·p::)ute"-.:u:_r4·: to author.Lty cor~t.ai::.cd ~n 
~'- '••A L u l hereby no~ify and 
dec Larc the dr ver ~:ameci on lh Ls l:"Cpcr': 
Out of Service. No motor carrier shall 
pernlit or n:quire driver to drive or 
ope race a:r.y motor vefticle unt LJ 

OOS Df.S!?OSI'!'£0NS 

P.cpai.r Service 
D. Other 
U. U::J~t1own 

.:-J. Dri.ver oos 

D :.oq Book r~:xc;:np-_ [ o:; 
COPY RECEIVED B~Y~-----------------

J Pickett 
R Stavinoha 

BRAKSS '"iS~SCTfcc1 '31: 06210 2 A 02 
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(Rev. 8/05) 
' 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: lj NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

CG5 & !U u."/ ot-<;.u "'r<-'>"&.. L 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 

TIME: 

11:$0 

I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

RRIER OFFICIAL: TITLE: DATE: 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol·· 
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
.A. request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs/formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. usltaxinfo/fuels/ifta. html. 
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Wallis, Texas 77485 
Phone: 979-478-6723 
Fax: 979-478-7453 

This form is furnished to you only as a courtesy. It is intended to assist you in 
understanding the charge(s) stated on the citation you received. If you have any questions about 
your rights or obligations you are encouraged to seek advise from the attorney of your choice. 
TillS FORM MUST BE RETURNED WITH YOUR REMITTANCE WHEN FINAL 
DISPOSITION IS MADE. 

You must contact the Court, clearly defining your intentions by the due date of the 
citation. According to Sec. 543.009 Transportation Code-Violate Promise to Appear-(b) Any 
person willfully violating his written promise to appear in Court, given as provided in this 
section, is guilty of a misdemeanor regardless of the charge upon which he was originally 
arrested. (FAILURE TO APPEAR in Court may also result in the denial of renewal of your 
driver's license.) TIDS WILL BE THE ONLY NOTICE YOU WILL RECEIVE, EXCEPT 
IN CASE OF A TRIAL SETTING. 

If you wish to enter a "NOT GUILTY" plea to the charge(s), you must so indicate in the 
proper space provided. The charge( s) will be set on the TRIAL DOCKET for the next available 
opening. 

If you wish to enter a plea of "GUILTY or NOLO CONTENDERE", please indicate 
below in the proper space provided. NOLO CONTENDERE means that you do not contest the 
State charge( s) against you: You will be found guilty on either plea with the fine being the same. 
Either plea indicates that you agree to waive your rights to an appearance before the Court 
for trial by JURY. 

The Court prepared for your convenience, a list of contingent fmes on the reverse side of 
this notice that will be ~cceptable. MasterCard, Visa, American Express or Western Union 
Quick Collect. (Court must be contacted to verify information needed.) Cashier's Check 
or Money Order's, made payable to Austin County. (No personal checks or partial 
payments accepted without Court approval.) 

RECEIPT REQUESTED: YES NO 
Read all of the above carefully-before entering a plea below. 

NOT GUILTY NOLO CONTENDERE GUILTY 

SIGNED AND DATED: ____ _...;_ ______________ _ 

***NOTE: JUDGE CAN NOT DISCUSS PENDING CASES WITH YOU, UNLESS A 
WRITTEN PLEA OF GUILTY OR NOLO CONTENDERE HAS BEEN ENTERED.*** 

01/08 
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NOTICE TO TRUCKING COMPANY 
When making your remittance, refer to the 

DRIVER'S name &/or citation number, 
not the company name. 

TRUCKS 
SCHEDULE OF CONTINGENT FINES 

WEIGHT VIOLATIONS: 
0 to 5,000 lbs .......................................................................................... $254.00 
5,001 to 7,000 lbs ...................................................................................... $354.00 
7,001 to 10,000 lbs .................................................................................... $554.00 
10,001 to 15,000 lbs ....................................................... .' .......................... $824.00 
OVER 15,000 lbs ................................................................................... $1,074.00 

No Commercial Driver's License ................................................................... $210.00 
Fail to Display Single State Registration ........................................................... $165.00 
Operating Unregistered Truck or Trailer. .......................................................... $210.00 
Fail to Produce Registration ............................................... ··········~············· ... $154.00 
Expired Registration .................................................................................. $154.00 
No Valid or Expired Inspection Certificate ................................................ : ..... ,.$154.00 
Fail to Cover Load or Loose Material Violation .................................................. $210.00 

Equipment Violations ................................................................................. $1'65.00 
Disregard Official Traffic Control Device .......................................................... $165.00 
Violations of Per:rnit Regulation ..................................................................... $210. 00 
No Permit, All Regulations for Over Size & Weight Limits ..................................... $254.00 
Hazardous Material Regulations ..................................................................... $210.00 
No I.D. Signs on Trucks or Equipment.. .......................................................... $150.00 
Record of Duty Status not Current .................................................................. $165.00 

Fail to Display TXDOT Registration Certificate ................................................... $165.00 
*No Liability Insurance ............................................................................... $280.00 

*Charge will be dismissed upon presentation to the Court of proof that the vehicle was covered 
by liability insurance policy at the time the citation was issued, and provided the proof is 
presented to the Court on or before your appearance date. A conviction of an offense under the 
Texas Motor Safety-Responsibility Act will result in the suspension of your driver's license and 
motor vehicle registration unless you provide and maintain proof of financial responsibility with 
the Department of Public Safety for two years from the date of conviction. The Department may 
waive the requirements to file proof of fmancial responsibility if you file satisfactory evidence 
with the Department showing that at the time the citation was issued, the vehicle was covered by 
liability insurance or that you were otherwise exempt from the requirements to provide evidence 
of financial responsibility. 

***CONTACT THE COURT ON VIOLATIONS NOT LISTED ABOVE*** 
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"" "'. "'i . 
CES ENVIRONMENTAL SERVICES, INC. BANK OF AMERICA, NA 

315·211130 
43157 

. 4904 GRIGGS ROAD . 
HOUSTON, TEXAS 77021 

(713) 676-1460 2/11/2009 

PAY TO THE __ J_u_d_ge_D_en_n_is_R_._K_in_g _____________________ .....JI $ **330. 00 ORDEROF . 

Three Hundred Thirty and 00/1 00******************************************************************************************" 
---------------------------------------------DOLLARS~ 

Judge Dennis R. King 

Ticket# TX090MOECN01 -Robert Joe Hickman 

111 0 ~ j • 5 7 II' 

CES ENVIRONMENTAL SERVICES, INC. 

Judge Dennis R. King 
Date Type Reference 
2/11/2009 Bill TX090MOECN01 

Original Amt. 
330.00 

CES Environmental S Ticket# TX090MOECN01 - Robert Joe Hickman 

2/11/2009 
Balance Due Discount 

330.00 
Check Amount 

43157 

Payment 
330.00 
330.00 

330.00 
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ISEDE245489600001 CVE-3 (Rev. 12/031 

TX091S0EDE01 TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0 151818 LEVEL 

l~] 0 ARREST TKT 0 
0 COM. VEH. 0 
0 ACCIDENT 0 
0 CDL 0 

9 - 15 PASS. FOR HIRE 

16 PASS. FOR HIRE 

16 PASS. NOT FOR HIRE 

SCHEDULE 0 CHARTER 

SP PROG: 0 
0 

CONSTRUCTION ZONE 
INTERSTATE [J YES 0 NO 

INTRASTATE 0 OCCUPIED 

(i:1FIXED []ROADSIDE 

SCALE 
HOUSE 2A501 

[J ALCH [J DS 

0 SW 0 TE 

DATE: ----'0~3_,_/~0~5/~2_0_0_9 __ TIME: _ __::__9.:..::1:.:5:__:::AM~ COUNTY: CHAMBERS HWY: (~L IH-0010 IN CHAMBERS-~-"- (797-8:3_11_ ___ MP#: 815 

USDOT#: 869392 Lessee/MC: -------------------- ---------------~-------------- ----···-----·--------

400234 Add/City/St/Zip: ---------------------------·------ ----· --- -- -----·----
_______________ ICC/MC#: 

OWNER: CES ENVIRONME_N_T_1\L __ SE_R_V_I_C_E_S_I_N_c_______________________________________ ----- --------

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 

TXDOT#: 

PHONE#: 

005516524C 

7136761460 

Operator: JOSEPH PATRICK HERNANDEZ RACE/SEX: UM DOB:  MED CARD: 

Add/ City I St I Zip : l__________ _ ______ _ DL CLASS: A 

VEH SEARCH: 0 YES REASON FOR STOP: (]WARN (]CITATION (]INSPECTION CONTRABAND LOCATED: (]YES 0NO 
-------~----~------ --- ·-··--- . ·-------------·------·------------

TYPE OF SEARCH:(] CONSENT [JPC [J INC. TO ARREST [J INVENTORY 

,~:;,: i ,t, '':;;: 
TYPE OF CONTRABAND: (]DRUGS [J WEAPONS (]CURRENCY (]OTHER 

X 

l!lWihw · · 
II) J 1 TR CHEV 

~~a_03 2 ST AMEM 

SIGNATURE: 

---

;tfiii}C,i'~~:i\):':1~ 

TX  
TX 

1111111111111111111111111111111111111111111111 

[J I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) 

X(6640)--0(10040)--00(17080) 

0 COPY RECEIVED BY .;; 
GROSS WEIGHT: 33,760 GROUP WEIGHT: 0 

- ---- --393. 95 ia'> 2 

-----~91.:45 (bf-~1) ----

!FIRE EXTINGUis'HE:avioLATioN ---=--Nom_____ ---- ----------- ------------ ----- -- --------------- ------------ -
XPIRED MEDICAL EXAMINERS CERTIFICATE::--3/3709 ----------··----------- ---------------~--------- -----

VEHICLEIDRIVER OUT OF SERVICE NOTICE 
1---rn VEHICLEPUr-suant --toauthoiTEY ... COnta1nea--In TRC Cfiapter·644 I hereby declare "Out" 

I%J of service" the vehicle/& ~·lith defects followed by "YES" in the Out of Service 
column of this report. No person shall remove the out of service stickers 
applied to these vehicles or operate such vehicles until the out of service 
defects have been repaired and the vehicles have been restored to safe operating 
condition, or proper operating a.uthor~~t:~~~een ~~\:_tai~~~-·-------~-----~---

SEE CONTINUATION SHEET J ~ROOFER COMMENTS: 
--- ------------- - ______ j ___________ ----------------~-- --------- ---------------· 

T-Y 
VINI

I 0 DRIVER PuiSliai1t -EO---alithorityContalneCriTI~ --jOOS~·DISPOSITIONS 
TRC Chapter 644 I hereby notify and A. Repaired at Scene 
declare the driver named on this report Obtained Oper. Auth. 
Out of Service. No motor carrier shall B. Towed/Escorted to 
permit or require driver to drive or Repair Service 
operate any motor vehicle until D. Other 

U. Unknown 
N. Driver OOS 

EPAH0042001129 

(b) (6)

(b) (6)(b) (6)

(b) (6) (b) (6)

(b) (6)



Ill II Ill I I I 

(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

'· 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. .., ' ·---

~ 

NAME OF SHOP (GARAGE): 

c6:3 e-7Vv: ~ L4fft.~~ /~ 
DATE: TIME: 
3 Z-2-c:::>'? / ~ Y 0 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

ATTENTION DRIVER: 

ATTENTION DRIVER: 

TITLE: DATE: 

5 ·;;??-CJ 7 
This report must be furnished to the motor rrier whose name appears on this report. 

TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carri~r Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773·0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration· contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. tmcsa.dot.govlfactsfigs/formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us!taxinfo/fue/slifta.html. 

EPAH0042001130 



ISEGI245484500004 CVE-3 (Rev. 12/03) 

TX090D0EGI04 TXDPS COMMERCIAL VEHICLE ENFORCEMENT LEVEL 

CP#: 0151818 ~ D ARREST TKT D 9 - 15 PASS. FOR HIRE 

0 COM. VEH. D 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED 0ROADSIDE 

D ACCIDENT D 16 PASS. NOT FOR HIRE SP PROG: 0 INTERSTATE DYES 0 NO 
0 ALCH D DS 

SCALE 
0 CDL 0 SCHEDULE D CHARTER D INTRASTATE 0 OCCUPIED HOUSE 1A501 0 SW D TE 

-------

DATE: 01/13/2009 TIME: 12:57PM COUNTY: CASS HWY: (2) US-0059 IN CASS CO. (224-260) MP#: 232 ---------- ----

Lessee/MC: US DOT#: 869392 

Add/City/St/Zip: ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 

Operator: BOBBY RODRIGUEZ RACE/SEX: WM DOB: MED CARD: 8-6-10 --

Add/City/St/Zip: DL #: ST: TX DL CLASS: A --

VEH SEARCH: DYES 0NO REASON FOR STOP: 0WARN 0CITATION 0INSPECTION CONTRABAND LOCATED: DYES 0No 

TYPE OF SEARCH :0 CONSENT OPe 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS 0WEAPONS OcuRRENCY DoT HER 

X~ 
f!1'/ '' '~ ,,~ ., 

1 TT PTRB I 2002 TX 
2 ST FRUE I 247 TX 

1111111111111111111111111111111111111111111111 
1--- SIGNATURE: 

-

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS X 00 00 NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

TO APPEAR LOAD DISP: 

I 

--
YOU ARE HEREBY NOTIFIED 

JUDGE: COURT: PCT./PLACE: 
'PERMIT #: 

PHONE: ON/BEFORE AT RG WT #1 80000 'GVWR #1 : 

ADDRESS: TX RG WT #2 0 -IGvwR -#2~~~----
EAL #'S REMOVED: jDEPT. SEAL #; INSTALLED r;vsA DECAL TT ICVSA DECAL ST pvsA DECAL-ST I 

I I L_ ____ l I I 
SHIPPING #: 4251567 CONSIGNOR: CES I CONSIGNEE: RINECO 

COMMODITY: TOULENE ORIGIN: HOUSTON 
I 
I TX DESTINATION: BENTON IAR 

IHM CATEGORY jCODE RQ? HW? PLACARDS REQ? I 
I 

I 
i ALLEGED SPEED 

8 I I 
I ··---

INON BULK 13 0 D 0 SPEED LIMIT 

I SPEC. TANK AX 1 AX 2 AX 3 AX 4 AX 5 AX 6 AX 7 AX8 RADAR CAL. 

II 
I 

I 
I 

I I 

TICKET VIOL. CITE #Unit cos cos POST VIOLATIONS DISCOVERED 
No. Y/N DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to, authonty con tawed in TRC Chapter 644 I hereby declare, "Out [] DRIVER Pursuant to author~ty conta1ned in oos DISPOSITIONS 

of Service" the veh1cle/s w1th defects followed by "YES" 1n the Out of Serv1ce TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET I !TROOPER COMMENTS: u. Unknown 
N. Driver OOS 

X~ I 
I 

! 
I 0 Log Book Exemption 

I --, COPY RECEIVED BY ___L 

INSPECTED BY: 

T'/'";~~:~'7~~" T~~O.:"'''~:;~:!:~::;=~_:: =--=---=:;:---=~---=-c GRAY 

CHARGES FILED BY: 
I 

EPAH0042001131 

(b) (6)

(b) (6)

(b) (6) (b) (6)

(b) (6)



Ill II II II 
(CVE -3 Rev. 6/04) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

TITLE: DATE: 

t\{E: N'U-V\_ 1- }Lf-
This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised St lutes, requires the Motor Carrier to execute th~ove certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 

• (....----rtf AlA K PO BOX 4087 j ":J uvvvJ ..:> AUSTIN TX 78773-0521 

IMPOR MESSAGES 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 1 0 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps_state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx. us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa_dot.gov!factsfigs!formspubs_hfm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state: tx. usltaxinfo/fuels/ifta. html. 

I I 

EPAH0042001132 



TX09040EGM03 
0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

0' COM. VEH. 0 16 PASS. FOR HIRE 

0 ACCIDENT 0 16 PASS. NOT FOR HIRE 

0' CDL 
0 SCHEDULE 0 CHARTER 

DATE: 01/04/2009 TIME : _ __::1_:..: _::_OO.:cP::c:M_ 

Lessee/Me: 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT 

SP PROG: 0 
0 

COUNTY: WALRER 

CONSTRUCTION ZONE 
INTERSTATE (] YES 0 NO 

INTRASTATE (] OCCUPIED 

-----~-

CVE-3 (Rev .• 12/03) 

LEVEL 

CP#:0151818 ~J 
IZfFIXED (]ROADSIDE 

SCALE 
HOUSE 2A701 

------

0 ALCH (] DS 

(] SW (] TE 

--------------------~~-------~-------·---·------------~-
USDOT#: 869392 

Add/City/St/Zip: 
---------------~--·-·--·------ ----~~ -- --- -- - - ~--. ·-··- ~~--~ ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP:4_?~~:J:9GS RO~HOU~T()_~._ _TJ{ _ __?702_1 PHONE#: 7136761460 
Operator: BOBBY RODRIGUEZ RACE/SEX: WM DOB: MED CARD: 8-16-10 

DL #: __ _ ST: __ _'!'l{_ DL CLASS: A 

VEH SEARCH: (] YES 0 NO <:_O_t::T!:-l\_~~[)_~()CA~~])_:_ __ ~0YES -~NO 

TYPE OF SEARCH:(] CONSENT (]PC (] INC. TO ARREST (]INVENTORY TYPE OF CONTRABAND: (]DRUGS (]WEAPONS (]CURRENCY (]OTHER 

rl:ri:ttf ~1:1~:;Jf~J;:'W~i~s:~~;tt!.¥10:k~ll~t~;Kif~J::l·,• 

X;#-
1111111111111111111111111111111111111111111111 

SIGNATURE: 

IZJ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X(l1120)--00(35700)--00(33800) 

0 COPY RECEIVED BY GROSS WEIGHT: 80,620 GROUP WEIGHT: 0 
YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: James Mature COURT:JP PCT. /PLACE: 4/0 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
l~fVEHrc-LE--Pl.irs-uanE··ro-·auth-orTtY co-ritalnect In-··tRc· Chapter ·6-4·;r··:r·here-bY. declar-e ·,·out· :·o· DRIVER- ·Pursuant--to- ·autno"rit·y-cont-arnea ·rn··-roosDISPOS!TroNS·------- -

of Service 11 the vehicle/s with defects followed by "YES" in the Out of Service I TRC Chapter 644 I hereby notify and 'lA. Repaired at Scene J 
column of this report. No person shall remove the out of service stickers I declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service ,i Out of Service. No motor carrier shall ~· Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 

~:i~~~~~·ff':"::~~~:~~~~{';  """'""'~ ~ ·~·· ........ ···i_'X";;;;;" """'"'" ~'" . . -·t g;;~:;o: ___ _ 
\0 Log Book Exemption 

: -- COI?Y RECEIVED B'"Y--------~------· -·-- -·-- -~~--~--· 
_____ j___ -- ----- ·---·-- ~ 

INSPECTED BY-;----- - -- ~ -:IDfREGI6NiDIS-TRICT /AREA-- riME COMPLETED R_EROR~T PRE~~RED _EfiL_:~- ~.;_;:g .... "-~ 

~~~~ILED BY: jA Morg~-09592~-A-0~592 2_~~ 92 -----L_:~-=~~-- -B~::;~~s:~CTED BY:--~-- --- -----~~---r- -~------ -------- ·-

EPAH0042001133 

(b) (6)(b) (6)

(b) (6)

(b) (6) (b) (6)

(b) (6) (b) (6)



'· 
ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN Th~ 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

. /~;; ~;fl)U DATE: a; TIME: 

I- 'f--tJ 1 J;_ ?IO 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

DATE: 

;- 7 _.. c)Y:, 
ATTENTION DRIVER: This report must be furnished to the motor ca 1er whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs/formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. usltaxinfo/fue/slifta. html. 

EPAH0042001134 



45483600003 CVE~3 (Rev. 12/031 

/3~~;7a-3) --~!~!~~~~~~!~~~~~r·· -r~::::~£;i;~~;~~;~~-~:~=~-~~~j~c~ __ #-- ·of5181a· . -~-_]_:DATE···----~-~------~~==------~--:~-~~ 
VEHICLE ENFORCEMENT ~Es ENVIR_ONMENTALSEi\\IICES 1NC --- _ _ _ __ l ==~=4/~0~~0~I'M ~- J 

I OPERATOR -:-::~:~ BOBBY I 
I CONTINUATION SHEET I LAST NAME FIRST NAME MI i 
JNOTE TO DRIVER: This report musn)efumlsileci-fo-ihemotor carner_w_hose name ·appears on-this report. NotE td M6f6R CARRiEFr tf:fc Chapier·-----1 
! 644 requires the Motor Carrier to execute the certification on the reverse side and return this report to Texas Department of Public Safety, Motor Carrier , 
! Safety Section, PO Box 4087, Austin, Texas 78773-0001 within fifteen (15) days. . [ 

I -VIOLATIONS--·--------~~---- -~---------~---·-------~--~ 
Ct<e<e•clnoc. me 'o;~.' :?~ f,Oi,J',i;'1 --~----------~---~VIOLATIONS DISCOVERED----~--- ~ 

~~--1_:-~.25(£) 1 ~- EFECTIVE--STOP LAMP (#) -REAR-RIGHT__________ : 

---"------ _ ___j _____ L ______ ~---- ~--~---------- --- -------~----~----------·----~~---_j 

VEHICLEfDRIVER OUT OF SERVICE NOTICE 

rllsrE:crEiJ-sy~ --~i-o/REGl:oi<ioi:srRrcriAREA 

~H:~~~ILEDBY:- A Morg~--ogsg:/2 A 0~959_2--~-~-f}? 

0 vEHTCLE-Pu·rsuant--to-a-uthoiltYConta.Tnect .. TiiTRc·chapter-E>4if_f_fiereby-cte·c-rare··,;out-('-I:f.D1rrvEFC.PUrsuant·~to ··authOtTty·-co-nYafnecr--rn--[?55 ors~osrrroNs · ---·-
of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and lA. Repa.tred at Scene I 
column of this report. No person shall remove the out of service stickers 1 declare the driver named on this report Obtained Oper. Auth. 
applied·to these vehicles or operate s':lch vehicles until the out of service . j Out '?f Service: No m'?tor carri~r shall lB. T<;>wed/Es~orted to 
defects have been repaired and the vehlcles have been restored to safe operat1ng i permlt or requ1re dr1..ver to dr1..ve or Repau: Serv1ce 

SEE~§-~~Tt~~§~~hoEJ~j~lT~~~~~~~i~~~lN~r:-o~~ta1~ed. _ ; operate any motor vehicle until -f g~~~~~noos 
VINll 513929 WK # 7136761460 CELL# 7138596087 :, x-#=- l ____ - - ----

1 0 Log Book Exemption I-.- COPY_ RECEIVED B-:-:-Y--------1 ··-------· -·-···----··----·---

~I~~ 3~o;~LETE-D r;~-~;~J~e:-i~R~D BY~ fli M~r_g~!l·· -~ ----===-:==== 
IBRAKEs rNsrEcT£o 13Y: -- ·-r 
I 

EPAH0042001135 



' FROt1 : WALKER CO PCT 4 JUSTICE OF PEA FAX NO. Jan. 23 2009 09: 54At1 P1 
····.~~"·'' 

JAMES F. MATURE 
, l ' --LUSTICE OF THE PEACE, PRECINCT FOUR 
ti-t\ Q.. 'D r ~ wALKER coUNTY, TEXAs 

0
() :J. J\0 ~/ J~_IA..'<."2- 0. BOX 332 NEW WAVERLY, TEXAS 77358 
vi- -J L /9r.r. Qj /I~ Office# 936/344-6119 · 

tJtj... Cf f 7 qr:;:~;;/..){~ Fax# 936/344-6033 

-rp;(ji -t#.ihcrP ,. . 
PAYING OVER THE PHONE CREDIT CARD INFORMATION 

ln order tbr the court to process your request you must submit the following infi.lrmation and sign 
the form below. If you have any questions please contact us at the number listed ahove. 

****All information required for Credit Card Payment**** 

**NAMEONCITATION BDBf3'-} RDDRL{1UE~ 

Citation Number Tt( 0!10 LJI) £cq N1 0 3 
(Located at the top left on Commercial and the top right on NON Commercial) 

(Check one) __ MasterCard /visa __ Discover · __ American Express 

NAME ON CREDIT CARD CE S ErJ VJR...._O L..::..N_.__._M_,_.,€""-'A).....:!......+-T~14--"'L-::::___~Se=r2~-LV--""L~C/~1?=----. 

BILLING ADDRESS tj-qD If ~ R l G 85 R~ AJ) 

CitY fto U fr R ,J STATE ll ZIP CODE '7 7 tJ & I 
PHONE # 7 I "3 -6 7 6 --11+6 0 . Altphonenumber_: 28}- 4"33~C/7qz_-

CREDIT CARD NUMBER 

. Expiration Date 

signature Panel Code:  
See Graphic 

~ 
SIGNATURE ____________ DATE J-z3 --tJ1 

Please Fax Information To: 
936-344-6033 

C)?J Please fax receipt to the following fax number: f / 3 ,.... 6 7 6 .- J b f 6 
(Return fa.x number) 

'., 

EPAH0042001136 

(b) (6)

(b) (6)

(b) (4)



CVE-3 (Rev .• 12/03 I 

TX09040EGM03 TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP#·Ol51818 
0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

0' COM. VEH. 0 16 PASS. FOR 

0 ACCIDENT 0 16 PASS. NOT 

HIRE 

FOR HIRE SP PROG: 0 
0 

CONSTRUCTION ZONE ~FIXED (]ROADSIDE 
[] ALCH CJ DS 

0 SW 0 TS 

INTERSTATE CJ YES 0 NO SCALE 
0 CDL 0 SCHEDULE []CHARTER INTRASTATE [] OCCUPIED HOUSE 2A701 

DATE: 01/04/2009 TIME: 1: OOI?M COUNTY: WALKER 

Lessee/Me: US DOT#: -------------------------------------···. ------------·-·--·-· ------------------ 869392 

Add/City /St/Zip: 
ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP:4~~:1_ _ _c;;~~~~~_9~ li_()_!J~TON, TX 77021 PHONE#: 7136761460 

Operator: BOBBY RODRIGUEZ RACE/SEX: WM DOB: MED CARD: 8-16-10 

Add/City/St/Zip: _____ DL #: -------- ST: TX DL CLASS: A 

~H SEARC~~____Q__0~~~- REA_~~-~OR STOP_:___ _ _QWARN ___ _Q~I_T_A!~_ON ____ qr~~~~T~O_:' ~0~!:"_!3_~~-~~~~E~_: ___ Q_YES _0N_9_ 

TYPE OF SEARCH:[] CONSENT []PC []OTHER 

x_::;/b-
1111111111111111111111111111111111111111111111 

SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY 

X(lll20)--00(35700)--00(33800) 
GROSS WEIGHT: 80,620 GROUP WEIGHT: 0 

YOU ARE HEREBY NOTIFIED TO APPEAR 
LOAD -i5isi?: ___ T___________ ---------------------

-- _______ j 
PERMIT #: l JUDGE: James Mature COURT: Jl? PCT./PLACE: 4/0 

I 

PHONE, (936> 344-6119 ON/BEFORE Fri. 23-January-2009 AT 1o:oo :ooAM ~~--~~~!~-~r~~~oo_·~- · f~~~~:-J~-~=-~-=----
ADDREss: 9360 HWY 75 SOUTH (POBOX 332) NEW WAVERLY TX 77358 RG WT #2 : iGVWR #2 I 

"~ ':'-:-'EM"\"-'~ : == f" -""' '' '~''""' ~" '"''~' .i'v" "'"'·" - :r~ oca'C -,, " ~ i --- -

SHIPPING #: i4253924 !coNSIGNOR: iLUBRIZOL l CONSIGNEE: r~~~TERN -- --·-·-·------------~----------------·--· +-------------- ·-!-----··· ---+ ··--- . ··---·---· ---:--·------------------·-· -··-- ------~-----
COMMODITY: /_J?_ENT.ANE METHANOL :oRIGIN: !DEER PARK TX ~DESTINATION: _\FREDONIA 

1 
KS 

tHM CATEGORYeDE /f<6? jHW? 'jPLACARDS REQ? ; ~- , 
1 

- , - i .. !ALLEGED SPEED ~ 

lonix- ::: J' =~t~t ~<~{;~~~~""; I t" 'f"'+'' lAx ' fAX ' i ""-'I"' } ' ~~~: -~;~ ,- ~=--_ .. -~ 
i _j ____ __l _____ j ___ ! ___ j - .. .L ---- -- - _l_ -- --

~~~·~~~~~-
_X:e~r--------f--pj_ -+-- -[-- _l~~_3_4:_o~_o_ ~~-~-~-TANDEM-~E - __ 3_s7oo~3400~l7?o '?l\/.[~-- _________ _ 

=~:I_::: ::_: ±if~~-t A~~-·~·-~~~.~ :~:~~~~;,~:00'~'·-~ --·· .0~~~ .•. ::: ~--~-~=~-
VEHICLE/DRIVER OUT OF SERVICE NOTICE 

0 VEH:i:ti;E·-purs·u,int· ·to -,i:i"Utho·rrty COnTained in-·tRC chd~iter ·544· t·- hereby declat"e. "OU-t- ; tf DRIVER. ·Pursuant· fo· ·au·thoi:TtY-Cont·aTnea ·in 
of Service 11 the vehicle/s with defects followed by "YES" in the Out of Serv1ce TRC Chapter 644 I hereby notify and 

-roo~nrrst"osTtTol-is --
!A. Repaired at Scene I 
iobtained Oper. Auth. column of this report. No person shall remove the out of service stickers declare the driver named on this report 

applied .to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or 
condition, or proper operating authority has been obtained. operate any motor vehicle until 

s~~-~?.~!~~~~o~~~~~~~~.Lk~o~~~-:~-~~-E-~~~:_:_· ---
viN# WK # 7136761460 CELL # 

X~ 

)B. T~wed/Es~orted to 
1Repa1r serv1ce 
ID •. Other 
lu Unknown 

·-----(N. Driver OOS 

I 
~--- ·-·- --- -·-- ""----------
ji 0 Log Book Exemption 

; -- COPY RECEIVED s·""'y--------r~----· --- ----- -----
INS'f,-ECTi_D_BY~-·----··-- "ID/REGION/DISTRICT/AREA ~IME COMI?LETE"D IREPORT PREPARED BY: r~ ~o.r9an 

~H:~G~~ILED-8Y:-A-Morg~ -09592·~-A -0;~592__3 -~ 0_2 ---- __l_ _ _l_=_:o~~-- -~~~~-:;~~s~~c¥8~~8~::~-/"------ --

EPAH0042001137 

(b) (6)
(b) (6)(b) (6)

(b) (6) (b) (6)

(b) (6)(b) (6)



DATE/TIME = JAN-23-2009 09:08 

JOURNAL No. = 198 

COMM. RESULT = OK 

PAGE(S) = 002 

DURATION = 00:00:58 

FILE No. = 726 

MODE = MEMORY TRANSMISSION 

DESTINATION = 19363446033 

RECEIVED ID = 
RESOLUTION = STD 

-CES Environmental service-

~~~~~ DP-3010 ~~~~~~~~~~~~~*~~*~~~*~ - 713 676 1676- ~*~~~~~*~ 

EPAH0042001138 



IS9DGP245486S0000A CVE-3 (Rev. 12/03) 

TX090X9DGP06 HOUSTON POLICE DEPARTMENT LEVEL 

CP#: 0151818 ~ 0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

0 COM. VEH. 0 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED 0ROADSIDE 
0 ACCIDENT 0 16 PASS. NOT FOR HIRE SP PROG: 0 INTERSTATE 0 YES li:J NO 0 ALCH 0 DS 

SCALE 
0 COL D SCHEDULE D CHARTER 0 INTRASTATE 0 OCCUPIED HOUSE D SW 0 TE 

DATE: 02/02/2009 TIME: 5:40PM COUNTY: HARRIS HWY: (1) IH-0610 IN HARRIS CO. (0-37) MPll: ~ 
Lessee/MC: USDOT#: 869392 

Add/City/ St/zip: ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOTll: 005516524C 

ADD/CITY /ST /ZX P: 4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 

Operator: WILFRIDO ABREU RACE/SEX: HM DOB: MED CARD: 03/19/2009 --
Add/City/St/Zip: DL II: ST: ~ DL CLASS:A --

VEH SEARCH: 0 YES 0No REASON FOR STOP: OwARN CjCITATION OINSPECTION CONTRABAND LOCATED: DYES 0No 

TYPE OF SEARCH:0 CONSENT OPe 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS OwEAPONS 0CURRENCY OoTHER 

'. • 'llN 

~ 
1 I lT I PTRB I 291 TX_\ J 
2/ ST I FRUE I TX I I 

IIIII II lllllllllllllllllllllllllllllllllllllll X ' 
-- SIGNATURE: -

0 I HEREBY PROMISE TO APPEAR AT 
THE TIME AND PLACE DESIGNATED X' I I I 'OO' I I I I I I I I' I IQO 

IN THIS NOTICE. (THIS IS NOT 
A PLEA OF GUILTY) 

0 COPY RECEIVED BY\ GROSS WEIGHT: GROUP WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DISP: 

JUDGE: COURT: PCT. /PLACE: 
PERMIT #: 

·---------------~-··--

PHONE: ON/BEFORE AT RG WT #1 14600 JGVWR #1 J80000 

ADDRESS: TX J,, 

RG WT -~~0 IGVWR #2 I 

C!t;"'AT 1! 1 S QJ4'MQ\Tr."D• jDEPT. SEAL #; INSTALLED VSA DECAL-TT !CVSA DECAL-ST VSA DECAL-ST 
! r- ~ .. -·--·. ~-~ . 

I I I I I 

SHIPPING #: CONSIGNOR: CONSIGNEE: 

COMMODITY: :RESIDUE ORIGIN: HOUSTON TX DESTINATION: HOUSTON ITX 
rM CATEGORY_ICODE IRQ? !HW? PLACARDS REQ? )ALLEGED SPEED 

/BULK J3 /0/0 0 
R 

SPEED LIMIT 

I SPEC. TANK AX1 AX2 AX3 AX' 4 AX5 AX6 AX 7 AX 8 RADAR CAL. 

.312 1 

TICKET VIOL. CITE #Unit oos oos POST VIOLATIONS DISCOVERED 
No. Y/N DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

396.5(!:>) 1 piL/GREASE LEAK- AXLE 1 RIGHT LEAKING BEARING FLUID 

---
396.5(1:>) 1 OIL/GREASE LEAK -AXLE 1 LEF.'T LEAKING BEARING FLUID 

396.5(!:>) 2 piL/GREASE LEAK- AXLE 4 RIGHT LEAKING BEARING FLUID 

''• 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 

VEHICLE Pursuant to author1ty conta1ned 1n TRC chapter 644 I hereby declare "Out 0 DRIVEl\ Pursuant to author1ty conta1ned 1n OOS DISPOSITIONS 
of Service" the vehicle/s with defects fOllowed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to· drive or Repair Service I condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET I !TROOPER COMMENTS: u. Unknown 
N. Driver OOS 

D/A= YES 
WEATHER : CLEAR 

X~ DRIVER ADVISED OF VIOLATIONS 
0 Log Book Exemption -- COPY RECEIVED BY 

INSPECTED BY: IID/REGION/DISTRICT/ARE:__r:ME COMPLETED REPORT PREPARED BY: GARZA ERIC JOEL 
GARZA, ERIC JOEL 2V-128014 2 9 V 6:10PM REFERRAL ID 

CHARGES FILED BY: I BRAKES--INSPECTED BY: ·r--· I 

EPAH0042001139 

(b) (6)

(b) (6)

(b) (6)

(b) (6)



Ill II Ill I 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE TICKET BOX, INDICATES 
CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE 
DRIVERS COPY. DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
1 CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE OF THIS 
CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

--~~:~J?I~ 
NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

C£:s S4tJP DATEJ'-;;1- t!/cr !TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
1 CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS BEEN TAKEN 
TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS THEY ARE APPLICABLE TO 
MOTOR CARRIERS AND DRIVERS. 

SI~~~FICAL: TITLE: DATE: 

)t{£ YV\.~~~ z--3-09 
ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 
ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above 

certification and return this report to: MOTOR CARRIER BUREAU 
TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

~ 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with 
the traffic laws and all other users of the highways. Failure to comply with your written promise to appear in court as 
made or. this citation ·will constitute a separate offense with which you may be charged and result in warrants bsing 
issued for your arrest. The issuance of arrest warrants will make you subject to entry into the wanted persons file of 
this department. Failure to appear in court or failure to satisfy a judgement ordering payment of a fine and cost in the 
manner ordered by the court may result in the denial of renewal of your driver's license. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your 
driver's license and motor vehicle registration unless you file and maintain proof of financial responsibility with the 
Department of Public Safety for two (2) years from the date of conviction. The Department may waive the 
requirement to file proof of financial responsibility if you file satisfactory evidence with the Department showing that at 
the time this citation was issued the vehicle was covered by a liability insurance policy or that you were otherwise 
exempt from the requirements to provide evidence of financial responsiblity. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a 
motorcycle operator training course. You will lose that right lf, on or before your appearance date, you do not provide 
the court with notice of your request to take the course. This article does not apply to an offense committed by a 
person who holds a commercial driver's 'license. 

A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the 
manager of the Motor Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the 
Motor Carrier Bureau or the director's designee within 10 days of the issuance of the out-of-service order. A request 
for review should be addressed to the Texas Department of Public Safety, Motor Carrier Bureau, P.O. Box 4087, 
Austin, TX 78773-0521 or may be sent by facsimile transmission to (512)424-5712 or via electronic mail at 
MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference call. 

To obtain a TXDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of 
Transportation at 1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their 
website at www.fmcsa.dot.gov/factsfigslformspubs.htm. 

To obtain IFTA information contact the State o{. Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. usltaxinfolfuelslifta.html. 

CVE-3 (Rev. 01/04) 

I I I I 

EPAH0042001140 



Is;mAR2454 e 60oooo3 CVE-3 (Rev. 12/03) 

TX090S9DAR03 PASADENA POLICE DEPARTMENT LEVEL 

CP#: 0151818 ---

1 
0 ARREST TKT D 9 - 15 PASS. FOR HIRE 

---
0 COM. VEH. D 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED 0ROADSIDE 
D ACCIDENT D 16 PASS. NOT FOR HIRE SP PROG: 0 INTERSTATE DYES 0 NO D ALCH D DS 

SCALE 
D CDL D SCHEDULE D CHARTER 0 INTRASTATE 0 OCCUPIED HOUSE 0 sw 0 TE 

DATE: 01/28/2009 TIME: 1:40PM COUNTY: HARRIS HWY: (2) SH-0225 IN HARRIS CO. (686-700) MP#: 692 
---· 

Lessee/Me: USDOT#: 869392 
. 

Add/City/St/Zip: ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 

Operator: ARTHUR NICKERSON RACE/SEX: BM DOB: MED CARD: EXEMPT --

Add/City/St/Zip: DL #: ST: TX DL CLASS: C --

VEH SEARCH: DYES 0NO REASON FOR STOP: OwARN 0CITATION 0INSPECTION CONTRABAND LOCATED: DYES 0No 

TYPE OF SEARCH:0 CONSENT OPe D INC. TO ARREST D INVENTORY TYPE OF CONTRABAND : 0DRUGS 0WEAPONS OcuRRENCY 00THER 

!Vhlit!![tPEf::i~KD<i~g;;(!l# ;:0£Jh~ ,<X!l~te". JSl:alll 
1 TR CHEV' 107 i TX I ! 

~ 2 ST OTHR: :TX 

X 1111111111111111111111111111111111111111111111 c----· SIGNATURE: 
-

0 I HEREBY PROMISE TO APPEAR AT 
X(0)--0(0)--XX(O) THE TIME AND PLACE DESIGNATED 

IN THIS NOTICE. (THIS IS NOT 
A PLEA OF GUILTY) 

0 COPY RECEIVED BY GROSS WEIGHT: 0 GROUP WEIGHT: 0 
YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DISP: 

JUDGE: Pasadena Municipal COURT :Municipal PCT./PLACE: 0/1 
PERMIT #: 

--

PHONE: (713) 475-9595 ON/BEFORE Fri, 20-February-2009 AT 10:00:00AM RG WT #1 44,000 GVWR #1 

ADDRESS: 1001-A E SHAW AVE PASADENA TX 77506 RG WT #2 10,400 ;GVWR #2 

~EAL #'S REMOVED: :DEPT. SEAL #; INSTALLED CVSA DECAL-TT jCVSA DECAL-ST CVSA DECAL-ST I 

I 
··-

I 
SHIPPING #: CONSIGNOR: ;coNSIGNEE: 
-· 

COMMODITY: ·EMPTY TRAILER ORIGIN: ,HOUSTON TX :DESTINATION: 
'DEER PARK TX 

HM CATEGORY CODE RQ? HW? PLACARDS REQ? 
1 
~HYD ,HYD iSRG [SRG ALLEGED SPEED ' 

NA D I ! IS PEED LIMIT 
/ 'AX 1 AX2!AX3!AX4 AX 5 AX 6 :AX 7 AX 8 iRADAR ~ 'V~~ ; ~EC. TANK CAL. I 

1 

L:HYD HYD jSRG [SRG 
I 

,_'l/\9~~ 
I 

' 
. ! 

i i i I --TICKET: VIOL. CITE # Unit oos oos POStt._ /k. VJ VIOLATIONS DISCOVERED 
No. YIN DISP ACC ; )\ DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

Yes; 393.209 (d) 1 Yes u STEERING SYSTEM COMPONENT WORN/WELDED/MISSING - SEE COMMENTS (DRAG LINK TO PITMAN 

r-- ARMl --

Yes 396.17(c) 2 EXPIRED CMV INSPECTION CERTIFICATE / ANNUAL DOT - NONE 

r--·· 391.11 (b) (4) D Yes N OPERATING CMV W/0 CORRECTIVE LENSES/HEARING AID - NON-CDL WITH "A" RESTRICTION 
·-

393.11 2 DEFECTIVE ID LAMP (FRONT/REAR) - MISSING (REAR) RIGHT 

393.11 2 DEFECTIVE ID LAMP (FRONT/REAR) - MISSING (REAR) LEFT 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to authority contained in TRC Chapter 644 I hereby declare "Out j0 DRIVER Pursuant to authority contained ln '00S DISPOSITIONS 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers 1 declare the driver named on this report ,obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service I Out of Service. No motor carrier shall :s. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until iD. Other 

SEE CONTINUATION SHEET X. TROOPER COMMENTS: OTHER - SEE COMMENTS u. Unknown 
I 'N. Driver OOS r----

(393. 209 (d)) MOTION, OTHER THAN ROTATIONAL, >1/8"; DRIVER CLEAR LOCAL 
EAST! 

I 

/SETCIC; DRIVER BACK IN-SERVICE WHEN HE WEARS HIS CORRECTIVE LENSES; 

X ~ BOUND OUTSIDE MAIN LANE OF STATE HIGHWAY 225 JUST EAST OF BEARLE ' -----·---
It[ Log Book Exemption -- --·-- ----

COPY RECEIVED BY 
-----------

;REPORT INSPECTED BY: ID/REGION/DISTRICT/AREA :riME COMPLETED PREPARED BY: BELL, DONALD KEITH .. I 
BELL, DONALD KEITH 2W-000427 2 9 w ! 2:17PM REFERRAL ID 

CHARGES FILED BY: BELL, DONALD KEITH 2W-000427 2 9 w 'BRAKES INSPECTED BY: 2W-000427 2 9W 

EPAH0042001141 

(b) (6) (b) (6)
(b) (6)

(b) (6)



IS9-AR245406000003 CVE-3 (Rev. 12/03) 

CVE-3a (12/03) 
INSPECTION # I CP # DATE 

1111111111111111111111111111111111111111111111 TX090S9DAR03-0 0151818 1/28/2009 1 :40:00PM 
PASADENA POLICE 

DEPARTMENT 

CONTINUATION SHEET 

MOTOR CARRIER 

CES ENVIRONMENTAL SERVICES INC 
OPERATOR 

LAST NAME FIRST NAME MI 

NOTE TO DRIVER: This report must be furnished to the motor carrier whose name appears on this report. NOTE TO MOTOR CARRIER: TRC Chapter 
644 requires the Motor Carrier to execute the certification on the reverse side and return this report to Texas Department of Public Safety, Motor Carrier 

, Safety Section, PO Box 4087, Austin, Texas 78773-0001 within fifteen (15) days. 

,TICKET VIOL. CITE #Unit 
No. 

393.11 2 

oos 
YIN 

OOS POST 
DISP ACC 

VIOLATIONS 

DEFECTIVE ID LAMP (FRONT/REAR) 

VIOLATIONS DISCOVERED 

MISSING (REAR) CENTER 

392.33 2 OPERATING CMV WITH LAMP/REFLECTOR OBSCURED - (REAR) TAIL, STOP, TURN SIGNAL (LEFT) 

393.9 2 INOPERABLE (SPECIFY) LAMP (OTHER THAN HEAD/TAIL) - SIDE MARKER LAMP (REAR) LEFT 

393.95(f) 1 DEFECTIVE/IMPROPER WARNING DEVICE - NONE 

393.95(a) 1 FIRE EXTINGUISHER VIOLATION NONE 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to authority contained in TRC Chapter 644 I hereby declare "Out ; 0 DRIVER Pursuant to authority contalned in iOOS DISPOSITIONS 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service , TRC Chapter 644 I hereby notify and :A. Repaired at Scene 
column of this report. No person shall remove the out of service stickers I declare the driver named on this report !Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service ' Out of Service. No motor carrier shall 'B. Towed/Escorted to 

' defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or iRepair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until !D. Other 

SEE CONTINUATION SHEET X. TROOPER COMMENTS: OTHER - SEE COMMENTS 
,u. Unknown 
iN. Driver OOS 

(393.209(d)) MOTION, OTHER THAN ROTATIONAL, >1/8"; DRIVER CLEAR LOCAL 
/SETCIC; DRIVER BACK IN-SERVICE WHEN HE WEARS HIS CORRECTIVE LENSES; EAST~ 
BOUND OUTSIDE MAIN LANE OF STATE HIGHWAY 225 JUST EAST OF BEARLE 

I 

X ~ 0 Log Book Exemption -- COPY RECEIVED BY 
--~· 

ID/REGION/DISTRICT/AREA TIME iRE PORT PREPARED BY: INSPECTED BY: COMPLET D 
-·-· 

2:17PM ~ REFERRAL ID 

tci!ARGES FILED BY: :BRAKES INSPECTED BY: 
···-

' 

EPAH0042001142 



(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS ''YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

. TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state tx.us 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfiqslformspubs.htm. 

To obtain 1FT A information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. usltaxinfo/fue/slifta. html. 
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C~2 ENVIRONMENTAL SERVICESt INC. 
4904 GRIGGS ROAD 

HOUSTON, TEXAS 77021 
(713) 676·1460 

BANK OF AMERICA, NA 
35-211130 

2/11/2009 

43158 

ii~ PAY TO THE Pasadena Municipal I $ **530.00 
~ ORDEROF ____________________________________________________________ ~. 
'':<"' 
-;:~) 

~~ Five Hundred Thirty and 00/1 00********************************************************************************************~ 
---------------------------------------------------------------·--- DOLLARS lfi 1::·. 

Pasadena Municipal 

MEMO TX090S9DAR03 -Arthur Nickerson 

CES ENVIRONMENTAL SERVICES, INC. 

Pasadena Municipal 
Date Type Reference 
2/11/2009 Bill TX090S9DAR03 

Original Amt. 
530.00 

CES Environmental S TX090S9DAR03 -Arthur Nickerson 

2/11/2009 
Balance Due Discount 

530.00 
Check Amount 

43158 

Payment 
530.00 
530.00 

530.00 
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ISBM0245486800003 CVE-3 (Rev. 12/03) 

TX09100BM003 TXDPS COMMERCIAL VEHICLE ENFORCEMENT LEVEL 

CP#:0151818 [2] 0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

0 COM. VEH. 0 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED QROADSIDE 

0 ACCIDENT 0 16 PASS. NOT FOR HIRE SP PROG: 0 INTERSTATE 
0 YES 0 NO 

0 ALCH 0 DS 
SCALE 

0 CDL 
0 SCHEDULE 0 CHARTER 0 INTRASTATE D OCCUPIED HOUSE 2A701 D SW D TE 

DATE: 02/05/2009 TIME: 10:15 AM COUNTY: WALKER HWY: (1) IH-0045 IN WALKER CO. (101-133) MP#: 101 ---
Lessee/MC: USDOT#: 869392 

Add/City/St/Zip: ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 

Operator: ROLANDO MORALES RACE/SEX: HM -- DOB: MED CARD: 7/21/09 

Add/City/St/Zip: DL #: ST: ~ DL CLASS: A --

VEH SEARCH: 0 YES 0No REASON FOR STOP: OwARN 0CITATION 0INSPECTION CONTRABAND -LOCATED: DYES 0NO 

TYPE OF SEARCH:0 CONSENT OPe 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS 0 WEAPONS OcuRRENCY DoT HER 
', '< ,~ .,~ ' ' '/ "' ilB '"' ,... 1 TT PTRB 298 ITX 

~~L~~ 
2 ST OTHR 257 ITX 

llllllllllllllllllllllllllllllllllllllllllllll X 
~ -

SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS X 00 00 NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

YOU ARE HERESY NOTIFIED TO APPEAR LOAD DISP: 

JUDGE: COURT: PCT. /PLACE: 
PERMIT #: 

PHONE: ON/BEFORE AT RG WT #1 80000 fGVWR #1 150000 

ADDRESS: TX RG WT #2 0 lGVWR #2 168000 

SEAL #'S REMOVED: fDEPT. SEAL #; INSTALLED plSA DECAL-TT ICVSA DECAL-ST pvsA DECAL-ST 
I 

I I 9916576 J9916577 I J 
SHIPPING #: 005591309 CONSIGNOR: CES ENVIRONMENTAL SERVICES CONSIGNEE: CES ENVIRONMENTAL 

COMMODITY: FLAMMABLE LIQUIDS, N.O.S. ORIGIN: HOUSTON TX DESTINATION: FREDONIA I KS 

IHM CATEGORY ICODE RQ? HW? PLACARDS REQ? 1 11/8 1 1 1/4 11/4 ~LLEGED SPEED 

I BULK 13 010 0 
B 

SPEED LIMIT 
--

I SPEC. TANK AXl AX2 AX3 AX 4 AX5 AX 6 AX 7 AX8 RADAR CAL. 

307 I 
1 11/8 1 11/4 11/2 

TICKET VIOL. CITE # Unit oos oos POST VIOLATIONS DISCOVERED 
No. YIN DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

---

177.817(a) D TRANSPORT HM WITHOUT PROPERLY PREPARED SHIPPING PAPERS NO READABLE EMERGENCY RESPONSE 
PHONE NUMBER 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to author~ty conta~ned 1n TRC Chapter ~44 I hereby declare "Out [J DRIVER Pursuant to authority contained ln OOS DISPOSITIONS 

of Service 11 the vehicle/s with. defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehic·~es have been restored to safe operating permit or require driver to drive~or Repair Service 
condition, or proper operating authority·has been obtained. operate any motor vehicle until D. Other 

-~ 

SEE CONTINUATION SHEET I !TROOPER COMMENTS: U. Unknown 
N. Driver OOS 

TESTING - Y 
TRUCK VIN - 70742270 -· 
TRAILER VIN - 955192 X ~~AA~ f 0 Log Book Exemptio-;;-RQ, WASTE FLAMMABLE LIQUIDS, N.O.S. (PENTANE, METHANOL), 3, UN1993, PGIII -- COPY RECEIVED BY 

INSPECTED BY: liD/REGION/DISTRICT/AREA r:ME COMPLETED REPORT PREPARED BY: AFrench 

A FRENCH L9196 6 M 02 11:00AM REFERRAL ID L Taylor 
--

CHARGES FILED BY: I BRAKES INSPECTED BY: L0084 2 A 07 I 

EPAH0042001145 
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(Rev:s/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAft\JST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

DATE: 

3-4 -~d( 
ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license . 

. "A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. tmcsa.dot. govlfactsfigs!formspubs. htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us!taxinfo/fue/s/ifta. html. 
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Louisiana Department of Transportation and Development 

Attn: Weights & Standards Office 
P.O. Box 94042, Baton Rouge, LA. 70804-9042 

Issued the 18th day of March, 2009 at 06:15PM 

I 
Highway: 1-10 W Parish: Calcasieu 

I VT# 0701 CW-13.DL001 08(0) 
Driver 
Last Name: DOMINGUEZ, First Name: JOSE M.l. L Suffix: 
Street Address:  
City: State:  ZIP: Phone:
Operator License Number: Class: A State of Issue: TX D.O.B.
Owner DBA 

Name: CES ENVIRONMENTAL SERVICES INC 
Street Address: 4904 GRIGGS RD 
City: HOUSTON, State: TX ZIP: 77021 
Phone: (713) 676-1460 
Vehicle Information 
Vehicle Year Vehicle Make 

2004 PTRB 
License Year 

2008 
License State 

TX 

Name: 
Street Address: 
City: , State: 
Phone: 

Vehicle VIN Number 

License Number 

ZIP: 

Is Apportioned 
Vehicle D.O.T number 

869392 
Registered Weight 

80,000 
Primary Trailer Information 2nd Trailer Information 

Primary Trailer State Primary Trailer License N 2nd Trailer State 2nd Trailer License No 
TX VV19940 NA NA 

Permit Information 
Expired 48 Hour Permit No. 
Expired Permit No. 
Permitted Weight: 0 

Valid 48 Hour Permit No. 
Valid Permit No. 
Control Number: 

Commodity Code Description 
LB SODIUM HYDROXIDE 
R.S. No. Violation: Description 
32:386 1. Over Legal Gross Vehicle Weight or Over Legal Axle Weight 

Type: Type 6 Tire width on steering axle: 11.00 No. Of Axles Sets: 3 
Maximum allowable legal/ permitted weight- Interstate: 80000 Non-Interstate: 80000 

Axle Set Axle Set 1 Axle Set 2 Axle Set 3 
Type Steering Axle Tandem Tandem 

Legal Weight 15,000 34,000 34,000 
Scale Weight 9,980 34,600 31,980 
Over Weight 0 600 0 

Fine $0.00 $10.00 $0.00 

G.V.VV. 
76,560 

Remarks: 

GVVV Overage 
0 

Weight Table Fine Summary 
Over GVVV lb Over GVVV $ Individual Axle Fines 

0 $0.00 $10.00 
Primary Fine 

$10.00 

Fine 
$0.00 

Multiple Violation 
$0.00 

Total Fine Is: $10.00 Violation Number: 0701CW-13.DL00108(0) 

Officer Douglas K Levingston 

EPAH0042001147 
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RECEIPT OF PAYMENT 

Control Number: 0701CW-DL000148 

Highway I 
1-10 I 

Cash 

Issued the 18th day of March, 2009 at 06:31 PM 

V.T. 0701CW-13.DL00108(1) 
Parish I Statute 

Calcasieu I 32:386 

I 
pescription: DRIVER PAID TODAY 

Statement 

Fine Amount 

Amount Paid (prior receipts) 

Balance 

Amount of this payment 

Balance Due after this payment 
Payment History 

No prior receipts. 

Disposition Code: 02 

Driver 
Name: JOSE L DOMINGUEZ 
Last Name: DOMINGUEZ, First Name: JOSE M.I.L Suffix: 
Street Address: 
City: State ZIP Phone: 
Operator License Number: 19896444 Class: A State of Issue: TX 

Owner DBA 
Name: CES ENVIRONMENTAL SERVICES INC Name: 
Street Address: 4904 GRIGGS RD Street Address: 

$10.00 

$0.00 

$10.00 

$10.00 

$0.00 

City: HOUSTON, State: TX ZIP: 77021 City: , State: ZIP: 
Phone: (713) 676-1460 Phone: 

I 
I 

I 

Vehicle Year 1 Vehicle Make Vehicle VIN Number License Year License State 
2004 I PTRB 2008 TX 

Trailer State 
TX 

Receipt Issued by: Douglas K Levingston 

Issuing Officer 

Douglas K Levingston 

License Number 

Trailer License No 

EPAH0042001148 
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TIME: 06:00:28pm 

Weighment 
Weighment 
Weighment 

TOTAL: 

TARE 
TIME 
DATE 

TOTAL: 

1: 
2: 
3 : 

9980 lb 
34600 lb 
31980 lb 

76560 lb 

76560 lb. 

TIME: 06:00:40pm 

Weighment 
Weighment 
Weighment 

1: 
2 : 
3 : 

9980 lb 
34600 lb 
31980 lb 

STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION 

AND DEVELOPMENT 
CALCASIEU PARISH 

I-10 WEST BOUND 

DATE: Mar 18 2009 

STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION 

AND DEVELOPMENT 
CALCASIEU PARISH 

Scale 1 
Scale 2 
Scale 3 

I-10 WEST BOUND 

DATE: Mar 18 2009 
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DRIVERNEHICLE EXAMINATION REPORT 

Louisiana State Police MCSAP 
PO Box 66601 Mail Slip A32 
Baton Rouge, LA 70896-6601 
Phone: (225)925-3800 Fax: (225}925-3912 
EMAIL: motor_ carrier _safety@dps.state.la.us 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 
HOUSTON, TX 77021 
USDOT#:
MC/MX#: 400234 
State#: 

Phone#: (713)676-1460 
Fax#: 

Report Number: LALAOA001393 
Inspection Date: 03/23/2009 
Start Time: 16:22 End Time: 16:46 

Inspection Level: II -Walk-Around 
HM Inspection Type: Bulk 

Driver: ME AN 
License#:
Date of Birth:
CoDriver: 
License#: 
Date of Birth: 

State:TX 

State: 

Location: SCALES 
Highway: I 20 E 
County: BOSSIER, LA 

MilePost: 28 Shipper: CES ENVIRONMENTAL SERVICES POl 

VEHICLE IDENTIFICATION 

Unit~ Make Year State 

1 TT PTRB 2008 TX 

I 2 ST STAI 2007 TX L___ __________________ _ 

Plate# 

Origin: PORT ARTHUR TX Bill of lading: 83400 
Destination: PINE BLUFF AR Cargo: LIQUIDS/GASES !N TANKS 

Company# 

2001 
261 

52,000 
68,000 

CVSA # CVSA Issued # OOS sticker I 

; ·~ BRAKE ADJUSTMENTS: No Brake Measurements Required For Level 2 
"' 

.VIOLATIONS: No Violations Were Discovered . .. 
HazMat: 8 Corrosive material Placard: Yes Cargo Tank: 407 

l§:~cial Checks: No Da~-!~~-§>-pe_c:i~-~~(3~ks. __ .. -·------~-----·----~-------·----------------·-······--····---- ------···- ________ _:_-:=] 
State Information: 
Duty Status:: N; Troop:: G; Region:: S; Attachments (Y or N):: N; Photographs (Y or N):: N; Transponder Equipped (Y or N):: N; Oper 
Auth. Verified (Y or N):: Y; DL Checked (Y or N):: Y; Driver's License Class:: A; Driver's Street Address::  Driver's 
City:: Driver's State:: Driver's Zip: Driver's Phone#: Terminal Manager:: BRAD; PIQ 
Checked (Y or N): N; ISS Checked (Y or N): Y; Specification Container:: 407; Shipping Paper#:: 83400; Shipper's Mailing Address:: 2420 
S GULFWAY DRIVE; Shipper's City:: PORT ARTHUR; Shipper's State:: TX; Shipper's Zip:: 77640; First Proper HM Shipping Name:: 
CORROSIVE LIQUIDS TOXIC NOS; First UN/NA#:: 2922; First PG:: 1; First Quantity:: 44500 LBS; 

I understand and acknowledge that the Louisiana Department of Public Safety and Corrections may notify the carrier, shipper, andlcr other responsible party of this inspection and of 
possible and/or actual penalties for the violation(s) described above. Any responsible party will have an opportunity to request a fair and impartial hearing in accordance with the 
Administrative Procedure Act, for any proposed civil penalty. 

Signature of Driver/Carrier: X I -~c£ Date: :7- Z. .:Y- 0 1 
(} 

NOTE TO CARRIER: 

CARRIER: If this vehicle has been identifed to have SELF-ADJUSTING BRAKE VIOLATIONS: A qualified service technician needs to determine why the defective brake has excessive 
stroke and make the appropriate repairs. Simply re-adjusting a self-adjusting brake adjuster, or replacing it, does not guarentee that the problem is corrected. The problem may exist in 
the foundation brake system. By certifying !his inspection report [396.9(d)] you have indicated !hat !his vehicle now has properly functioning self-adjusting brake adjustment system. 

In accordance with FMCSR 396.9(d), the motor carrier SHALL certify that all EQUIPMENT violations noted have been corrected by the below certification. This certification must be 
signed and returned to the above address within 15 days following llle date of inspection. A copy ofthis report must be retained by the carrier for 12 months from the date of inspection. 

CERTIFICATION OF ACTION TAKEN: the undersigned certifies that all EQUIPMENT violations noted on this report have been corrected. Failure to certify noted repairs may result in 
additional penalties. 

Signature Of Motor Carrier X: 

Badge#: 
0865 

Copy Received By: 
JUAN MENDOZA 

'X'cf=:}'-<- ::~=-
--~-:::::,. 

Title: 

Page i of 1 m 111111111111111 
LALA.OA001393 
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Ill II 

LOUISIANA STATE POLICE MOTOR CARRIER SAFETY SECTION 
NOTICE TO MOTOR CARRIERS 

Responsibilities of the Driver 

II II 

Inspection Report: The inspection report must be delivered to the motor canier upon arrival a1 the ne>..1 carrier 
renuinal or facility if arrival will occur within 24 hours; otherwise the report must be immediately mailed as 
required under 49 CFR Part 396.9. 
Uniform Traffic Summons: The traffic summons must be paid prior l.o the courl date listed. Court m1d contact 
infonnation is located on thelower portion of the sUlllillons. Call the phone ~ur11ber listed for all inquiries abo!ll the 
no1ed violation .. ·. T.heMdtor:carrier~Un~wilih£ve'iJVO;infon1lanort':<Jn'Jineialhotintsiidi.aHidatesh1ici1ation 
ad ;udibttion;traffic'· schools· andloi~wnetlief.theivioiation:wm ;a-0J)ear oii:~id rhiing'l-'ecora. 

ResponsibiHties of Motor Carriers 
Out-of-service equipment violations listed on the report must be corrected prior to the vehicle being placed back in 
service. Otl1cr equipment violations must be corrected prior to re-clispatch of the vehicle. Reports must be returned 
to the Department witllin 15 days from the date oftlte report certifying tlmt equipment repairs have been made; a 
faxed copy is acceptable. Failure to properly certify equipment repairs may result in monel:aly penalties. A copy of 
the inspection report must be retained at the principal place of business for 12 months from the date of inspection as 
required under 49 CFR Part 396.9. 

Note: Reports that list onlv driver violations do not need to be certified or retumed. 

Report Disposition 
The Louisiana State Police will process the inspection report and will notify Responsible Parties regarding tl1e 
penalty status of the violations listed on the report and of tlteir options to contest any violation. 

What is the process of notifying the responsible parties? 
The Louisiana State Police will make every effort to notify Responsible Parties as quickly as possible of the 
violation dispositions. However, there is no way to accurately predict a time frame for such notification. In the case 
of an out-of-state carrier, notification nill be sent to the address provided for on the carrier's Motor Carrier 
Identification Report as prescribed by 49 CFR Part 390.19. In the case of an intrastate carrier, notification will be 
sent to the carrier address of record as determined by the Department of Public Safety and Corrections. Driver 
violations will be mailed to the address on record with the licensing authority of the state in which the person is 
licensed, as required by State law. If that address is not current, drivers should irrunediately notify the licensing 
authority of the state il1 which the person is licensed of any change of address. Louisiana State law requires drivers 
to notify the Office of Motor Vehicles of a change of address with-in 10 days of the change. 

What happens if I receive notification and do not respond to the notification? 
If a carrier or driver fails to either pay the assessed fine, or request an administrative hearing, witllin 45 days of 
issuance of the notice of violation, the violation >vill be considered a conviction. 

For Carrier violations, if the penalty is not paid timely, the mnount assessed will be posted on the office of state 
police's official website. TI1e outst811ding penalty amount for such responsible party shall continue to appear on the 
web site until all flnes and fees are paid i.n full. TI1e office of state police wi!I trm1srnit i11e vehicle identification 
nwnbcr of the offending vehicle for which the notice of violation was written to tl1e office of motor vehicles. TI1e 
office of motor vehicles will not renew the registration of the offending vehicle until all fines and fees associated 
with the notice of violation lmve been paid in full. 

For Driver violations, if tile penalty is not paid timely, the office of state police will transmit the driver's license 
nwnber to the office of motor vehicles. Thirty days after mailing its own notice, the office of motor vehicles will 
suspend tl1e driver's license, which suspension will remain in effect until all fines and fees assessed in tile notice of 
violation are paid in full together with a fifty dollar license reinstatement fee. 

?R.at¢fff;i!t1frffi?f6¥ffff.flfi.~~~~~hfifilfi[~i~lrtll·¥f/!rJI~f$~%!xlllt~~jwHt 
CONTACT INFORMATION 

E-mail address: motor_ carrier_ safety@dps.state.la. us 
Phone: (225)925-3800, FCLx number: (225) 925-3912 

Louisiana Department of Public Safety and Corrections 
Office of State Police I Motor Carrier Safety Unit 

Post Office Box 66601 Mail Slip A-32 
..-.. "r"' ...- A ,..,,.........,,.. r r ,..,.... .. 

I I 
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ISEGI245492800002 CVE-3 (Rev. 12/03) 

TX09200EGI02 TXDPS COMMERCIAL VEHICLE ENFORCEMENT 
LEVEL 

CP#: 0151818 ~ D ARREST TKT D 9 - 15 PASS. FOR HIRE 

0 COM. VEH. 0 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED lt'JROADSIDE 

D ACCIDENT D 16 PASS. NOT FOR HIRE SP PROG: 0 INTERSTATE 0 0 ALCH 0 DS 
D YES NO SCALE 

0 CDL 
0 SCHEDULE 0 CHARTER 0 INTRASTATE 0 OCCUPIED HOUSE 0 sw 0 TE 

DATE: 04/06/2009 TIME: 8:27 AM COUNTY: HARRISON HWY: (2) US-0059 IN HARRISON co. (272-300) MP#: 290 ---
Lessee/Me: US DOT#: 869392 -

~dd/City/St/Zip: 
···--~~------------

ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 
-------------~----

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 ------------------------------------------------- -------
Operator: NOAH DEAN BERRY RACE/SEX: BM DOB: MED CARD: 3/24/09 -- - - .... -

\dd/City/St/Zip: DL #: 00950906 ST: TX DL CLASS: A~-

VEH SEARCH: DYES 0NO REASON FOR STOP: QWARN OciTATION QINSPECTION CONTRABAND LOCATED: DYES 0NO 
-

TYPE OF SEARCH :0 CONSENT Ore D INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS QWEAPONS 0CURRENCY OoTHER 

l~Jt\lJ ~F\~ ~i!AX~~ '••· ~Q#fl~(f ";,:.Piiflte-.•.•1'JSctiilt ,\~~~ ~ •j:cf ;;~ }iF < ~&:•• .J 
1 TT PTRB 287 I TX I 

j 

~~@1/:;r 2 ST FRUE 246 j TX I 

llllllllllllllllllllllllllllllllllllllllllllll X 
-- -

SIGNATURE: 

Q I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS X 00 00 NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 
----,..----------------~-----

YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DISP: I 

JUDGE: COURT: PCT./PLACE: f=::: ---- ------ - _J_- - -- -·-·---------------------- ----~ 
PERMIT #: 

PHONE: ON/BEFORE AT RG WT#l-reoioo- -----·--
IGVWR #1 I 

--

--
ADDRESS: TX RG WT #2 0 IGVWR #2 I 

lEAL #' S REMOVED: IDEPT. SEAL #; INSTALLED VSA DECAL-TT 
ICVSA -~~~r..~==r-"-~-D~CJ\.L::_~T---L 

I I _j ________ , ___ .. ~--c------- --·---------
SHIPPING #: 83597 CONSIGNOR: DUCCO !coNSIGNEE: IRINECO ----- . -- ----l--+ -----------~----------------~--
COMMODITY: PAINT RELATED MATERIAL ORIGIN: HOUSTON j TX i DESTINATION: iBENTON AR 

IHM CATEGORY CODE RQ? HW? PLACARDS REQ? ---~ ----------- "- ··+-- ~----r_j_ __ [ALLEGED-SPEED --~- --

/NON BULK 3 0 0 0 
F 

SPEED LIMIT 

9W 
I D 0 SPEC. TANK AX 1 AX2 AX3 AX 4 AX5 AX 6 AX7 AX8 RADAR CAL. 

14.1 I 01 01 l 

TICKET VIOL. CITE # Unit oos oos POST VIOLATIONS DISCOVERED 
No. YIN DISP ACC --

DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 
-----~-- ···- -----------------------~ 39l.45(b) D IE:XPIRED MEDICAL EXAMINERS CERTIFICATE - EXP 3/24 

·-~~·---~,·--~~~~-.~~~--- ~---~--~--~- --

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to author1ty conta1ned 1n TRC chapter 644 r hereby declare "<5Uf 0 DRIVER PurSUan-r-fo·-a-uth.-OritY-CoD.taiTi€ct-rn oos DISPOSITIONS 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. ____ operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET I !TROOPER COMMENTS: ------------ ___ r---------------------------------~: g~~~~~noos 

EPAH0042001152 

(b) (6)

(b) (6)

(b) (6) (b) (6)
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ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

TITLE: DATE: 

i}- 8-- 0 
This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 1 0 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs!formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfo/fuels/ifta.html. 

EPAH0042001153 



DRIVER/VEHICLE EXAMINATION REPORT 

Louisiana State Police MCSAP 
PO Box 66601 Mail Slip A32 

Report Number: LALABQ000548 
Inspection Date: 04/09/2009 

• Baton Rouge, LA 70896-6601 Start Time: 10:07 End Time: 10:24 
Phone: (225)925*3800 Fax: (225)925~912 
Email: motor_carrier_safety@dps.state.la.us 

Inspection Level: II - Walk-Around 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 
HOUSTON, TX 77021 
USDOT#: 00869392 
MC/MX#: 400234 
State#: 

Phone#: (713)676-1460 
Fax#: 

HM Inspection Type: Bulk 

Driver: SITTIG, CHARLES B 
License#:
Date of Birth:
CoDriver: 
License#: 
Date of Birth: 

State:

State: 

Location: ROADSIDE 
Highway: LA 108 E 
County: CALCASIEU, LA 

MilePost: 23 Shipper: CITGO PETROLEUM CORPORATION 

VEHICLE IDENTIFICATION 
Unit~ Make Year State 

1 TT PTRB 2001 TX 

2 ST OTHR 2007 TX 

Plate# 

Origin: SULPHUR, LA 
Destination: PORT ARTHUR, TX 

Bill of Lading: 84260 
Cargo: CHEMICALS 

Company# 

273 

260 

VIN GVWR CVSA # CVSA Issued# OOS Sticker 

52,000 

68,000 

BRAKE ADJUSTMENTS: No Brake Measurements Required For Level 2 

!viOLATIONS: No Violations Were Discovered. 

HazMat: 8 Corrosive material Placard: Yes Cargo Tank: 407 

f Special Checks: No Data for Special Checks. 

State Information: 
Duty Status:: N; Troop:: D; Region:: R; Attachments (Y or N):: N; Photographs (Y or N):: N; Transponder Equipped (Y or N):: N; Oper. 
Auth. Verified (Y or N):: Y; RADAR#:: N; LIDAR #:: N; DL Checked (Y or N):: Y; Driver's License treet Address:

 Driver's City:: Driver's State::  Driver's Zip:  Driver's Phone#: Terminal Manager:: 
RYAN THOMAS; PIQ Checked (Y or N): Y; ISS Checked (Y or N): Y; Specification Container:: 407; Shipping Paper#:: 84260; Shipper's 
Mailing Address:: 4401 HWY 108; Shipper's City:: SULPHUR; Shipper's State:: LA; Shipper's Zip:: 70665; First Proper HM Shipping 
Name:: CORROSIVE LIQUIDS, NOS; First UN/NA #:: 1760; First PG:: II; First Quantity:: 5000 GAL; 

I understand and acknowledge that the Louisiana Department of Public Safety and Corrections may notify the carrier, shipper, and/or other responsible party of this inspection and of 
possible and/or actual penalties for the violation(s) described above. Any responsible party will have an opportunity to request a fair and impartial hearing in accordance with the 
Administrative Procedure Act, for any proposed civil penalty. 

Signature of Driver/carrier: X------------- Date: ______ _ 

NOTE TO CARRIER: 

CARRIER: If this vehicle has been identifed to have SELF-ADJUSTING BRAKE VIOLATIONS: A qualified service technician needs to determine why the defective brake has excessive 
stroke and make the appropriate repairs. Simply re-adjusting a self-adjusting brake adjuster, or replacing it, does not guarentee that the problem is corrected. The problem may exist in 
the foundation brake system. By certifying this inspection report [396.9(d)] you have indicated that this vehicle now has properly functioning self-adjusting brake adjustment system. 

In accordance with FMCSR 396.9(d), the motor carrier SHALL certify that an EQUIPMENT violations noted have been corrected by the below certification. This certification must be 
signed and returned to the above address within 15 days following the date of inspection. A copy of this report must be retained by the carrier for 12 months from the date of inspection. 

CERTIFICATION OF ACTION T N: the undersigned certifies that all EQUIPMENT violations noted on this report have been corrected. Failure to certify noted repairs may result in 
additional penalties. 

Signature Of Motor Carrier X: Title: 

Badge#: 
001792 ~~~~~ -·~· Ill ~IIIII 

X. ______________________________ ___ 

EPAH0042001154 

(b) (6)
(b) (6)

(b) 
(6)

(b) (6)(b) (6)

(b) 
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(b) (6) (b) (6)



~~~~~~~~~~~~~~~ -IND. XMT Journal- ~~~~~~~~~~~~~~~~ Date APR-20-2009 ~~~~~ Time 09:05 ~~~~~~~~ 

Date/Time = APR-20-2009 09:04 

Journal No. = 178 

Comm. Result = OK 

Page(s) = 001/001 

Duration = 00:00:29 

File No. = 854 

Mode = Memory Transmission 

Destination = 12259253912 

Received ID = I 2259253912 

Resolution = Fine 

-CES ENVIROMENTAL 

7137488664- ~~~~~~~~~ 

EPAH0042001155 
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TX093I9DGT01 HOUSTON POLICE DEPARTMENT LEVEL 

CP#:0151818 
D ARREST TKT 

0 COM. VEH. 

0 ACCIDENT 

0 CDL 

[J 9 - 15 PASS. FOR HIRE 

[J 16 PASS. FOR HIRE 

[J 16 PASS. NOT FOR HIRE 

[J SCHEDULE [] CHARTER 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE [J YES 0 NO 

[] INTRASTATE [] OCCUPIED 

[)FIXED 0ROADSIDE 

SCALE 
HOUSE 

[J ALCH [J DS 

[) SW [) TE 
-------

DATE: 05/06/2009 TIME: --=2c:.:.=.3::..:0PM::..::..::__ COUNTY: _HARR ____ IS __________ ___ HWY: (1) IH-0610 IN HARRIS CO. (0-37) MP#: 29 

Lessee/MC: CES ENVIRONMENTAL SERVICES INC 

Add/City/St/Zip: 4904 GRIGGS ROAD HOUSTON, TX 77021 

OWNER: CES ENVIRONMENTAL SERVICES INC 

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 

Operator: DONALD WILLIAM BOZEMAN RACE/SEX: 

-

WM DOB: ----

USDOT#: 869392 

ICC/MC#: 400234 

TXDOT#: 005516524C 

PHONE#: 7136761460 

MED CARD: 05/27/2009 

Add/City/St/Zip: DL #: ST: ~ DL CLASS: A ----
VEH SEARCH: [J YES REASON FOR STOP: DwARN []CITATION []INSPECTION CONTRABAND LOCATED: 

TYPE OF SEARCH:Q CONSENT 0PC 0 INC. TO ARREST [J INVENTORY TYPE OF CONTRABAND: 

". i(ifPt!~-v.l~' ; 
0DRUGS 0 WEAPONS []cuRRENCY DoT HER 

lfl!llti:; 

1111111111111111111111111111111111111111111111 
SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

0 COPY RECEIVED BY 

1-:Y-;-;O~U~A:-;:R:;:E~H~ER;:cE;::B::-:Y:-:-N:::O::;T::;I-;:F-:;-IE;::-D~T;:;O:--;A-;:P-;:P;::EAR~-----------------------,,.-Lr;O~A"D~D~Ic;.;S'"P;-::---~--------·--·····---------

GROSS WEIGHT: GROUP WEIGHT: 

JUDGE: COURT: PCT . I PLACE : 
PERMIT #: 

PHONE: ON/BEFORE AT RG WT H 180. 000 IGVWR #1 I 
ADDRESS: TX RG WT #2 rooooo IGVWR #2 I 

SEAL # • s REMOVED: (DEPT. SEAL #; INSTALLED vsA DECAL-TT lcvsA DECAL-ST pvsA DECAL-ST 1 

~- ,--------~~-----~1----~----~,----~,----~1 
SHIPPING #: 85741 CONSIGNOR: CES CONSIGNEE: I<MTEX 

---~-;~~~~~ ~ C~-H_EMI ___ T_:CAL-~~----~-.,-E-G--0-R_Y_ r~-0-D.-E-~-~-_-lQJ_R-~-?-lH-~1~--1-~-~-I-~A-I R-N D-~-R-E·Q-?1-.H-~-~-8_-~-~-N·-:-=--------,o-·-----~+~-~~ ~.~,~~~T .. ~-X-=--s+~AX-·E··~-,~-T6-,-AXA~~7rAX: ~8~f~;:~r ~ j n-

[--SPEC:"TANK- AX 1 AX 2 AX 3 AX 4 AX - --RADAR CAL. 

312 

TICKET VIOL. -CITE.#'unit oos oos POST --------·-------- VIOLATIONS DISCOVERED -------------·· ·---·-----

No. Y/N DISP ACC ~· DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM _______________ --
·-· ------ ·-;oc3"'9"'3-. 670;;--;c(C"')'-i--o~- pAMAGED/DISCOLORED WINDSHIELD - CRACKED DRIVER SIDE 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to author1ty contalned J.n TRC Chapter 644 I hereoy aeclare "Out 0 DRIVER Pursuant to autnor1.ty conta1ned ln OOS DIS OSITIONS 

of Service" the vehicle/s with defects fol:J.owed by "YES" in the Out of Service TRC Chapter 644 I hereby not1fy and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtajned. operate any motor vehicle until D. Other 

J-S_E_E __ C_o_N_T_I_N_U_A_T_I_ON __ S_H_E_E_T ___ I'-_.c.I1T_R_o_o_P_E_R __ C_O_MM __ E_N_T_·s_: ___ ··-_·-_·_--_-" ___ ·==~----_-_-_-_--_···_--·_·-----+·--------------------------------i~: ~~~~~;n005 
D & A = YES ( DRIVER WAS ADVISED OF LISTED VIOLATIONS ) 

CHARGES FILED BY: I BRAKES INSPECTED BY: l 

EPAH0042001156 

(b) (6)
(b) (6)

(b) (6)

(b) (6)
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ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

NAME OF SHOP (GARAGE): 

(!6-s E/VU. 
REPAIR WORK COMPLETED 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

ATTENTION DRIVER: 

ATTENTION DRIVER: 

DATE: 

5-9/6 

This report must be furnished to the motor carrier whose name appears on this report. 

TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws and 
all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will constitute a 
separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or failure to 
satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renewal of your 
driver's license. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver's license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) years 
from the date of conviction. The Department may waive the requirement to file proof of financial responsibility if you file satisfactory 
evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance policy or that 
you were otherwise exempt from the requirements to provide evidence of financial responsiblity. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A convtctfon of an offense under a traffic law of this state or a potiticat subdivision of 
this state may result in the assessment on your driver's license of a surcharge under the 
Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to 
(512)424-5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone 
conference call. 

To obtain a TXDOT Motor Carrier Insurance Certificate or Single State Registration -contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www. dot. state. tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa. dot.qovlfactsfiqs/formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfolfuelslifta.html. 

I I 

EPAH0042001157 



IS9DBB245498400001 

TX09489DBB01 
[) ARREST TKT 

0 COM. VEH. 

[) ACCIDENT 

0 CDL 

[) 9 - 15 PASS. FOR HIRE 

[) 16 PASS. FOR HIRE 

[) 16 PASS. NOT FOR HIRE 

[) SCHEDULE [) CHARTER 

DATE: 06/01/2009 TIME: __ 6:::._::...:0:...:0--=-:AM::_:___ 

HARRIS COUNTY SHERIFF'S OFFICE 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE 0 YES 0 NO 

(] INTRASTATE (] OCCUPIED 

COUNTY: ~ARR ___ I_S _________ _ 

CVE-3 (Rev. 12/03) 

LEVEL 

CP#:0151818 
[)FIXED 0ROADSIDE 

SCALE 
HOUSE 

Lessee/MC: CES ENVIRONMENTAL SERVICES INC 

Add/City/St/Zip: 4904 GRIGGS ROAD HOUSTON, TX 77021 

HWY: (_?l__~-:0_Q_5_9 IN HARRIS CO. (492-528) 

USDOT#: 

ICC/MC#: 

0 ALCH 0 DS 

[) SW [) TE 

MP#: 500 

869392 

400234 ---------------·--·-------------

OWNER: STEVEN K STRICKER 
------------------------------------ TXDOT#: 005516524C 

ADD/CITY/ST/ZIP ________________________ --------------- PHONE#: 7136761460 

Operator: ROLANDO MORALES RACE/SEX: HM DOB: MED CARD: 07/21/09 ---------------------------------- ·---- -·-

Add/City/St!Zip: _____ _ DL #: ___ ____ ST: -~- DL CLASS: A 

VEH SEARCH: 0 YES li':( NO REASON FOR STOP: [)WARN [)CITATION 0INSPECTION CONTRABAND LOCATED: [)YES li':(NO 

TYPE OF SEARCH:[) CONSENT []PC [) INC. TO ARREST [)INVENTORY TYPE OF CONTRABAND: [)DRUGS [)WEAPONS [)CURRENCY [)OTHER 
lUn}tlt:\'PE~MAI<E-1 CO# ·• I Plate 1Stati __ VIN:__~-:----_-.·_ -.-J·-------------------------

~tJ hi TT ~~-tl-~"--~ I" I . -
X~~/k-/-~~~~X'_ .. _£•s .. ~ rx_,_. 

------- i 
i 

1111111111111111111111111111111111111111111111 

~ 
[] I HER~MISE TO APPE AT THE TIME AND 

PLACE_DESIGNATED IN THIS NOTICE. (THIS IS ){ 
NOT A PLEA OF GUILTY) , 00 

···f , .. .-.... I> r·~ 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WE.:IGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 
LOAD DI sP:i·-----------------·-- ----··-

' 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to aUthority cOTI~taTned-In TRC -Ehapt~er--644--rti"ei~eby deCrare-···;;Cft.iF-:

1

-o DRIVEFCPUrsUai1f FO-aiithOriTi -C0i1t,ifi1ed ·rn·-~OOSDISPOSITioNS- -·· 
of Service 11 the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at scene 
colwnn of this report. No person shall remove the out of service stickers I declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the veh1cles have been restored to safe operat1ng I perm1t or requ1re dr1ver to dn.ve or \Repair Service 
cond1t1on, or .. EE._?Per O_EeratJ.ng__?-_utho_E::_'SL__l':as bee~bt~::_ned:_ __ ------- ___ __ operate any motor vehicle until ID. Other ::;;,':.::::': '"::£ O~GC=::::-. y - - T -- - __ u _ n ---~: g~~~~;nOOS 

I X L----- -------------------

~
og Book Exemption 

I ----~c~o=PY~RE~C~E~I~VE==o-=BY~--------------- · · 

~=!~-::--~ -----~- --=e-~~:~:::~~~~c~~EA II~ ~~~~TEDl~~i~~R!i-E{~§Q~~:- rG~z\mi~~OHN-A ------·-----·---
CHARGES FILED BY: T~ ------ -BRAKES--INSPECTED-BY: .. --····-·------ -----------------

EPAH0042001158 

(b) (6)
(b) (6)(b) (6)

(b) (6)

(b) (6)

(b) 
(6)
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ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDER BOX ON DRIVER'S COPY 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATE OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED: 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
CERTIFY THAT AL,L VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS IN SO FAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIG9TUREOF CARRIER OFFICIAL: TITLE: DATE: 

)<~,..A-v-~ ~.J J+JE. ~~ 6 -Z-Ot( 
ATTENTION DRIVER: ~~ -T s re ort must be furnished to the motor carrier whose name a p pp ears on this re ort. p 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above 
certification and return this report to: MOTOR CARRIER SAFETY SECTION 

r ) ~- TEXAS DEPARTMENT OF PUBLIC SAFETY 
,, y ·--/ PO BOX 4087 
i.rA .5 AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws and all other 
users of the highways. Failure to comply with your written promise to appear in court as made on this citation will constitute a separate offense 
with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or failure to satisfy a judgment 
ordering the payment of a fine and cost in the manner ordered by the court may result in the denial of renewal of your driver's license. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver's license and motor 
vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) years from the 
date of conviction. The Department may waive the requirement to file proof of financial responsibility if you file satisfactory evidence with the 
Department showing that at the time this citation was issued, the vehicle was covered by a liability insurance policy or that you were otherwise 
exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety motorcycle operator training course. You 
will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to take the course. This article 
does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibilty Program." 

A request for an out-of-service review, regarding operating authority must be made in writing and forwarded to the manager of the Motor Carrier 
Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's designee within 
10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department of Public Safety, Motor 
Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512)424-5712 or via electronic mail at MQ1Qr 
Carrier Bureau@txdp state tx us The department may conduct the review by telephone conference call. 

To obtain a TXDOT Motor Carrier Insurance Certificate or Single State registration- contact the Texas Department of Transportation at 1-800-
299-1700 or visit their website at www dot state tx us 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at www fmcsa dot 
goy/factsfjgs/formspubs htm 

To obtain ·1FT A information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www,window state tx usltaxjnfo/fuels/jfta html 

PB-019C-(08/ 05) 
t> 
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ISECX245498600003 CVE-3 (Rev. 12/03) 

TX094A0ECX03 TXDPS COMMERCI VEHICLE ENFORCEMENT C P# : Q 151818 
LEVEL 

0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

0 COM. VEH. 0 16 PASS. FOR HIRE 

0 ACCIDENT 0 16 PASS. 

0 COL 
0 SCHEDULE 

NOT FOR HIRE SP PROG: 

0 CHARTER RDCHCK 

CONSTRUCTION ZONE 
0 INTERSTATE [] YES 0 NO 

[] INTRASTATE [] OCCUPIED 

0FIXED 

SCALE 
HOUSE 

0ROADSIDE 
[] ALCH [] DS 

0 SW 0 TE 

DATE: 06/03/2009 TIME: 7:39AM 

Lessee/MC: 

Add/City/St/Zip: 

COUNTY: CHAMBERS HWY: (1) IH-0010 IN CHAMBERS CO. (797-831) 

USDOT#: 

-----··----·····-··-·-··---------~-~----·-·---
ICC/MC#: 

MP#: 

869392 

400234 

817 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 
--------·-···-···---··---~------~----------------------------------------

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 
·---------·----------------------- PHONE#: 7136761460 

Operator: DONALD WILLIAM BOZEMAN 
··-·--··----------------~---------

RACE/SEX: WM DOB: MED CARD: 06/12/2009 

Add/City/St/Zip: DL #: ST: TX DL CLASS: A 

VEH SEARCH: 0 YES 0 NO 
--='-----

REASON FOR STOP: []WARN []CITATION []INSPECTION 
--------~---~ ---=~ 

CONTRABAND LOCATED: []YES 0NO 
-----··--------------------

X 
SIGNATURE: 

[] I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 

1111111111111111111111111111111111111111111111 

00 00 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: 

1oAD Dfsp =--r--· 
l 

COURT: PCT./PLACE: PERMIT # :--j-----------------------1 

PHONE: ON/BEFORE AT 

ADDRESS: TX 

fVSA DECAL-TT 
------ . ----r·-·- -------~-~-----~-----

' I I L r· - ------ j_ -- --- ---- -----· ---- J 

SEAL #'S REMOVED: DEPT. SEAL #; INSTALLED 

SHIPPING #: ~7015 
-------· t----

COMMODITY: jWASTE WATER 

--------- ------~--~~~=~)\TEGO~Ye~~~]~~-

1~ ____ _1 

CONSIGNOR: ICES ENVIROMENTAL CONSIGNE 
·-----+--· ---~~-----r-

-------

ORIGIN: !HOUSTON TX DESTINAT 

IHW? PLACARDS REQ? 

'~ '~'~J~ [] 
R 

AX 1 AX 2 AX I SPEC. TANK 
L-------

407 L 
· I I I l__l_____L 

----·-

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
-o VEHICLE Pur5li.B."TIE-to·author1 ty contaln."ed-fri--TRC Chapter 644 I hereby declare "Out 10 DRIVER PllTsuant to authoriTYCOiitB.lOecr-1-ii-- 60S DISPOSITIONS ___ _ 

of service" the vehicle/s with defects followed by "YES" in the Out of service TRC Chapter 644 I hereby notify and A. Repaired at Scene 
column of this report. No person shall remove the out of service stickers ~. declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired. and the ve~icles have been :estored to safe operating permit or require dri:rer to ct:ive or Repair Service 
condition, or proper operating authorJ.ty has been obtaJ.ned. operate any motor veh1cle unt1l D. Other 

SEE CONTINUATION SHEET [--·-}TROOPER COMMENTS: .. ------- U · Unknown 
--"·--·-----------·---~---------! ----------------------- _ -----·- ---------- --------------------~ N. Driver ODS 
T/Y VIN: 0349 ON MAY 28TH ALL INFO NOT TRANSCRIBED ON LOG, j 
RESEARCH SHOWED TIME AND DRIVER ALLOWED TO CORRECT. R/S 2ND AXLE I/S II X ~ ~L.,_ .... 
ALSO CLOSE IN SEVERAL AREAS. ~~~vv 

1 
[]Log Book Exemption 

~·ie:=;; ''~. - - . jiiiiiOC;!:~~~C:;"'"T:~;~~CC"~:~~"~~~~~~,....._-O_J_a_c_o_b_s---~-~--~--~-~~ --~--·_··---~ 
CHARGES FILED"-EiY!r·---- ---- - --- BRAKES INSPECTED BY: -----,-

1

----------------
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Ill II Ill I 

(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE ~~EPAIRMAN: 

~tf/~ 
NAME OF SHOP (GARAGE): 

te-5 ~;vt-, 

REPAIR WORK COMPLETED 

DATE: I TI/ME~ 7/1 
tf~oc; /~ 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

~f?/0 
ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denia! of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs!formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfo/fuels/ifta.html. 

I I 

EPAH0042001161 



~G-\1-o9 
q ·, d-C1 Q._f\r\ 

w\J&c~ ~d-

Il:•_"....!L 
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TXDPSCOMMERCALVEH~LEENFORCEMENT 

1111111111111111111111111111111111111111111111 

I •A'l' ;,; :2009-06-10 10:18 

. , .t::ri",: JEFFERSON 

TX094HOEDK04 lillilllllli~illlllillllllfilfillill~lllilllllillllfllillil 
CP#0151818 ISEDK245499300004 
H),;;-;;·:·{2f.-tis:;.0069 .iN--JEFFERsoN co. ;5i4-544) ·::r ": 535 
;::\J:J'u':c&s-'ENVIRONMEifTAL SEiiiiiCE:;:" fNc 

A<idt :4904 GRIGGS ROAD HOUSTON, TX 77021 

2 

NClTE-TO-MOT6R-c.A:R-RIER TRC ctiapter 644 requires the Motor Carrier to 
execute the certification at tt1e end and return this report to Texas Department 
of Public Safety. Motor Carrier Safety Section. PO Box 4087. Austin. Texas 
!~!!~~~C2Q~ ~-f!1~!ift~~n L1~Lcl_ay~ __ 
1t~~1-~i46Q .... -···- -~~~~~~: ~~~~~#: 

OL# 09305637 :;:·;·: TX 
'•i'~.MTi•f': WILSON, KEVIN LYNN 

T!:D;)Tffz 
0055l6524C 

- ··-·· ·- -·- -··· 

Addt "~'···:
1_:!'·~~·:-~l'~~: ~ l•• •f _ !JEJ> • Af:.U: 10-03-10 

NOTE TO DRIVER This report mw:>t be furnishe~~~;.~arrier whose 
name ~f!pe~r.~ QQ 1hi?_r~po_r:t, _ 
EI CLiL ~-.-~ ~r~;::Tf.:Li!:T1. ~~-i : .• : ;~.J[~ o· ALC.H o D:~ 
D At:·(_'!lJt!:N'l' 0 "lE::: La ['.JIJ D !h't"U_t:_l~[J . Q _:,:_:1~~-- ~---·~-~=-·-· 

~
7

~~~;;;~ccq.~- ··]~a~g~!' -i~-fi~~~~~xoa~7;1~;~=~---~~~-=:j 
-----···-----------------·------·--- -···------·-··- --
A::l.-:c:~ :X 00 

#1 r 
#.~ 1 

\ lOLATIONS DISCOVkRE:D 

1 1-~·:t:l.\ll-.;;>.t .. ·rrE. 1i [''"";; / ·:· j 1 ·;;··-~. j '.~;~' 

l
i ¥~~ i i 1, j l l 
D_IS~~A'l -~XP!RED LICENSE PLATE (#). - _ 5-2009 

, ··.~~:~~~~"J-~-~ . .t:I!~~!~ 
__ ~:'_l~l:.:jBEAU_HONT, TX 

,-, •. •· r : i PORT ARTHUR, TX 

X 

IMPORTANT MESSAGES 

J 

i 
.. _j 

Any enforcement actions taken against you and any subsequent c·ourt actions 
are intended to secure compliance with the traffic laws and ail other users of 
the highways Failure to comply with your wntten promise to appear in court as 
made on this citation will constitut~' a separate offense with which you may be 
t"h~rr101'i ~t..,,'i rc.,c., 1!t ;r, \M-;;.,-,·-:Antc h...:.lnri icCitO:.:H~ fr.r ._,,......,, u- ~rroct J:"~ih 1r.:::. tro '.::lnno~r ......,, ,....,_, ~.....,......, ._.., ,....., '..._.....,.....,,,. "1 .,. ... ._.., • ._.., nw ,_ . ..,_., ·~ ,....,.....,....,"'-'....., ,....,., ]'-"""' ..... , ''-''""'"" ' """"""' ..._. \'J ._..1"'"1'"''-'._.., 

in court or failure to satisfy a judgement ordenng payment of a fine and cost 1n 
the manner ordered by Hie cou11 1nay result in tt1e denial of renewal of your 
driver's license. 

A second or subsequent conviction of faliure to maintain financial responsibility 
will result in the suspension of your driver's license and motor vehicle 
registration unless you file and maintain proof of financial responsibility with the 
Department of Public Safety for two (2) years from the date of conviction. The 
Denartment mav waive the reauirement to file oroof of financial responsibility if 

EPAH0042001162 

(b) (6)

(b) (6) (b) (6)



TEXAS APPORTIONED LICENSE CAB CARD 

Expires: May 31, 2010 

CES ENVIRONMENTAL SERVICES INC 

4904 GRIGGS RD 
HOUSTON, TX 77021 

Reg Year: 
Acct: 
Fleet: 

2009 
50369 
1 

Region: 
County: 
Control: 

HO 
101 
9008-2766-6008 

Reg Date: 06/01/2009 

. · . 

Plate Type . Unit Number UnladenWgt I GrossWgt Axles I Seats 

 TT 2001 17500 > 80000 
Model Year Make .Fuel Document#. 

2008 , PTRB ,,, D 10175439293151210 

Owner/Lessor I STEVEN K STRICKER 

Jur Weight · 
AL 80000 
AR 80000 
AZ 80000 
CA 80000 
co 80000 
FL 80000 
GA 80000 
IL 80000 
IN SOOOO 
KS 80000 
KY 80000 

Ji.Jr Weight 
LA 80000 
MD 80000 
MO 80000 
MS 80000 
NC 80000 
NE 80000 
NJ 80000 
NM 80000 
NY 80000 
OH 80000 
OK 80000 

Jur Weight 
PA 80000 
sc 80000 
TN 80000 
VA 80000 
WI 80000 
wv 80000 
** *·*** 

Jur Weight 

3 0 
·,. ' VIN 

Jur Weight Jur Weight 

This apportioned cab card must be carried in the vehicle at all thnes 
Only one plate issued for a power unit and it must be displayed on 
front of the vehicle. A windshield or plate Validation sticker is not 
required or issued with this registration receipt. 

The face of this cab card lists those jurisdictions in which the vehicle 
described is proportionally registered together with the registered 
gross weight. At the end of the listing a se'ries of asterisks will 
appear in the following block. No jurisdictions are to be listed after 
the block containing these asterisks. Otherwise the cab card is 
invalid. · 

Notice of Federal Motor Carrier safety regulations and materials 
regulations for owners of the following listed vehicles: 

*Vehicles weighing in .excess of 10,000 lbs. 
*Farm vehicles weighing in excess of 10,000 lbs. 
*Vehicles transporting 15 or more passengers 
*Vehicles transporting hazardous materials requiring a placard 

Payment of required registration fees is a declaration of knowledge 
that Texas has adopted and enforces the Federal Motor Carrier 
safety regulations and hazardous material regulations, and it is the 
obligation of the registrant to be familiar with the applicable 
requirements. 

Carrier Responsible for Safety 
. USDOT # 869392 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 
HOUSTON, TX 77021 

If this vehicle is sold or otherwise deleted from your fleet, this cab card and corresponding license plate 
must be surrendered to the Texas Department of Transportation. 

THE STATE OF TEXAS GRANTS A GRACE PERIOD OF FIVE (5) WORKING DAYS AFTER EXPIRATION 

Register online at https://irp.dot.state.tx.us 

EPAH0042001163 

(b) (6)

(b) (6)



I 
I 

v9 ~ ~OOlvOOHV'd3 
l~<·~iiL .. ~...,~":r~XDPSCOMMERCIAL VEHICLE ENFORCEMENT--~~-~->L::-'1'C'i. '. 

i~'ililll~ll/11111111111111111111111111111111 ' ''11 ,1~;~/~',;~::;::;;: 10

: 

16 

[_2] 

~~ iri~~ i~~~4 lllll~~~~~~~~~~~~~~l!l~~~~~~~lllllllllllllll 
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i5~J!TE:r<:cE:s-!tilV!i<.oNME:'ifTACsERiiicEi:--i:-Ni::-- -- .. 
Addt :4904 GRIGGS ROAD HOUSTON, TX 77021 

N-i5fE--roN1ofoR-cAR-RiER:l'Rcct1-apter644requires tllerviotor carrier to 
execute the certification at the end and return this report to Texas Department 
of Public Safety, Motor Carrier Safety Section, PO Box 4087, Austin, Texas 
!~7_!~~_2~Q!_'N_i_t~ltl_fift~~tl__i~~Lc!<lY.~ .. 

7l~~h1§Q _ ~~~~~1t_ . _ _JE§i~~#' Mf~~u~~~c .. 
OL# 09305637 : 'i': TX CLP.5o;: A 

,,a;RATCJF;; WILSON, KEVIN LYNN 
Addr"·~~:

hM'FISF:\<: WM r>•:• H!i:D ,_.Af'.D: 10-03-10 
-------~,.·--~-··- -- -·--·-·- --- -- ·- -------

NOTE TO DRIVER This report must be furnished..~[ Garrier whose 

F!.C!I!l~-~2QE'."!I~_.c:?t11~is_re_p_o_rt: _ --. .. __ . __ .. . . .. . __ 
li:1 CD~ . ~~'(lN~TRLJt_"Tl().N ~-~~ iNE - D ALCH D OS 

0 A,:·.:rrJo:N·r 0 ·1E:'; G!:]' u .. · 0 '"~··ur IED 0 :3\J 0 TE 

~~~}~~m]~~Ql~~~:,,]~~!~~1t~~~~~~~8o~~7;1;~f~-E;I-~~~·l 
. --------·-----------···-·----~----------------- -- ----·· ... --·-- --- ------------------------
Axles :X 00 
~,,_; wi· ilL ~oooo 
~,_,:; ·,·JT #2 ,. ::1 r 

VIOLATIONS DISCO\'ERI:D 

lT_:_;_·,;ET.I 1 

'I};"§~ I I l_ l 
~I~~~~¥ EXPIRED LICENSE P:ATE (#) - 5-2009 
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ltl.I!>,3TT[.,N:::l I:L 'l'•.JI~>ic··JIE.-:.<<.>Licd J, Fc-·j\dit .~Jcr ·,::. [J. ···Ll!,~t !-1. [JJ }Vt.·i 

! ~ ~~~'!::_ii~}~!~:~~I',(Ic<;;()~ 
L 
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I s ·

1

';~,~~::~:f:;±I~MjTY 
I ~· ;] q. 2'·:J_i>EAU~iONT, TX 

Dc•o:t. :[PORT ARTHUR, TX 

T ti::;I-'E("T ~.r! B ,·: 
K SANDERS r 

D.', hE,··; i: CJN /f5J~:T E t~:':T-:;·AkEA 

08561 2 A 05 
... - --- -· 

YOU ARE HEREBY NOTIFIED TO APPEAR BEFORE 
.111!'1 il::: Han. Ken Dollinger in Jefferson Co. 
,_., ,; I h'J': JP h." I', / [· LA•.:E: 1/1 AT 10 : 00 : OOJ 

Hl<·kE:: ( 409) 835-8522 •Al.' J::El·'• •I<.B: Tuesday, 30 June, 2009 
Af-l,U: .. ::: 1001 PEARL ST BEAUMONT TX 77701 

j 

I HEPF.PY J:·f:' !]'·'115E T() .A.PI·EAF·. AT THE TH'lE AND F'LAt··r~ PE~:_:J·JNATED 

1~'1 TUl~-; N·•'l't··E:. ITI!l .. ~ 1:.:: IJtd .-1 p1·'·-=t ,,f ';_!ll'ilt·'{) 

X ~~&-J 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions 
are intended to secure compliance with the traffic laws and ail other users of 
the higl1ways Failure to comply with your wntten promise to appear in court as 
rna de on this citation will constitutE, a separate offense with whicl; you may be 
charged and result in \Narrar.ts bsing !ss.ued for your arrest. Failure to appear 
in court or failure to satisfy a judgement ordenng payment of a fine and cost 1n 
the manner ordered tJy t11e coLui rnay result in U1e denial of renewal of your 
driver's license. 

A second or subsequent conviction of failure to rnaintwn financial responsibility 
will result in the suspension of your driver's license and motor vehicle 
registration unless you file and maintain proof of financial responsibility with the 
Department of Public Safety for two (2) years from the date of conviction. The 
Department may waive the requirement to file proof of financial responsibility if 
you file satisfactory evidence with the Department sl1owing that at the time this 
citation was issued the vehicle was covered by a lial)ility insurance policy or 
that you were othE,r-veise exempt frorn the requirements to provide evidence of 
financial responsltJiity. 
You may be at.le to requrre th"! this cha:·ge be ,jlsmissed by successfully 
cqmpleting Cl driving safety course or a motorcycle operator training course. 
You will los,-. 11, .~ rigl1t if. on or before your appearance date. you do not 
pr C;vtcle; ti·• · .uur1 wrtl·r notice of your request to take u-re course. This article 
,jc><:c. 11ct a1)piy to an offense committe,j by a person who rrolds a commercial 
dnver's 11cense 

(b) (6) (b) (6)



POTENTIAL SURCHARGE NOTICE: 
11A conviction of an offense under a traffic 
law of this state or a political subdivision of 
this state may result in the assessment on 
your driver's license: of a surcharge under 

A request for an out-of-service review. regarding operating authority, must be 
made in writing and forwarded to the manager of the Motor Carrier Bureau. if 
requested, a review will be scheduled and conducted by the manager of the 
Motor Carrier Bureau or the director's designee within 10 days of the issuance 
of the out-of-service or.jer A request for rev1ew s11ould be addressed to the 
Texas Department of Public Safety. Motor Carrier Bureau. P.O. Box 4087, 
Austin, TX 78773-0521 or may be sent by facsimile transmission to 
(512)424-5712 or via electronic mail at 
MotorCatTietBUieau@txdps.state.tx.us. Tt1e Department may conduct the 
review by telephone conference call 

To obtain a TXDOT Motor Carrier Insurance Certificate or S1ngle State 
Registration c contact the Texas DepartmEjht of Transpotiation at 
1-800-299-1700 or visit their website at www dot state tx us. 
To obtain a USDOT Number contact the Federal Motor Carrier Safety 
Administration at 1-800-832-5660 or visit their website at 
IJoNtw.fmcsa dot.govlfactsfigslformspubshtm. 

To obtain !FTA Information contact tt1e State of Texas Comptrollers Office at 
1-800-252-1383 or v1sit their website at 
www w1ndowstate tx.usltax1flfo/fue/slifta.html 

Cut here and return the bel·:lW portion to Motor Carrier Bureau. after it's been completed. 
:';i,; '~ TXDPS COMMERCIAL VEHICLE ENFORCEMENT t"''-_'-_Jl 

DATE: 2009-06-10 10:18 2 

lllllllll~~~~~~~~~~~~~~~~~~~~~~~ '•)IINTY:JEFFERSON -

~'i>~~si~f8 4 1111111111~~1![~~1!1~1!!~1!1~~~~1~111111111111 
-~~~~~N:~~~LN-;t~~v~o1~A~~ENs~·~7~c;~~N~~~K~~v:~:,~ 
~NDICATES CHARGES FILED AGAINST THE DRIVER THISI 

~~~~Q~~~~~R~~?~~~T$~~~~~ THE . JUDGE FOR
1 

,1\J[VJE: Hon. Ken Dollinger in Jefferson Co. 
,_-•:>UF:.'l': JP h.·T. /H"'-c:E: 1/1 AT 10:00 :OOJ 

l'W•tJE: (409) 835-8522 >)N/Bb:b'•-•P.E Tuesday, June 30, 2009 
AL<IJI<.b;:;:c:: 1001 PEARL ST BEAUMONT TX 77701 
-------·------ -·-- ---~- --- ··---- .. -- ------.-----····----------------- -- ------ ·- -

I~ C:RTI;Y-~-~A~~~~~~~~~~~~~~:~-~~!~~~-T~~- .. ~~;·····-1 
IOF SERVICE'' COLUMt'-J ON THIS CERTIFICATE HAVE BEEN I 
~~~~~~~~()t~L~E~~~~~TED _ 

INAMEOFSHOP,::~~~ORK COMPLETED . ...... - . .. I 

~-~~rE= ---------------- -~:: -]~~~~~, - ----- -~-- ___ __ ___ __ _ ····J 
~-------------·-----·--·-·- ----------- ---------··-·------ ·- - -·-- ---··· - --·- --

i 
Motor Carrier Certification of action taken 

CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT 
AVE BEEN CORRECTED AND ACTION HAS BEEN TAKEN TO 
SSURE COMPLIANCE WiTI-I TI-lE rv!OTOR CARRIER SAFETY 

;~~~~A~~)l~~rb~~0~sAS THEY ARE APPLICABLE TO MOTOR 

[s:~~~~;~ot ca~r~~ Offici~l -- --- · · - - ···· -

ti=LE: .. I DATE 

'ATTENYioi\1 DRiVER: 
This report must be furnished to the motor carrier ;Nhose name appears on 
this report. 

TRC Chapter 644. Revised StatutE:s. requires tt1e Motor Carrier to execute 
the above certification. MOTOR CARRIER BUREAU 

, 
1 
~eturn this report to; Texas Department of Public Safety 

PO BOX4087 
AUSTIN TX 78773-0521 

EPAH0042001165 



CVE-3 (Rev. 12/03) 

TX09539DBV0A LEVEL 
HOUSTON POLICE DEPARTMENT CP# :'0151818 0 D ARREST TKT D 9 - 15 PASS. FOR HIRE 

0 COM. VEH. D 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED 0ROADSIDE 
0 D ALCH D DS D ACCIDENT 0 16 PASS. NOT FOR HIRE SP PROG: INTERSTATE 0 YES It! NO SCALE 

0 CDL D SCHEDULE D CHARTER D INTRASTATE D OCCUPIED HOUSE 0 SW 0 TE 

DATE: 07/02/2009 TIME: 8:15PM COUNTY: HARRIS HWY: (1) IH-0610 IN HARRIS CO. (0-3" M.P.#: 29 

LESSEE/MC: CES ENVIRONMENTAL SERVICES INC USDOT#: 0869392 --------·-
ADD/CITY/ST/ZIP: 4904 GRIGGS ROAD HOUSTON TX 77021 ICC/MC#: 400234 

OWNER: STEVEN K STRICKER TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: PHONE#: 7136761460 - ·-· 

OPERATOR: JUAN MIGUEL FRIAS RACE/SEX: 11M DOE: MED CARD: 10/02/2009 --
ADD/CITY/ST/ZIP: DL #: ST:~ DL CLASS: A 

--· 

VEH SEARCH: 0 YES 0NO REASON FOR STOP: 0WARN 0CITATION 0INSPECTION CONTRABAND LOCATED: DYES 0NO 

TYPE OF SEARCH: 0 CONSENT Ore D INC. TO ARREST D INVENTORY TYPE OF CONTRABAND: 0DRUGS 0WEAPONS OcuRRENCY DoT HER 

-
•" .. 

9--f'A~ 
1 TT PTRB 2003 I I TX 
2 ST FRUE I I ME 

1111111111111111111111111111111111111111111111 X 
SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

li:J COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DISP: 

JUDGE: COURT: PCT ./PLACE: 
PERMIT #: 

PHONE: ON/BEFORE AT RGW'r#lf86ooo--------~c;vwRTf ·r ------------"--

ADDRESS: TX RG WT #2 00000 IGVWR #2 l --
SEAL #'S REMOVED: !DEPT. SEAL #; INSTALLED VSA DECAL TT ICVSA DECAL ST pvsA DECAL-ST 

I I I I I 

SHIPPING #: CONSIGNOR: 
CES ENVIRONMENTAL 

CONSIGNEE: 
CES ENVIRONMENTAL 

--·· -·-----------·-~ --- ·r-x-EMPTY HOUSTON TX HOUSTON 
COMMODITY: ORIGIN: DESTINATION: 

--·---
IHM CATEGORY jCODE IRQ? IHW? PLACARDS REQ? ALLEGED SPEED 

R 
FA I D SPEED LIMIT 

AX1 AX 2 AX3 AX 4 AX5 AX6 AX 7 AX 8 ------
SPEC. TANK DAR CAL. 

L 

TICKET VIOL. CITE #Unit oos oos POST VIOLATIONS DISCOVERED 
No. Y/N DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to autnonty contalnea ln TRC cnapter b44 1 nereny declare 'Out 0 DRIVER Pursuant to autnor1ty conta1ned 1n OOS DISPOSITIONS 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET ~ROOPER COMMENTS: U. Unknown 
N. Driver OOS 

D & A- YES VIN VIN:
WEATHER= CLEAR / DRY / DUSK 

X Cf-!V--\F= 
GOOD JOB 0Log Book Exemption 

COPY RECEIVED BY 
INSPECTED BY: ID/REGION/DISTRICT /AREA--riME COMPLETED- REPORT PREPARED BY: 

-,----
jRICHIE, CHRISTOPHER A. 

RICHIE, CHRISTOPHER A. 2V-093933 2 9 V 8:45PM REFERRAL ID 
CHARGES FILED BY: BRAKES INSPECTED BY: I 

EPAH0042001166 

(b) (6)
(b) (6)

(b) (6)(b) (6)

(b) (6)

(b) (6)(b) (6)



IIIII I IIIII I 

(Rev. 08/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: I NAME OF SHOP (GARAGE): I REPAIR WORK COMPLETED 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

ATTENTION DRIVER; 

ATTENTION DRIVER: 

TITLE: DATE: 

This report must be furnished to the motor carrier whose name appears on this report. 

TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws and 
all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will constitute a 
separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or failure to 
satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renewal of your 
driver's license. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver's license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) years 
from the date of conviction. The Department may waive the requirement to file proof of financial responsibility if you file satisfactory 
evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance policy or that 
you were otherwise exempt from the requirements to provide evidence of financial responsiblity. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under the 
Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. Jf requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to 
(512)424-5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone 
conference call. 

To obtain a TXDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www. dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfiqs!formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx.us/taxinfo/fuels/ifta.html. 

I I 

EPAH0042001167 

I I 



IS9DCM245502000001 CVE-3 (Rev. 12/03) 

TX09589DCM01 HOUSTON POLICE DEPARTMENT LEVEL 

CP# 0151818 [~] 
. 
• 

0 ARREST TKT D 9 - 15 PASS. FOR HIRE 

0 COM. VEH. D 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED 0ROADSIDE 

0 ACCIDENT D 16 PASS. NOT FOR HIRE SP PROG: 0 INTERSTATE 0 YES 0 
0 ALCH 0 DS 

NO SCALE 
0 CDL D SCHEDULE 0 CHARTER D INTRASTATE 0 OCCUPIED HOUSE 0 SW D TE 

DATE: 07/07/2009 TIME: 7:21 AM COUNTY: HARRIS HWY: (1) IH-0010 IN HARRIS CO. (742-797) 13400 MP#: 790 

Lessee/MC: USDOT#: 869392 
--------~~---------~-~---~--------·-·-·-·---·-------- -·---------~------...,..--------------- ------------- -----------·· 

Add/City/St/Zip: ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: 4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 

Operator: DONALD WILLIAM BOZEMAN RACE/SEX: WM DOB: MED CARD: 06/10/2010 
~-

------~- ~~-

Add/City/St/Zip: DL #: ___ ST: ~ DL CLASS:A --

VEH SEARCH: 0 YES 0NO REASON FOR STOP: 0WARN Dei TAT ION 0INSPECTION CONTRABAND LOCATED: DYES ltfNO 

TYPE OF SEARCH:0 CONSENT OPe 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS OwEAPONS OcuRRENCY OoTHER 

~ J J() '?t"" IV-' 

~~:• f!r~~ 
X 1111111111111111111111111111111111111111111111 

----------- -SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT 
X 00 THE TIME AND PLACE DESIGNATED 

IN THIS NOTICE. (THIS IS NOT 
A PLEA OF GUILTY) 

2J COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 
---------------- --~ -·-------- ----- ----------· -- ... ·-······---------· 

YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DISP: 

JUDGE: COURT: PCT. I PLACE: PERMiT#:--
-~---------------- --------------.- -·-··---- ---· _. 

PHONE: ON/BEFORE AT 

owi~<~ :~lOOOA;;;~P:[ :~t~ ~== ADDRESS: TX 

SEAL #'S REMOVED: IDEPT. SEAL #; INSTALLED VSA DECAL TT ICVSA 
---~---~ 

I I J l ~J--~----·-------~- -~----1,.~---
SHif'PING #: i CONSIGNOR: CES ENVIRONMENTAL SERVICES CONSIGNEE: CES ENVIRONMENTAL 

-~CO~OD~TY:-tEMPTY 
SERVICES 

ORIGIN: HOUSTON TX DESTINATION: HOUSTON y 
~------- ----~-L----~ CATEGORY rODE IRQ? IHW? PLACARDS REQ? p.LLEGED SPEED 

F 
0 SPEED LIMIT 

csi>E:c. TANK- AX 1 AX 2 AX3 AX 4 AX 5 AX6 AX 7 AX8 ~Rili:JAR CAL~-- - ---------- -- -----

I 

--- ---
TICKET VIOL. CITEJITUni t oos oos POST VIOLATIONS DISCOVERED 

[No. YIN DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 
--~--

------

. -- ---·-· ----"~~·~· -··· ------ ~ L-~- -. ·----- ------------ ~~~ ··-- ------- ·--------------- ----------

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
D 

~~H~;~-~~-~~~s~-~~-t~-~~~~~~~-r~i~~c~:I:~~a;~~-~-~~;:c~~p~~-~~-~-4-i-~ 1~~-=r~~~---~~c;:~:~:~ut- [j--~:~v~~:-~~~~u:~~-~o~-=-~-;~r~;~~~~~~~nea···rn--~~s~~!!i~-;~T!~N~~~~~ 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET I !TROOPER COMMENTS: U • Unknown 
-----------------·- .L-..-----------------------------------·-------~---- -----------·----·-----------------·----~~--------~---- N. Driver oos 
O&A=YES, UNIT#l: NO VIOLATIONS 
VEH INSPECTED IN HEAVY RAIN 

0 Log Book Exemption 
COPY RECEIVED B~Y------------------

ROACH, KYLE JEFFREY 
ROACH, KYLE JEFFREY 2V-110462 2 9 V 8:OOAM REFERRAL ID 
INSPECTED BY: r/REGION/DISTRICT/AREA riME COMPLETED REPORT PREPARED BY: 

CHARGES FILED -By-:-r ~~---- - --- ~ --~- -- -~~--- ~-~ -- ~-- --- -~ 8R:Arfits ___ INSPECTEi5-8y~,~-~ ------~--~-----~--T~ -~-~~~-~--~-~-

EPAH0042001168 

(b) (6)

(b) (6)(b) (6)

(b) (6)

(b) (6)



I JILl I IIIII I 

(Rev OB/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER THIS WILL .REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY. 
DO NOT SEND PAYMENTS TO TX DPSIMCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED 

SIGNATURE OF REPAIRMAN I NAME OF SHOP (GARAGE) I REPAIR WORK COMPLETED 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS 

51 NATURE OF CARRIER OFFICAL DATE 

ATTENTION DRIVER 

ATTENTION DRIVER 

~ 1-2--0f 
Th1s report must be furnished to the motor earner whose name appears on this report 

TAG Chapter 644, Rev1sed Statutes, requ1res the Motor Carner to execute the above certification 

and return this reoort to MOTOR CARRIER BUREAU 
TEXAS DEPARTMENT OF PUBLIC SAFETY 
POBOX4087 
AUSTIN TX 78n3-0521 

IMPORTANT MESSAGES 
Any enforcement act1ons taken aga1nst you and any subsequent court act1ons are Intended to secure compliance With the traffiC laws and 
all other users of the highways Failure to comply With your wntten prom1se to appear 1n court as made on th1s c1tat1on will constitute a. 
separate offense with whiCh you may be charged and result m warrants be1ng Issued for your arrest Failure to appear 1n court or failure to 
sat1sfy a JUdgement ordenng payment of a f1ne and cost 1n the manner ordered by the court may result 1n the demal of renewal of your 
dnver's license 

A second or subsequent conv1ct1on of failure to ma1ntam fmanc1al responsibility will result 1n the suspension of your dnver's license and 
motor vehicle reg1strat1on unless you file and ma1nta1n proof of f1nanc1al responsibility With the Department of Public Safety for two (2) years 
from the date of convtctton The Department may wa1ve the reqUirement to file proof of fmanc1al responsrbllrty rf you file satrsfactory 
evrdence with the Department show1ng that at the t1me th1s Citation was rssued the vehicle was covered by a habllrty msurance policy or tha~ 
you were otherw1se exempt from the reqUirements to prov1de evidence of trnanc1al respons1bhty 

You may be able to reqUire that th1s charge be d1sm1ssed by successfully completmg a dnvrng safety course or a motorcycle operator 
tra1mng course You will lose that nght 1f, on or before your appearance date, you do not prov1de the court w1th not1ce of your request to 
take the course ThiS artrcle does not apply to an offense committed by a person who holds a commercial dnver's license 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under the 
Driver Responsibility Program." 
A request for an out-of-serv1ce rev1ew, regarding operatmg authonty, must be made 1n wnt1ng and forwarded to the manager of the Motor 
Gamer Bureau If requested, a revtew Will be scheduled and conducted by the manager of the Motor Carner Bureau or the director's 
designee w1th1n 10 days of the Issuance of the out-of-service order A request for rev1ew should be addressed to the Texas Department 
of Public Safety, Motor Carner Bureau, P 0 Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transm1ss1on to 
(512)424-5712 or v1a electromc mall at MotorCamerBureau@txdps state tx us The Department may conduct the rev1ew by telephone 
conference call 

To obtain a TXDOT Motor Carner Insurance Cert1f1cate or S1ngle State Reg1strat1on -contact the Texas Department of Transportation at 
1-800-299-1700 or VISit their webs1te at www dot state tx us 

To obtain a USDOT Number contact the Federal Motor Carner Safety Adm1n1strat1on at 1·800-832-5660 or v1srt their website at 
www fmcsa dot govnactsflas/formspubs htm 

To obtain IFTA Information contact the State of Texas Comptrollers Off1ce at 1-800-252-1383 or v1s1t their website at 
www wmdow state tx usltaxtnfo/fuels/Jfta html 

I I 

EPAH0042001169 

I I 



i~~DCE245500200009 CVE-3 (Rev. 12/03) 

'TX09ilQ9DCE07 HOUSTON POLICE DEPARTMENT LEVEL 

CP#: 0151818 ~ 0 ARREST TKT D 9 - 15 PASS. FOR HIRE 

0 COM. VEH. D 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED li::fROADSIDE 
D ACCIDENT D 16 PASS. NOT FOR HIRE SP PROG: 0 INTERSTATE DYES 0 NO D ALCH D DS 

SCALE 
0 CDL 

D SCHEDULE D CHARTER D INTRASTATE D OCCUPIED HOUSE D SW D TE 

DATE: 06/19/2009 TIME: 5:45PM COUNTY: HARRIS HWY: (1) IH-0610 IN HARRIS CO. (0-37) MP#: 29 ---
Lessee/MC: USDOT#: 869392 

Add/City/St/Zip: ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 

Operator: JOSE F SANCHEZ RACE/SEX: 11M DOB: MED CARD: 
-~ 

Add/City/St/Zip: DL #: ST: ~ DL CLASS: A 
-~ 

VEH SEARCH: DYES 0NO REASON FOR STOP: 0WARN OciTATION 0INSPECTION CONTRABAND LOCATED: DYES 0NO 

TYPE OF SEARCH :0 CONSENT OPe D INC. TO ARREST D INVENTORY TYPE OF CONTRABAND: 0DRUGS 0WEAPONS OcuRRENCY DOT HER 

~ 10s , XI -r 
X 1111111111111111111111111111111111111111111111 

SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 4-zoo·o D ~ 7~z..z.-oq 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS X 00 NOT A PLEA OF GUILTY) J/IA~ ~,t 

li::f COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 
---

YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DISP: 

JUDGE: Houston Municipal Court 1110 COURT:Municipal PCT. /PLACE: 0/1 
PERMIT #: 

PHONE: (713) 837-0311 ON/BEFORE Wed, 22-July-2009 AT 09:00:00PM RG WT #1 50000 IGVWR #1 10 
ADDRESS: 1400 LUBBOCK HOUSTON TX 77002 RG WT #2 IGVWR #2 I 

SEAL #'S REMOVED: IDEPT. SEAL #; INSTALLED :::.VSA DECAL TT ICVSA DECAL ST pvsA DECAL ST I 
I I I I I I 

SHIPPING #: CONSIGNOR: CONSIGNEE: 

COMMODITY: EMPTY ORIGIN: TX DESTINATION: [Tx 

IHM CATEGORY ICODE IRQ? IHW? PLACARDS REQ? 
F 1 7/8 21/8 1 5/8 ~LLEGED SPEED 

INA I D SPEED LIMIT 
AX 1 AX2 AX3 AX 4 AX5 AX6 AX7 AX8 

I SPEC. TANK RADAR CAL. 

l 1 3/4 1114 1118 

TICKET VIOL. CITE #Unit oos oos POST VIOLATIONS DISCOVERED 
No. Y/N DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

Yes 393.47(E) 1 BRAKE OUT OF ADJUSTMENT - CLAMP / ROTO - RX2 T20 AT 2 1/8 
396.5(b) 1 OIL/GREASE LEAK - DRIVE SHAFT TO X2 DRIPPING OIL 

393.11 1 DEFECTIVE BACKUP LAMP - NONE 

393.53(B) 1 PEFECTIVE/INOPERATIVE AUTOMATIC SLACK (BRAKE) ADJUSTERS - RX1 T20 AT 1 7/8 

393.53(B) 1 PEFECTIVE/INOPERATIVE AUTOMATIC SLACK (BRAKE) ADJUSTERS - RX2T30 AT 2 1/8 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to authonty conta1ned w TRC Chapter 644 I hereby declare "Out 0 J?RIVER Pursuant to authority conta~ned ~n OOS DISPOSITIONS 

of Service 11 the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET I X !TROOPER COMMENTS: U. Unknown 
N. Driver OOS 

D AND A= YES, WEATHER CLEAR AND DRY, TRAFFIC MED. 
VEH FLAGGED DOWN FROM 610 SB INTO 300 E LOOP N 

X 0 Log Book Exemption 

COPY RECEIVED BY 
INSPECTED BY: liD/REGION/DISTRICT/AREA liME COMPLETED REPORT PREPARED BY: GARCIA ROMMEL 
GARCIA, ROMMEL 2V-ll3956 2 9 V 6:51PM REFERRAL ID 

CHARGES FILED BY: I GARCIA, ROMMEL 2V-113956 2 9 v BRAKES INSPECTED BY: 2V-113956 2 9 V I 

EPAH0042001170 

(b) (6)
(b) (6)

(b) (6)

(b) (6)



Houston Municipal Courts 
Muni~ipal Courts Admi~i;t~ation Department 
1400 Lubbock, Houston, TX 77002-0311 
713-837-0311 
Forwarding Service Requested 

Arraignment Notice 
AR1 07/01/2009 

JOSE F SANCHEZ 
Make/Model TRAILER MACK 
License #
State TX 

DOB: 11/25/1959 

DEAR JOSE F SANCHEZ, 

THIS NOTICE SERVES TO REMIND YOU THAT YOU ARE SCHEDULED FOR AN ARRAIGNMENT AS FOLLOWS: 

Location: 10 (LUBBOCK) 
1400 LUBBOCK HOUSTON, TX 77002 

Date: 07/22/2009 Time: 9:00 PM 

YOU MUST APPEAR IN COURT AS SCHEDULED ABOVE OR RESOLVE YOUR CASE BY SELECTING ONE OF THE OPTIONS LISTED 
BELOW BEFORE YOUR SCHEDULED COURT DATE. FAILURE TO RESOLVE YOUR CITATION($) IN THE MANNER LISTED MAY 
RESULT IN (I) ISSUANCE OF A WARRANT FOR YOUR ARREST AND AN ADDITIONAL CHARGE FOR FAILURE TO APPEAR (WITH A 
FINE OF $200); (2) DENIAL OF THE RENEWAL OF YOUR DRIVER'S LICENSE, (3) DENIAL OF THE RE-REGISTRATION OF ANY MOTOR 
VEHICLE. 

IF YOU DECIDE TO PAY YOUR FINES, THE PAYMENT MUST BE POSTMARKED OR RECEIVED PRIOR TO YOUR COURT DATE 

Ticket 
Number 

TCE94Q070 

OPTIONS: 

Offense 
Date 

06/19/2009 

Offense Description 

BRAKES OUT OF ADJUSTMENT ON (MOTOR VEHICLE) (TRAI 

I. Appear in person at any of the Court locations (see times and locations on reverse) and: 
A. Pay the fine(s) 
B. Apply for Deferred Disposition 
C. Request a trial by Judge or Jury 

2. Pay the t1ne(s) by one of the following methods: 
A. Mail (must be postmarked by the scheduled court date- DO NOT send cash) 
B. Credit Card 
C. Westem Union Quick Collect 
D. Online 

MAILING ADDRESS 
CITY OF HOUSTON 
Municipal Courts 
1400 Lubbock 
Houston, TX 77002-1553 

WEBSITE 
HTTP://WWW.HOUSTONTX.GOV/COURTS/ 

"Forms and Instructions are on reverse" 

Case Number 

2009 TR 0519723 

Fine, Costs 
and Fees 

200.00 

Total Due 

200.00 

PHONE NUMBER 
311 or713-837-03ll 
TDD Hearing Impaired 
713-247-8591 

EPAH0042001171 

(b) (6) (b) (6)



.--------:__._ ___________________ l_lll __ ll __ lll_l_l __ l ___ ~_ll 1 I 
Pay in Person 

You may make payments in person at any facility of the Houston Municipal Courts. Please bring this notice with you when you pay 
in person. The Court accepts Cash, Money Orders, Personal and Cashier Checks, and Credit Cards listed below: 

Payment Locations - 1400 Lubbock 7AM- IOPM, Mon- Sat 3203 Dairy Ashford 8AM- SPM, Mon- Fri 
8300 Mykawa SAM- 5PM, Mon- Fri 3915 Rustic Woods Drive 8AM- 4PM, Wed 
2855 Bay Area BLVD 8AM - 4PM, Thu 9455 West Montgomery Rd. 8AM - 4PM, Fri 

Pay By Mail 
Do not send Cash. Payment will be accepted in the form of Cashier's Check, Personal Check and Money Order. 

PAYMENT SHOULD BE ADDRESSED TO: THE FOLLOWING PLEA WAIVER MUST BE SIGNED: 

CITY OF HOUSTON I hereby waive my right to a Trial by Jury and enter a plea of"No Contest." 
MUNICIPAL COURTS- MAIL DIVISION 
1400 LUBBOCK 
HOUSTON, TX 77002 Signature Date 

Pay by Credit Card 
You may use this form or the form on the back of your ticket in order to pay by Credit Card. This notice must be included with your 
payment. The total amount charged will be the amount shown on the front of the notice. Please note that disputed charges or stop 
payments may result in issuance of a Warrant for your arrest. 

(CIRCLE ONE) Master Card American Express 
Discover Visa 

Credit Card No. ------------------------------
Name on Card -------------------------------
Signature------------------------
Street Address ------------------------
Home Phone --------------------

I hereby waive my right to a Trial by Jury 
And enter my plea of "No Contest" 

>>FILL OUT EVERY BLANK<< 

Expiration Date -------------------
Your Name ------------------
Social Security No----------------

City/State/Zip...,.------------------
Work Phone -------------------

Signature 

Pay by Western Union Quick Collect 
"The fastest way to send money" 

Date 

You may pay by Quick Collect at any Western Union location. To find the nearest locatio11, call 1-800-325-6000 or look in the 
telephone directory. Your payment will usually be received and applied within the hour. 

Use the information below to till out the Quick Collect form. All of the information must be complete and correct in order for the 
Court to receive and process the payment. 

Pay to: Houston Municipal Courts 
Your Full Name: 
Sender's Account Number with Company. 

Code - City: TICKET State: TEXAS 
Your Telephone Number: 
Write your Driver's License number and the Cause Numbers 
Of all Tickets for which you are paying. The Cause Number is located in 
the upper right corner of the Ticket. 

IF THE COURT CANNOT PROCESS YOUR PAYMENT, IT WILL BE RETURNED TO WESTERN UNION. 

Pay Online 

You may pay online at HTTP://WWW.HOUSTONTX.GOV/COURTS/ 

EPAH0042001172 



rs9DCE245500200009 CVE-3 (Rev. 12/03) 

TX094Q9DCE07 HOUSTON POLICE DEPARTMENT CP#:0151818 
0 ARREST TKT 

0 COM. VEH. 

[] ACCIDENT 

0 CDL 

DATE: 

[] 9 - 15 PASS. FOR HIRE 

[] 16 PASS. FOR HIRE 

[] 16 PASS. NOT FOR HIRE SP FROG: 

[] SCHEDULE [] CHARTER 

CONSTRUCTION ZONE 
0 INTERSTATE [] YES 0 NO 

D INTRASTATE D OCCUPIED 

(]FIXED 0ROADSIDE 

SCALE 
HOUSE 

TIME: 5:45PM COUNTY: HARRIS HWY: (~) IH-9~~0 _ _Il>)_~IS CO. (0-:-37)_ 

USDOT#: 

[] ALCH D DS 

[] SW D TE 

MP#: 29 

Lessee/MC: 

Add/Ci ty/St/Zip: 

OWNER: CES ENVIRONMENTAL SERVICES INC 

ADD/CITY/ST/ZIP:49()~ (3~I_G~S ~011:? HOUSTON, __ 'I'_~?_70_21 _ 

Operator: JOSE F SANCHEZ RACE/SEX: HM DOB: 

Add/City/St/Zip:  

ICC/MC#: 

TXDOT#: 

PHONE#: 

MED CARD: 

869392 

400234 

005516524C 

7136761460 

ST: TX DL CLASS: A 

VEH SEARCH: DYES REASON FOR STOP: (JWARN []CITATION 
---------··---- -- ~---···· ----- -~-- -· ---------

[]INSPECTION CONTRABAND LOCATED: []YES 0No 

[]OTHER 

X 
SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) 

IIIII II 111111111111111111111111111111111111111 

X 00 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

~Y~O~U~A~R~E~H~ER~E~B~Y~N~O~T7I~FI~E~D~T~O~A~P~PE~A~R~--------------------------------------------~LOAD DISP: 

JUDGE: Houston Municipal Court #10 COURT:Municipal PCT. /PLACE: 0/1 

AT 09:00:00PM 

'P:E!i:MiT--fF-- -j·-
-------------- __ _]_ __ 
RG WT #1 JSOOOO /GVWR #1 :o 
RG-w'i:''lT2-- ~-------· -- - ·-·· -[e;vwll.· #2' j 

"'s"'E'!!'A'!!'L_,#.,..' '!!'s~RE""M"'o"'v"",E"'D,...,--------_-_ ...,t"'E"'P::-:T"".""""'s"'E"'A,..L,-,#,...;--=_~"'N"'1~"'T"'!:""'L""'_L""'E"'D------_-__ - __ "'

1 

'"'v"'sA,....-DE.,..CA=L,..._-=T"'T,_--==_,D.,E,..,.J_cAL-sT ·rv~~~~~c~~~~~ -· -· · 1 -- _J. 

j_ ....... L--~-;- ________ jr_ . l_ 

[CONSIGNOR: i -~ Jc~~SI_~~~~: 
!EMPTY :ORIGIN: 

1

1 I TX !DESTINATION: 

..... - fliM cArt(;oRYlCCibE-- f~?]~?-~~~~~R~[J~RE·Qi r11f7tS r2 1t8li-1St8- -- -{ ---l--- ,,1--- ~~~ - ~~P~ELE~GD~YLDIMSIPTEE-D -~~ 
I~E: --T I L ~ I , --- - -- -- -- ~-- -AX 1·

1 
AX-21· AX -3- -Ax'-4 r AX -s AX- 6 -f;;:x- 7-~ AX- a _ --- __ _ _ 1 

. _SPEC: Tf\~_K --rJ 1 3/4-~1-174[ (718_ ---- -r---- r -l- -T -- -~RADAR CAL. ~~-~ 
' I I I I I i I 

I. _..,.L"'' ·=j -· -;;.~:= -'-C..j="-·-c··· o:::-L..c.:-:- -o-.:o.::--.o"-''~-=:.:c.-=o:--~;L-".,_ -o-.-o-o::.Jc·--::o::=-:::..:..·_l·~ -------
TTCKETiVIOL·:--cTTE #junl fj oos oos 'i'osfT - VIOLATIONS DISCOVERED 

i ! No. 1 YIN DisP • Acc , okiVER:'i:'1EASE-cof.if>.LY ·wrtH biR'EctroHs oTf .. sl\cksros--o·r- tHIS roRiT 

~y~-s-r -3-93.-~fi{E) i 1 I ~RAKE- OUT"OF"""ADJUST"MENT-- cLAMP--/ ROTO - ""RX2-- T26 ""AT""i "i7tf"" - ~--
. - .. ) ' ~ 

- ---- --~- 39s. :s·ii:.> 1 ·1 1 ;Oii.JGRiAsE LEAK _. DRIVE siiAFT To x2 DR.rl?i?ING orr. 
t, 393 .li :. 'i ~ ' : lnEFECTIVE BACKUP LAMP - NONE - -

PHONE: (713) 837-0311 ON/BEFORE Wed, 22-July-2009 

ADDRESS: 1400 LUBBOCK HOUSTON TX 77002 

SHIPPING #: 

COMMODITY: TX 

I I ' I 

~-- -B::~;:J±i __ ±_}.::;_:;~~::;::~:;::~;:;;~~~.~~~:· ____ ~- -~ 
VEHICLE/DRIVER OUT OF SERVICE NOTICE 

-- Cl-~~}i~-;~~ i-~~~-s~~~-f~~~-~ ~-~;~~r~~}~~ c~~·i:~~=-ct"t;~ ;-J~~~ c·~-~P~~~s ~-4i~r ~-~=r~~f-~~-c~=~~ ~-;~ut--TD-~~~v~-~:!¥~~u~-~ r ·i·o~=~~-~-~r-~!r·~-~-~n!~~ tie<rTn- · ,1z~s ~~;·;~-~!!t-~~N~~~~:-column of this report. No person shall remove the out of service stickers 1 declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service , Out of Service. No motor carrier shall [B. Towed/£scorted to 
defects have be.en _repaired and the ve-hicles h. ave bee_n restored to saf·e-op.erat.ing ____ ( permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. ~ operate any motor vehicle until lo. Other 

~g~~~~::~i~~:~f~:~:~~1~i:~~1¥~~~=:·_~-~~--=·~_:··--:•:-~~--=:-~_:: __ ~~--X· ----~---------. ----- ----------- -- -. ~~: g~~~~~noos 

INSPECTED BY: 

GARCIA, ROMMEL 
CHARGES-Fii.Ebi3Y: 

!----- ~-· 
1 0 Log Book Exempt ion 

---==:-:-====-=---------!-- .. 
ID/REGION/DISTRICT/AREA fl'IME COMPLETED ···.I.G.~9:i~, BQ~_r, 

2V-113956 2 9 V ! 6:51PM , REFERRAL ID I 

·isR.AKE:s INsPtc:'TEDBY: -\- ········ ... 
j2V-l13956 2 9 V 

- r··-~ 

!GARCIA, ROMMEL 2V-113956 2 9 V 

EPAH0042001173 

(b) (6)
(b) (6)

(b) (6)

(b) (6)



IS9DCE245500200009 CVE-3 (Rev. 12/03) 

llllllllllllllllllllllllllllllllllllllllllllll 
INSPECTION # I CP # I DATE 

CVE-3a (12/03) 

~~ 
TX094Q9DCE07 -0 I 0151818 I 6/19/2009 5:45:00PM 

HOUSTON POLICE MOTOR CARRIER 

l ][ ~ DEPARTMENT CES ENVIRONMENTAL SERVICES INC 

~ r;t~~) OPERATOR 

~ . .!.?& SANCHEZ JOSE E 
CONTINUATION SHEET LAST NAME FIRST NAME MI -

NOTE TO DRIVER: This report must be furnished to the motor carrier whose name appears on this report. NOTE TO MOTOR CARRIER: TRC Chapter 
644 requires the Motor Carrier to execute the certification on the reverse side and return this report to Texas Department of Public Safety, Motor Carrier 
Safety Section, PO Box 4087, Austin, Texas 78773-0001 within fifteen (15) days. 

VIOLATIONS 
TICKET VIOL. CITE # Unit oos oos POST VIOLATIONS DISCOVERED 

No. YIN DISP ACC 

393.47(E} 1 )BRAKE OUT OF ADJUSTMENT - CLAMP I ROTO - RX1 T20 AT 1 7/8 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to autnor~ty contained.J.n TRC Chapter b44.1 I hereby declare "Out 0 DRIVER Pursuant to author~ty conta~ned 2n OOS DISPOSITIONS 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET I X !TROOPER COMMENTS: u. Unknown 
N. Driver OOS 

D AND A= YES, WEATHER CLEAR AND DRY, TRAFFIC MED. 
VEH FLAGGED DOWN FROM 610 SB INTO 300 E LOOP N 

X It]' Log Book Exemption 

COPY RECEIVED BY 
INSPECTED BY: liD/REGION/DISTRICT/AREA riME COMPLETED REPORT PREPARED BY: GARCIA ROMMEL 
GARCIA, ROMMEL 2V-113956 2 9 V 6:51PM REFERRAL ID 

CHARGES FILED BY: jGARCIA, ROMMEL 2V-113956 2 9 v BRAKES INSPECTED BY: 2V-113956 2 9 V I 

EPAH0042001174 



IS9DCE245500200009 CVE-3 {Rev. 12/03) 

I llllllllllllllllllllllllllllllllllllllllllll\1 
INSPECTION # ~ CP # I DATE 

CVE-3a {12/03) --
~ TX094Q9DCE07 -0 I 0151818 I 6/19/2009 5:45:00PM 

~~ HOUSTON POLICE MOTOR CARRIER 

i ~~ DEPARTMENT CES ENVIRONMENTAL SERVICES INC 

~~~ OPERATOR I 
I 

~---~ SANCHEZ JOSE .E I 
CONTINUATION SHEET LAST NAME FIRST NAME MI -

I NOTE TO DRIVER: This report must be furnished to the motor carrier whose name appears on this report. NOTE TO MOTOR CARRIER: TRC Chapter 
644 requires the Motor Carrier to execute the certification on the reverse side and return this report to Texas Department of Public Safety, Motor Carrier 
Safety Section, PO Box 4087, Austin, Texas 78773-0001 within fifteen (15) days. 

VIOLATIONS 
ITICKETJVIOL. CITE #Unit oos oos POST VIOLATIONS DISCOVERED . 

No. Y/N DISP ACC t I 393.47(E) 1 BRAKE OUT OF ADJUSTMENT - CLAMP / ROTO - RX1 T20 AT 1 7/8 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

D ~H~;~ei~~~s~~~tv~~i~~~j~r~~ihc~~~=~~=ctf~~l~~;dc~~P!;~~s~ 4 fn1 t~:r~~i ~~c~:~:i:~ut [J DRIVER Pursuant to autnor1ty contalned 1n OOS DISPOSITIONS 
I TRC Chapter 644 I hereby notify and A. Repaired at Scene 

column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/EScorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET I X !TROOPER COMMENTS: u. Unknown 
N. Driver oos 

0 AND A= YES, WEATHER CLEAR AND DRY, TRAFFIC MED. 
VEH FLAGGED DOWN FROM 610 .SB INTO 300 E LOOP N 

X ~~J( ~Log Book Exemption -- COPY RECEIVED BY 

INSPECTED BY: liD/REGION/DISTRICT/AREA riME COMPLETED REPORT PREPARED BY: GARCIA ROMMEL 

GARCIA, ROMMEL 2V-ll3956 2 9 V 6:51PM REFERRAL ID 

CHARGES FILED BY: I GARCIA, ROMMEL 2V-113956 2 9 v BRAKES INSPECTED BY: 2V-113956 2 9 v I 

EPAH0042001175 



111111 IIIII I 

(Rev 08/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY.· 
DO NOT SEND PAYMENTS TO TX DPSIMCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED 

SIGNATURE OF REPAIRMAN I NAME OF SHOP (GARAGE) I REPAIR WORK COMPLETED I TIME 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
1 CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS 
SIGNATURE OF CARRIER OFFICAL TITLE DATE 

ATTENTION DRIVER 

ATTENTION DRIVER 

Thrs report must be fum1shed to the motor earner whose name appears on this report 

TRC Chapter 644, Revrsed Statutes, requrres the Motor Carner to execute the above certlfrcatron 
and return this report to MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
POBOX4087 
AUSTIN TX 78n3-0521 

IMPORTANT MESSAGES 
Any enforcement actrons taken agarnst you and any subsequent court act1ons are rntended to secure compliance with the traffrc laws and 
all other users of the hrghways Farlure to comply wrth your written prom1se to appear rn court as made on thrs citation Will constitute a 
separate offense with which you may be charged and result rn warrants be1ng 1ssued for your arrest Failure to appear rn court or farlure to 
satisfy a JUdgement ordenng payment of a frne and cost rn the manner ordered by the court may result rn the denral of renewal of your 
dnver's license 

A second or subsequent convrctron of failure to m~rntarn frnancral responsrb1lrty Will result rn the suspensron of your dnver's license and 
motor vehrcle regrstratron unless you frle and marntarn proof of frnancral responsrbllrty wrth the Department of Public Safety for two (2) years 
from the date of convrctron The Department may warve the requrrement to file proof of frnanc1al respons1brlrty If you frle satrsfactory 
evrdence wrth the Department showrng that at the t1me thrs crtatron was rssued the vehicle was covered by a llabrlrty rnsurance policy or that. 
you were otherwrse exempt from the requrrements to provrde evrdence of frnanc1al responsrbllty 

You may be able to requrre that thrs charge be drsmrssed by successfully completrng a dnvrng safety course or a motorcycle operator 
trarnrng course You w1lllose that rrght If, on or before your appearance date, you do not prov1de the court wrth notice of your request to 
take the course Thrs artrcle does not apply to an offense commrtted by a person who holds a commercral dnver's license 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under the 
Driver Responsibility Program." 
A request for an out-of-servrce revrew, regardrng operatrng authorrty, must be made rn wnt1ng and forwarded to the· manager of the Motor 
Carner Bureau If requested, a revrew wrll be scheduled and conducted by the manager of the Motor Carner Bureau or the drrector's 
desrgnee wrthln 10 days of the rssuance of the out-of-servrce order A request for revrew should be addressed to the Texas Department 
of Public Safety, Motor Carner Bureau, P 0 Box 4087, Austrn, TX 78773-0521 or may be sent by facs1m11e transmrssron to 
(512)424-5712 or vra electronrc marl at MotorCamerBureau@txdps state tx us The Department may conduct the revrew by telephone 
conference call 

To obtarn a TXDOT Motor Carner Insurance Certrf1cate or Srngle State Regrstratron - contact the Texas Department of Transportatron at 
1-SOD-299-1700 or vrsrt therr websrte at www dot state tx us 

To obtarn a USDOT Number contact the Federal Motor Carrrer Safety Admrnrstratron at 1-800-832-5660 or VISit therr websrte at 
www fmcsa dot qov/factsflgslformspubs htm 

To obtarn IFTA rnformatron contact the State of Texas Comptrollers Offrce at 1-80D-252-1383or vrsrt therr websrte at 
www Window state tx us/taxmfojfuels/Jfta html · 

II I I 

EPAH0042001176 



HOUSTON POLICE DEPARTMENT 
TRUCK ENFORCEMENT UNIT 

CITATION 

DRIVER LICENSE# 

HOME ADDRESS 

COURT 

Houston Municipal Court #1 0 in Harris Co. 
COURT ADDRESS 

1400 LUBBOCK HOUSTON, TX 77002 
STATE DRIVERNAME 

TX SANCHEZ, JOSE F 

VIOLATIONS 
OFFENSE DATE 

1 
MPH SPEED rPH SPEE1 OFFENSE LOCATION 

JUNE 19, 2009 5:45:00PM 0 0 300 EAST LP N SER W 

CODE J VIOLATION 

-- I BRAKE OUT OF ADJUSTMENT - CLAMP I ROTO 

VEHICLE SEARCHED SEARCH TYPE 

NO 

I TO-WIT 
IRX2 T20 AT 2 1/8 

OFFICER 

GARCIA, R 113956 

COURT DATE AND TIME 

7/22/2009 9:00:00PM 

Your failure to appear, failure to pay, or failure to satisfy a judgement ordering payment of a fine and costs, 
may result in: 

1) A warrant issued for your arrest 
2) A charge of Failure to Appear and $205 fine 
3) Denial of Driver's License renewal 
4) Denial of Motor Vehicle registration or renewal and 
5) A $30 DPS fee for each violation charged 

DRIVER SIGNATURE: DATE: ------------------------------------

I BEAT 
9C10 

This is not an admission of guilt, but I do acknowledge receipt of this notice and I will appear in court at the time and place 
designated above. I am the person named and identified in this ticket. 

rev. 6/22/2007 lllllllllllllllllllllllllllllllllllllllllllllllllllllll PrintecFriday, June 19, 2009 

EPAH0042001177 

(b) (6) (b) (6)

(b) (6)(b) (6)

(b) (6)



IS9DCE245500200009 CVE-3 (Rev. 12/031 

LEVEL 

10 

TX094Q9DCE07 HOUSTON POLICE DEPARTMENT CP#:0151818 l-1-·---l 
l ___ j 0 ARREST TKT 

0 COM. VEH. 

0 ACCIDENT 

0 CDL 

:o 
0 

0 

- 15 PASS. FOR HIRE 

16. PASS. FOR HIRE 

16 PASS. NOT FOR HIRE 

SCHEDULE D CHARTER 

DATE: 06/19/2009 TIME: 5:45PM 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE 0 YES 0 NO 

D INTRASTATE D OCCUPIED 

COUNTY: HARRIS 

0FIXED /t:IROADSIDE 

SCALE 
HOUSE 

Lessee/MC: ---------------- USDOT#: -------------------------~---------------

Add/City/St!Zip: ICC/MC#: 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 

ADD/CITY/ST/ZIP:4904 GRIGGS RO~- HO~STON,__'.l'_X 7702_~---------------------------------------------- PHONE#: 

Operator: JOSE F SANCHEZ RACE/SEX: HM DOB: MED CARD: ------------------------------- --------------

DL #: ST: TX 

VEH SEARCH: D YES li:1 NO REASON FOR STOP: 0WARN OciTATION 0INSPECTION CONTRABAND LOCATED: 
----------~-------

0 ALCH D DS 

0 SW 0 TE 

29 

869392 

400234 

005516524C 

7136761460 

DL CLASS: A 

TYPE OF SEARCH:O CONSENT OPe D INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS OwEAPONS OcuRRENCY OoTHER 
-------------------------------------- ~----------------------

• ! i IR MAC~j___ 108 I TXl __ ~_ . .. .. .. . . . . 

X 
SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA.OF GUILTY) X 

llllllllllllllllllllllllllllllllllllllllllllll ·. 

00 
GROSS WEIGHT: GROUP WEIGHT: 

JUDGE: Houston Municipal Court #10 CO\JRT:Municipal PCT. /PLACE: 0/1 

PHONE: (713t 837-0311 ON/BEFORE Wed, 22-Ju1y-2009 AT 09:00:00PM 

cr VEHICLE Pu-rsuant -to aufhoiJ.ty Coi1taT:Oed1-n-TRc-cna:pter 6"44 y-nereby deer are- rro-uF TCfDRfVER-PuisUa-nt --to-aUthorl.ty contal.necc.ln-l?os DISPCiSfTIONS 
of Serv1ce" the veh1cle/s w1th defects followed by "YES" 1n the Out of Serv1ce 1 TRC Chapter 644 I hereby not1fy and 1A. Repa1red at Scene I 
column of th1s report. No person shall remove the out of serv1ce st~ckers j declare the dr1ver named on th1s report !Obta1ned Oper. Auth. 
appll.ed to these ve>h1cles or operate such veh1cles until tn4Jou:t of serv1ce 1 Out of Serv1ce. No motor carr1er shall B. Towed/Escorted to 
defects have been repa1red and the veh1cles have been J:eSto~ed to safe operat1ng J perm1t or requ1re dr1ver to dr1ve or Repa1r Servl.ce 
conaiti or proper operating author~ty has been obta1ned. ( operate any motor veh1cle unt1l 1D. Other 

o ANDA~--YEs:--mATHERcL~r:~o-~~~~~=~~MF:o~- ~---- -:_ ___ ~---- - ----------- ----- ----~~: g~~~~;noos 
VEH FLAGGED DOWN .FROM _610 SB INTO 300 E LOOP N ... i X ~~w I-------- _____________ _ 

_ :,;.<;' .... J ~ _c?I>Y __ ~CE_I'JF;I) s_:_ _ _____________ j~-~-=~~E=~-!U!:~~:' 
~IME COMPLETED liRE PORT PREPA_RED ~_:_ .JGARCIA__, __ @~!.__ --

' 6:51PM REFERRAL ID 
- ____ j__ - ------- ----- - -- +-·------------------..,---

2 9 V !BRAKES INSPECTED BY: i 

EPAH0042001178 

(b) (6)

(b) (6)

(b) (6)

(b) (6)



Ill, 

(Rev 06/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
1 CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
1 CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVE:RS 

ATTENTION DRIVER 

ATTENTION DRIVER 

TITLE DATE 

»-~ f)Jlh 
Th1s report must be fum1shed to the motor earner whose name appears on thiS report 

TRC Ch~pter 644, Rev1sed Statutes, reqwres the Motor Carner to execute the above cert1f1cat1on 

and return this report to MOTOR CARRIER BUREAU 
TEXAs DEPARTMENT OF PUBLIC SAFETY 
POSOX4087' 
AUSTIN TX 7Bn3-0521 

IMPORTANT MESSAGES 
Any enforcement act1ons taken agamst you and any subsequent court act1ons are Intended to secure compliance with the traff1c laws and 
all other users of the highways Failure to comply w1th your wntten prom1se to appear 1n court as made on thts c1tat1on will constitute a 
separate offense wrth which you may be charged and result 1n warrants be1ng Issued for your arrest Fatlure to appear tn court or fatlure to 
satisfy a JUdgement ordenng · payment of a f1ne and cost m the manner ordered by the court may result tn the dental of renewal of your 
dnver's license 

A second or subsequent conv1ct1on of failure to ma1ntam finanCial responsibility Will result 1n the suspension of yoJ,Jr dnver's license and 
motor veh1cle regtstrat1on unless you f1le and matnta1n proof of f1nane1al respons1bllrty wtth the Department of Public Safety for two (2} years 
from the date of conv1ct1on The Department may watve the reqwrement to file proof of f1nanc1al respons1b1hty If you ftle satisfactory 
evidence w1th the Department shOWing that at the t1me th1s c1tat1on was 1ssued the vehtcle was covered by a liability Insurance pohcy or that 
you were otherwtse exempt from the reqUirements to prov1de evidence of f1nanc1al respons1bhty 

You may be able to reqUire that th1s charge be d1sm1ssed by successfully completrng a dnv1ng safety course or a motorcycle operator 
tra1n1ng course You will lose that nght 1f, on or before your appearance date, you do not provide the court w1th not1ce of your request to 
take the course Th1s article does not apply to an offense committed by a person who holds a commerc1al dnver's license 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your license of a surcharge under the 
Driver Responsibility Program." ' 
A request for an out-of-servtce rev1ew, regarding operatmg authon and forwarded to the manager of the Moto• 
Camer Bureau If requested, a rev1ew w111 be scheduled and the Motor Carner Bureau or the dtrector't· 
des1gnee wtthtn 10 days of the 1ssuance of the out-of-serviCe be addressed to the Texas Departmen1 
of Public Safety, Motor Carner Bureau, P 0 Box 4087, be sent by facsimile transm1ss1on tc 
(512)424-5712 or v1a electromc matl at MototCamerBureau@txdps state bcus may conduct the rev1ew by telephonF 
conference call · : ,> . · 

To obta1n a TXDOT Mota; Carner Insurance Certificate or S1ngle State Reg1s~n -·conta'~e Texas DepartJ,ent of Transportation "' 
1-800-299-1700 or v1srt the1r website at www dot state tx us , · · · :,., Jl.t", ,;.~ 

To obtain a USDOT Number contact the Federal Motor Carner Safety Adrn.l~iltlon at 1·800-632-5660 or vtsrt their website a 
www fmcsa dot aov/factsflqs/formspubs htm · · ·" 

To obtain IFf A 1nforrnat1on contact the State of Texas Comptrollers Off1ce a"" 1-800-252-1383 or v1s1t thetr websrte a' 
www wmdow state tx usltaxmfolfuels/Jfta html 

,·'.· :,4- .. •' .. , .. 
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Unit: , Jc5 
Compan; Owned~s 

Job# 

1 AJZgJf£3 c:vf rY: 

Date: 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

9 j/t1A/ Dt_pifj-0 - Miles: -~-u~,t~'...;;,_ _____ _ 
Bill To: _______________________ _ 

Description Of Repairs 

iJOJtJ3fP2w( TW SGA 

2 D i1eAt J uiJ (_y.{rt4jl FS DSP 

3 Oil (FAA Trans REG 

4 ftd1 ./AXJ/1· MRI PACES .. 

5 

Job# Work Code Maint Item Work Performed Tech Hours Labor$ Parts$ 

I /If 'fL rY1IIt13 ' .f:J() \{A{)/} A!?Aill) ft?lo~ !{) ~ 

()_ f<A~ 01/!rll/3 ftu~/IJf( 1 ·a fiiJinfd/J 7~11:31[ ~ ii?J ( 7/?!lf. fJ}f~J. c;~ u 
' ~ If ;/.5 

3_ fit 1/ IJx/6 /?r{~~f.l( . ~~~11!/ t () ffiJt ()-;:/!: (jy{Jt" (?-;()(_£;, l~h~0~ ~t~ 1.D 
Q / ~ If t1 flr:lfjlf1dJ l.FJJ!iJd ()f;// )!}{;/_ I );<lJlffJI JJ/?3 I 

v /fYI a7_4; ~ }.() 

4 )A I{ Aj_ (')B. 1(/i!iil~,;;, \@uu/J d tre;.ll/!11?:: )Jfl ~Jf«l)JJ i (~s&~ ~2.0 
• ./. .' ......... , ·.-.; 7_ 

Parts .. " c, .... :;,::~'>: ......... ·.,:;;;y ..... ;(· .. 
····· 

. ·.' 

. . 

Job# Part Description/Sublet Part Number/Sublet Qty Cost 

) L-14!71/J I 2_, J) 
-~ !lffAIJ!'iJ - lr/12 JLU 1 ~J;_utfr<-5 '* 3 C:/3-/Rf_]t.J hl q q'j 

,'1, (~i!JJL {)/(. J ;;JJ(_, Ia, 00 

w flltoJJ r:SJ/Jt ')f,/;9, S. oc) 

Reviewed By: Data Input By: 

Total Cost 

Ext Cost 

-

------------------------ ---------------------



IS9DCE245503700002 CVE-3 (Rev. 12/03) 

TX095P9DCE02 HOUSTON POLICE DEPARTMENT LEVEL 

CP#:0151818 12-l 
L_____j [J ARREST TKT 

0 COM., VEH. 

_[J !'.CCIDENT 

0 CDL 

[J 9 - 15 PASS. FOR HIRE 

[J 16 PASS. FOR HIRE 

[J 16 PASS. NOT FOR HIRE SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE [J YES 0 NO 

[J INTRASTATE [J OCCUPIED 

(]FIXED 0ROADSIDE 

SCALE 
[J ALCH [J DS 

[J SCHEDULE 0 CHARTER 

DATE: 07/24/2009 TIME: 8:40AM COUNTY: HARRIS 

Lessee/MC: 

Add/City/St/Zip: 

OWNER: CES ENVIRONMENTAL SERVICES INC 

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 

Operator: PETER SEMIEN 

Add/City/St/Zip: 

HOUSE [J SW [J TE 

HWY: ~---61C)() -~~X!..!'_ SRD _ _ _____ _ 

US DOT#: 

MP#: 

869392 

ICC/MC#: 400234 

TXDOT#: 005516524C 

PHONE#: 7136761460 

RACE/SEX: BM DOB: MED CARD: 10-3-2010 

DL #: ST: TX DL CLASS: A 

VEH SEARCH: [J YES 0 NO REASON FOR STOP: []WARN 0CITATION (]INSPECTION CONTRABAND LOCATED: []YES 0NO 
... ~---------~--~---~----~--- ----··-- ------------------------------------------- --.-------- ----------------------·- ... ------------------

SIGNATURE: 

[J I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: 

PHONE: 

ADDRESS: TX 

SEAL #'S REMOVED: 
~~~----,----~-

llllllllllllllllllllllllllllllllllllllllllllll 

X 00 00 

GROSS WEIGHT: GROUP WEIGHT: 

--~-- ---------------·. -·-

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to authorJ.ty contaJ.ned 1n TRC Chapter-644I hereb-Ydeclaie 11 0ut 10 DRIVER PuisUanE-toauthOr-itY COi1faJ.nect-lr1pOS!SISPOSITIONS ---

of Service" the veh1cle/s w1th defects followed by 11 YES" 1n the out of Serv1ce 1 TRC Chapter 644 I hereby not1fy and lA. Repa1red at Scene I 
column of th1s report. No person shall remove the out of serv1ce st1ckers declare the dr1ver named on th1s report IObta1ned Oper. Auth 
appl1ed to these veh1cles or operate such veh1cles unt1l the out of serv1ce 1 Out of Serv1ce. No motor carr1er shall B. Towed/Escorted to 
defects have been repa1red and the veh1cles have been restored to safe operat1ng I perm1t or requ1re dr1ver to dr1ve or Repa1r Serv1ce 
cond1t1on, or proper operatlng author1ty has been obta1ned. I operate any motor veh1cle unt1l D. Other 

SEE CONTINUATION SHEET' ___ fTROOPER-COMMENTS-;----- --- -- - - -: u. Ur•known 
----~---~~_1_-~------- --- ----~--- --- -· ---- -t -- --- - - - - -- --- !N. Dnver OOS 
D 1\ND A- YES' WEATHER C/D TRAFFIC MED. VEH FLAGGED DOWN FROM WB s LOOP E I I 
N SRD INTO PKLOT. ' X . 

'~~/ 
***NO VIOLATION NOTICED ON A LEVEL 2 SAFETY INSPECTION*** (t)I.-J :0 Log Book Exemption 

: -- COPY RECEIVED BY ! ------- --

INS.PECTED-BY~-----------------liDfREG-ION/DISTRIC-T/AREA ri~0~~iF:ri:olR~~~~}JfE{tfi"g> s¥-;::-~fi!<m:~ioMMi!.~~~~=--:-:==-=~= 
GARCIA, ROMMEL ------ __ i_ 2v=-~~~56 ~-_9 v " --','B_RA _____ K .. E_s--I--N·s·P--E--cTE_D_ av: ·r·-- -r cHARGES FTLEDB¥:- ! , 
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Ill I Ill 

(Rev 08105) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY. 

DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 

I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE ·ouT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED 

SIGNATURE OF REPAIRMAN I NAME OF SHOP (GARAGE) I REPAIR WORK COMPLETED 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
1 CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS 

~AT~RIER OFFICAL TITLE DATE 

~ )·~ t+~£ JVlfo-~ 1-28--zooq 
ATTENTION DRIVER 

ATTENTION DRIVER 

Th1s report must be fum1shed to the motor earner whose name appears on th1s report 

TRC Chapter 644, Rev1sed Statutes, requ1res the Motor Carner to execute the above cert1f1cat1on 

and return this report to MOTOR CARRIER BUREAU 
TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773·0521 

IMPORTANT MESSAGES 

Any enforcement act1ons taken agamst you and any subsequent court act1ons are mtended to secure compliance with the traff1c laws and 
all other users of the highways Failure to comply With your wntten prom1se to appear 1n court as made on th1s crtat1on will constitute a 
separate offense wrth wh1ch you may be charged and result 1n warrants be1ng 1ssued for your arrest Failure to appear 10 court or failure to 
sat1sfy a Judgement ordenng payment of a f1ne and cost 1n the manner ordered by the court may result 1n the demal of renewal of your 
dnver's license 

A second or subsequent conv1ct1on of failure to ma1ntam fmanc1al respons1b1hty will result 1n the suspens1on of your dnver's license and 
motor vehicle registration unless you file and ma1nta1n proof of f1nanc1al respons1bll1ty w1th the Department of Public Safety for two (2) years 
from the date of conv1ct1on The Department may wa1ve the reqUirement to f1le proof of fmanc1al respons1bJ11ty If you file satisfactory 
ev1dence with the Department showmg that at the t1me thiS c1tat1on was 1ssued the vehicle was covered by a hab1hty 1nsurance policy or that 
you were otherwise exempt from the reqUirements to provide evidence of f1nanc1al respons1bllty · 

You may be able to reqUJre that th1s charge be d1sm1ssed by successfully completing a dnv1ng safety course or a motorcycle operator 
tra1mng course You w111 lose that nght 1f, on or before your appearance date, you do not prov1de the court w1th not1ce of your request to 
take the course Th1s article does not apply to an offense committed by a person who holds a commercial dnver's license 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under the 
Driver Responsibility Program." 
A request tor an out-of-service rev1ew, regarding operatmg authorrty, must be made m wnt1ng and forwarded to the manager of the Motor 
Carner Bureau If requested, a rev1ew w111 be scheduled and conducted by the manager of the Motor Carner Bureau or the director's 
des1gnee w1th1n 10 days of the Issuance of the out-of-serv1ce order A request for rev1ew should be addressed to the Texas Department 
of Public Safety, Motor Carner Bureau, P 0 Box 4087, Aust1n, TX 78773·0521 or may be sent by facs1m11e transm1ss1on to 
(512)424-5712 or v1a electromc mall at MotorCarnerBureau@txdps state tx us The Department may conduct the rev1ew by telephone 
conference call 

To obtam a TXDOT Motor Carner Insurance Cert1f1cate or S1ngle State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or v1srt the1r website at www dot state tx us 

To obta1n a USDOT Number contact the Federal Motor Carner Safety Adm1mstrat1on at 1-800-832-5660 or vtsrt their website at 
www tmcsa dot qovlfactsflqs/formspubs htm 

To obtain IFTA 1nformat1on contact the State of Texas Comptrollers Office at 1-800-252-1383 or VISit their webs1te at 
www wmdow state tx us/taxmfo/fuelsllfta html 
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(b) (6)
(b) (6)(b) (6)

H.:-•·ris County Precinct Four Constable's Office - Citation Violator Copy 

Citation Number:04- A6113720 Date and Time of Offense: 01152009 at 14:26 PM 

Defendant: 

DOB: 

Offense Title(s):OBSCURED LICENSE PLATE ----

Location of Offense: 13500 HARDY TOLL ROAD -- Speed Limit: Alleged Speed: 

Vehicle: 08 RED TR PTRB License: R88038 State: TX ._ 
You are notified to appear at JP Court i-1 on 05282009 at 09:00AM to make arrangements to resolve the charges alleged by this 
citation. THIS IS NOT A TRIAL DATE. Please allow 7 days for processing before attempting to resolve this citation with the court. If you fail to 
appear in court as provided by law for the prosecution of an offense or if you fail to pay or satisfy a judgment ordering the payment of a fine 
and cost in the manner ordered by the court you may be denied renewal of your driver's license. 

CourtLocations: JU-~ ~)t'l( 
--:Jl> 4-1 6831 Cypresswood Dr., Spring, Texas 77379 ·Phone (281)376-5512 ..--- JP 3-1 14350 Wallisville Rd., Houston, Tx 77015- Phone (713)450-2409 

JP 4-2 7900 Will Clayton Pkwy, Humble, Texas 77338 -Phone (281)446-7191 

Deputy: J. ROSE PID Number:04361 Unit Number:84T10 

EPAH0042001183 



CES ENVIRONMENTAL SERVICES, INC. 
4904 GRIGGS ROAD 

HOUSTON, TEXAS 77021 
(713) 676-1460 

BANK OF AMERICA, NA 
35-211130 

46396 

7/29/2009 

PAY TO THE __ J_u_dg_e_A_d_a_m_s ______________________ .:__ _ __jj $ **85.00 
ORDER OF . 

Eighty-Five and 00/1 00****************************************************************************************************** 
---------------------------------------DOLLARS ffi 

Judge Adams 
6831 Cypresswood Dr. 
Spring, TX 77379 

Obscured license plate 

CES ENVIRONMENTAL SERVICES, INC. 
Judge Adams 

Date Type Reference 
7/29/2009 Bill 04-A6113720 

CES Environmental S Obscured license plate 

Original Amt. 
85.00 

7/29/2009 
Balance Due Discount 

85.00 
Check Amount 

46396 

Payment 
85.00 
85.00 

85.00 

EPAH0042001184 
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TCLP Semi-Volatiles 

Required Forms 

Updated Waste Analysis Plan, if any. 

If you have already submitted your profile renewal, please disregard this notice. However, if you have any 
questions regarding the renewal or re-certification process, please contact our Technical service team at 800-
WMDisposal or 800-963-4776. 

Thank you for your business. 
Waste Management ofTexas 

2 
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(b) (6)

_. ,_.IENT/C9~fU!~~¥feE'~EME'N'I' 
City of Pasadena Municipal Court (713) 475-5562 

1001A East Shaw Pasadena, Texas 77506 

Name: HERNANDEZ, JOSEPH PATRICK Date of Birth: 

Case No. 1548228 1596310 
Amount: $620.00 

1 TIME PAYMENT. I request time payment of the above fines and costs. I represent that I am able to pay 
the total of fines and costs in full as follows: 

C. I agree to pay $150.00 on 06/18/2009 and the sum of $118.00 every 30 days thereafter 
until the fines and costs are paid in full. 

I understand that a $25.00 State fee will be added to each case for which the fine and costs are not fully paid within 
30 days of the court date. 

COMMUNITY SERVICE- Hours. I have failed to pay previously assessed fine(s) and 
costs or I have in ufficient resources or income to pay a fine or costs. I am, therefore, requesti9g that I be allowed to 
discharge my obligations · mm.unity service. I understand thatLwill4'e'c'ei\1e'$I6b.oo credit against fines 
and costs for each eight (8) hours of community servt" _, . ~m.tl_'2fdiat I may pay the fines and costs at any time. 
Unless otherwise instructed, I agree to ree~,JP...@Eir STREETS T A~€~.Red.Bluif .... P..9.~£~,der.a, Texas 
77506 (713) 472-6262 not lat~tf"Y:M. on the next work day following the date I sign this form. 

I understand that the agreement that I have made above can be varied only with the written approval of the court 
and I must appear in person to request such modification. 

FAILURE OR REFUSAL TO PAY OR DISCHARGE THE FINES AND COSTS IN THE MANNER PROVIDED 
HEREIN MAY RESULT IN MY CONFINEMENT UNTIL SUCH TIME AS THE FINES AND COSTS HAVE BEEN 
SATISFIED ACCORDING TO LAW. ACCEPTANCE OF AN AMOUNT THAT IS LESS THAN THAT SPECIIFED 
WILL NOT CONSTITUTE A MODIFICATION OR WAIVER OF THE TERMS HEREIN. ADDITIONALLY, NO 
FORBEARANCE BY THE COURT IN ENFORCEMENT OF THIS AGREEMENT WILL CONSTITUTE A 
MODIFICATION OR WAIVER OF THE TERMS HEREOF. 

Date: ,ii!N ] 8 2009 Phone# _____ _ 
Defendants Signature 

Address Printed Name 

City Zipcode 
ORDER 

The Court, having considered the foregoing request for deferred payment or community service is of the opinion that it 
should be granted in accordance with the terms and co "tions ~t forth above. It is so ORDERED. 

·~~ 
Dattj'UN 1 S 2009 

Clerk. 

EPAH0042001187 



Date Paid Balance 
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PAYMENT INFORMATION 

Monday- Friday 
7:45-4:45 pm 

Closed on weekends! 

Cash, Credit and Debit Cards (Visa or Master) 
Cardholder must be present with ID or DL. 

Personal Checks, Money Orders, Cashiers Checks 
Make Payable to: City of Pasadena 

MAILING ADDRESS: 
Pasadena Municipal Court 

P .0. Box 1575 · 
Pasadena, TX 77501-1575 

After hours payment may be placed in the night drop box located 
to the left of the exit door of the Municipal Court at 

1001 East Shaw Ave. 

NEVER DEPOSIT CASH 

Please write your case/cause#, name, DL or ID#, and DOB on all 
Money Orders or Cashiers Checks. 

*To avoid any penalties, mail payments at least 5 
days before due date* 

EPAH0042001189 



INFORMACION DE PAGO 

Lunes - Viernes 
7:45am-4:45pm 

Cerrado los fines de semana! 

Dinero en efectivo, tarjetas de credito y debito (Visa 0 Master) 
Del titular de Ia tarjeta debe estar presente con su indeti/icacion. 

Cheques personales, giros postales, cheques de gerencia. 
Haga el Pago a: City of Pasadena 

ENVIO DE DIRECCION 
Pasadena Municipal Court 

P.O. Box 1575 
Pasadena, TX 77501-1575 

Fuera de horario el pago puede ser colocado en Ia caja de buson 
Localizada a Ia izquierda de Ia puerta de salida de Ia Corte 

Municipal de 1001 East Shaw Ave. 

NUNCA DEPOSITE DINERO EFECTIVO 

Por favor escriba su numero e su caso/causa#, nombre, DL or ID#, 
y fecha de nacimiento en todos los Giros Postales o Cheques de 

Gerencia. 

*Para evitar cualquier multa, en vie su pagos al me nos 5 dias 
antes de vencimiento 

EPAH0042001190 
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ISEDE245489600001 CVE-3 (Rev. 12/03) 

TX091S0EDE01 TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0 151818 LEVEL 

0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

COM. VEH. 16 PASS. FOR HIRE 0 0 
0 ACCIDENT 0 16 PASS. NOT FOR HIRE 

0 COL 0 SCHEDULE 0 CHARTER 

DATE: 03/05/2009 TIME: 9:15 AM 

Lessee/Me: 

SP PROG: 0 
------- 0 

COUNTY: CHAMBERS 

CONSTRUCTION ZONE 
INTERSTATE [] YES 0 NO 
INTRASTATE [] OCCUPIED 

0FIXED QROADSIDE 

SCALE 
HOUSE 2A50l ------

HWY: (1) IH-0010 IN CHAMBERS CO. (797-831) 

USDOT#: 

0 ALCH [] DS 

0 SW [] TE 

MP#: 915 

869392 ---------
Add/City/St!Zip: ------------------------------------------------------- ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 -----------------------------

Operator: ___ JO_S_E_P_H_P_A_TR_I_CK_H_E_RN_AND __ E_z ______________ RACE/SEX: UM DOB:  MED CARD: 

Add/City/St/Zip:  DL CLASS: A 

VEH SEARCH: 0 YES REASON FOR STOP: [JWARN QCITATION []INSPECTION 
--------'=-------=----------- DYES 0No 

----------------------='------=--
CONTRABAND LOCATED: 

TYPE OF SEARCH:(] CONSENT []PC 0 INC. TO ARREST QINVENTORY TYPE OF CONTRABAND: []DRUGS QWEAPONS []CURRENCY QOTHER 
-----------=----llffl!. \im!I~~~~J]!'-:-!11J!If:'i1)!-.Ti1'lgr ... cw .... ~-~!Wl]Jt~g0. i\:\:~1'\;!gy~jt;0~ilt:Jirl-=----------- ----------

1 TR CHEV TX 1GBE4D1173F515012 

X 
2 ST AMEM TX 17YGN4025YB020957j 

llllllllllllllllllllllllllllllllllllllllllllll 
I--- SIGNATURE: 

(] I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X(6640)--0(10040)--00(17080) 

0 COPY RECEIVED BY GROSS WEIGHT: 33,760 GROUP WEIGHT: 

~Y~O~U~AR~E~H~E~R~E~B~Y~N~OT~IF~I~E~D~T~O~A~P~PE~AR~----------------------------------------------r,L~O~A!~D DISP: 

0 

JUDGE: COURT: 

PHONE: ON/BEFORE 

TX 

PCT . I PLACE : 

AT 

¥ERMrr-#:---k--------------------------------

~-~T_~l !6oo~~----=~LvwR-h 1 -~ 
RG WT #2)24ooo iGVWR lt2 j_ ADDRESS: 

~S-E_A_L~#~'~S~R~E~M~O~V=E~D~:---------,~~E~P~T~.~S~E~A~L~#~;~I~N~s=T~A~L~L~E~D~------~V~S~A~D~E~~~L~-~T=T~-f~C;v=s~A~D~E=C~A~L-~-~~~~~~~--- -----

1 I ---j--------------~-==---~~~,~~--l~-~-==~-~===~-------------~------------~----------~---------------L---T-----------T---------------L- ! I 
\NONE CONSIGNOR: CES ENVIROMENTAL \CONSIGNEE: CES ENVIROMENTAL 

~----------~-----------------------r---------r------------------~---t----
OIL FIELD EQIPMENT ORIGIN: HOUSTON ___L TX !DESTINATION: PORT AURTHOR 

-- ______ _1__----r)H"'M--,---,;c"'A'"'TE"'G""'o"'R--vY"')Cvo"'D"E-roRQ;v?,--. li.iiHw'-"?". --T.p"'LA""'c""ARo.D"'s""RE""Q0?"~H-;;Y:;:D:--~.[ H--;;Y--;;D;;:-;:E::L-;E~c=e;;-;LEC 1 1 f'ILLEGED SPEED 

INA I [J F --- f___ b-isPEED-LIMIT --r-----l 

I SPEC. TANK AX 1 AX 2 AX 3 AX 4 AX 5 AX 6 AX 7 AX 8 MDAR CAL 
L HYD HYD ELEC ELEC I . I 

i I I 
~==~~~~~~~~~~~~o~osCTpmo"'s~T~--------------~----~--~V~I~O~L~A~T~IO~N~~S~D~l~S~C~O~V~E~R~E~D--~--~------- -----~--------~ 

DISP Accr-----~D~R~IVuErrRn:~P~L-,-EA~S~E~C~O~MrrPL~Y~W~I~TuH'D"I~R~E~C~TTI~ON~SocowN~BA~C~K~S~)~·D~E~O~F"T~H'"I~S~FO~RnM'--------------------1 

SHIPPING #: 

COMMODITY: 

TICKET VIOL. CITE #Unit oos 
No. YIN 

393.4,3 1 Yes A [BRAKES NOT PROTECTED IN ~SE OF BREAKAWAY BREAKAWAy·_ NO: CONNECTED TO TRUCK 

1 

393.95(c) 1 1-----+--;;=-;;-;=-:c~+.-+---+---+--t;;;:-;;;:;;-;;-;;;;;-==;-::---w:=------------------------------------------------------
NO SPARE FUSES - NONE 

393.95(a) 2 l-------f--;;~~~~4-~T----t---+--tF~:I~RE~E~X~T~I~NG~U~I~S~HE~R~V~I~OLA~T~I~O~N--~N~ONE~-------------------------------------------

391:45(b) D EXPIRED MEDICAL EXAMINERS CERTIFICATE - 3/3/09 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

W'r VEHICLE Pursuant to authorTEY~COnta1fied in TRC Chapter 644 I hereby declare 11 0Ut 0 DRIVER Pursuant to author~ty conta1ned 1n ~DISPOSITIONS 
...-..of Service" the vehicle/.s 1t1ith defects followed by "YES 11 in the Out of Service TRC Chapter 644 I hereby notify and iA. Repaired at Scene 1 

column of this report. No person shall remove the out of service stickers declare the driver named on this report !Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

~--CONTINUATION ~EE-::__[_~OOP~~MMEN-:_s_:_ _____ ~---------~- ;'---------~--------- _____ . _____ _!~: g~t~~;noos 
T-Y I I 
VIN  i, X 0\_1 I J. fl. ' 

· C:::::.fi''r~ ) 0 L~~-- B~~k Exemptio;-

i --- COPY RECEIVED B·;;y,_.,....------------1-'-----------
---------------------------,--,-------------------~----------~--------- ---------------
INSPECTED BY: liD/REGION/DISTRICT/AREA pME COMPLETED ~f{_~-~~-:!'~PAf{__§_[)___§Y: __ ~Eason -----------------
A EASON l_____09098 2 A 04 _ __L 9:40AM ___ REFERRAL ID D Alvarado 
'-'c=HA=RG"'E"'S~F"'I--.-L"'E~D-;B"'Y-.c:-r-1------ -~KES INSPECTED B"'Y":·--t-og_o_g_s_

2
_A_0_4 _____ ·-~ ---------

EPAH0042001192 

(b) (6) (b) (6)
(b) (6)

(b) (6)

(b) 
(6)



IIIII II II II 

(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa.dot.gov/factsfigslformspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us!taxinfo!fuels!ifta.html. 

EPAH0042001193 



ISEDS245498700007 CVE-3 (Rev. 12/031 

TX094B0EDS05 
[] 9 - 15 PASS. FOR HIRE 

[] 16 PASS. FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT c p # : Q 
151818 

LEVEL 

CONSTRUCTION ZONE 

0 ARREST TKT 

0 COM. VEH. 

[] ACCIDENT 

0 CDL 

[] 16 PASS. NOT FOR HIRE 

[] SCHEDULE [] CHARTER 

SP PROG: ~ 

0 
INTERSTATE [] YES ~ NO 

INTRASTATE 0 OCCUPIED 

~FIXED (]ROADSIDE 

SCALE 
HOUSE 2A502 

[] ALCH [] OS 

0 SW 0 TE 
DATE: TIME : 7 : 30PM COUNTY: CHAMBERS HWY: (:!:>_ IH-0010 IN CHAMBERS _C(): _ (_~~7:::_8_31_L ___ MP#: 815 

Lessee/MC: US DOT#: 869392 

Add/City/St/Zip: ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 
-------·-------- ----~---------------- --~--------------- ---------- ---~---- -~----·- ----- PHONE#: 7136761460 

Operator: IRVIN LYNN WOODARD RACE/SEX: WM DOB:  MED CARD: 7-3-09 

Add/CitY I St I Zip:  __________________________ _ DL #: _~!_______ ST: __ T~{__ DL CLASS: A 

VEH SEARCH:~~---~ NO_ 

TYPE OF SEJ_'~<;_H:[]~-~~s~~T [Jrc 

REASON FOR STOP: []WARN []CITATION []INSPECTION CONTRABAND LOCATED: [)YES ~NO 
-------------------------------------·--------------~-- -----~--------------·-------------------- ----- -------

[)OTHER 

1111111111111111111 II I IIIII II 11111111111111111 
SIGNATURE: 

6ai HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X(l6600)--00(38600) 

6a COPY RECEIVED BY GROSS WEIGHT: 55,2QQ GROUP WEIGHT: 

ry:;;oo;U;-;AR-;;-;::E-H;-;:E;::R;::E;::B::-:Y~N::::O:::T~IF:::I~E~D::-::T:-::0:-::-A-;:P:-;::PE:::A::-:R::-------------------------,LOAD DISP:" ! 

JUDGE : RANDALL VANDEVENTER COURT:JP 

PHONE: (409) 267-8_249 ON/BEFORE Fri, 19-June-2009 

ADDRESS: P. 0. BOX 971 ANAHUAC TX 77514 

PCT./PUI.CE: 2/1 

AT 04:00:00PM 

PERMIT #: 
RG wi #i i6600o

RG WT #2 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

-iGVWR- #i 

!GvwR#2 

0 

0 VEHICLE Pursuant to autfiOrl..tYC:onta~ned~n-TRc-chapfer_. __ 6if4--I~eby· aecrare--·'OUtrODRIVERPUrsuant-to-·2iiifhOiTtYContaTn-ecr-iri -iOOSDTSPOSfTIONS-- ·---
of Service" the vehicle/s with defects followed by "YES" in the Out of Service l TRC Chapter 644 I hereby notify and /A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers i declare the driver named on this report )Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service ) Out of Service. No motor carrier shall :B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating 1 permit or require driver to drive or !Repair Service 
condition, or proper operating authority has been obtained. l operate any motor vehicle until )D. Other 

SEE CONTINUATION SHEET ]TROOPER- COMMEN':i'S": ________________________________ ____, JU. Unknown 

1----------I-'---------------~--------------·-----·--··-- _____ _[__ ---iN· Driver OOS 
TESTING-YES VIN 2813 ~ I 

iX WiJoU i- -·-!_P __ ~-~-g- Book Exemption 

l COPY RECEIVED B"'Y---------__ '-- -·-····--- --------···-·--- ____ _ 
--Ti67F.E"croNioisiR.rc:TiAREA-- ~ii~ii cciMP"iE:T"E:nii£:Pofir PREPAR"Eo s¥; ~J _Hogp~~--- _________ _ 

["JI!~-p-;;--o·4-32_9l2_i_o~43~~-~-~?~- ·· -L 7- =-4-~~----- ·-j~~~!~s!;ct~o~~?-: ~-- --- · -- -------------------~~-- -------
INSPECTED BY: 

J HOOPER 

CHARGES FILED BY: 

EPAH0042001194 

(b) (6)
(b) (6)

(
b
) 
(
6
)

(b) (6) (b) (6)



ISEDS245498700007 " CVE-3 (Rev. 12/031 

TX094B0EDS05 TXDPS COMMERCIAL VEHICLE ENFORCEMENT c p # : Q 
151818 

0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

LEVEL 

0 COM. VEH. 0 
0 ACCIDENT 0 
0 CDL 0 

DATE: 

Lessee/MC: 

Add/City/St/Zip: 

16 PASS. FOR HIRE 

16 PASS. NOT FOR HIRE 

SCHEDULE 0 CHARTER 

TIME: 7:30PM 

SP PROG: 0 
D 

COUNTY: CHAMBERS 

OWNER: CES ENVIRONMENTAL SERVICES INC 

INTSRSTATE 

INTHASTATE 

CONSTRUCTION ZONE 

0 YES liJ NO 
[] OCCUPIED 

~FIXED [)ROADSIDE 

SCALE 
HOUSE 2A502 

0 FI.LCH 0 DS 

~ SW [] TE 

HWY: (l) IH-0010 ~~ _C~ERS G_O. (_~97_-_~:'jl:L ___ MP#:. 815 

US DOT#: 869392 

ICC/MC#: 400234 

TXDOT#; 005516524C 

PHONE#: 7136761460 

Operator: IRVIN LYNN WOODARD RACE/SEX: WM DOB:  MED CARD: 7-3-09 

Add/City/St/Zip: _OJ)____________________ _ DL #:  ST: _']:}{_ DL CLASS: A 

VEH SEARCH: [] YES 0 NO REASON FOR STOP: []WARN []CITATION []INSPECTION 

[]OTHER 

X 1111111111111111111111111111111111111111111111 
SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X(16600)--00(38600) 

0 COPY RECEIVED BY 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: RANDALL VANDEVENTER 

GROSS WEIGHT: 

COURT: JP 

PHONE: (409) 267-8249 ON/BEFORE Fri, 19-June-2009 

ADDRESS: P. 0. BOX 971 ANAHUAC TX 77514 

55,200 

PCT. /PLACE: 2/1 

AT 04:00:00PM 

GROUP WEIGHT: 

LOAD DISP: 

Psru.iri·JI: 
RG WT #1 -~66ooo

RG WT 

0 

__ , - ··-- -~-- -
iGVWR 

!CVSA DECAL-S'!' DECAL-ST 

i CONSIGNEE: -- -~CES 
--1--------·----------L--------- .,.-

Tx 1 DESTINATION: !HousTON 1 TX 

/ALLEGED -srE:-fDT -- -- _t_ 

e ·lsf'~E:-~- ~IMI'f"] --
-- ;RADAR CAL • · 

! 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
~ 0 VEHICLE Pursuant -"tO-authorTtYCOnt-arnea-rn·TRC -·cnapter07f4--f---nereby-a:ecrare·---.-routTCJ-DfffVERPUTSu-ant·· EO ··ai.lfhOrrtyCOntarnecrTii--rr

1

oOS"f>ISP6Sf'YtbNS ____ --- ---
of Service" the vehicle/s with defects followed by "YES" in the Out of Service I TRC Chapter 644 I hereby notify and A. Repaired at scene ; 
column of this report. No person shall remove the out of service stickers ! declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service 1 Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired ~nd the ve~icles have been ... 7estored to safe ope .. rat. ing j permit or require dri~er to d~ive or !Repair Service 
condition, or proper ~erat~n<~L_-~~ti:9_r~ty ~~~--?~~E~5:~~~_:ne~-"-----~-- ~----~ operate any motor veh~cle unt1l !D. Other 

SEE_ CONT.:_NUATION SHEE~r~ROOPER COMMEN!~------- ___ _______ _ __ ------~-- ____ _______ _ _ _ _ __ _ _ __ ___ ____ -~~: ~~~~~;n 
005 

TESTING-YES VIN  .; i 

!XPWM ,:;;---------~t::[i~~gs~~k~E~,;rn~ti~~~ 
COPY RECEIVED BY 

INSPECTED BY: ----"/ID/REGION/DISTRiCT/AREA ~IME COMPLETED 'f{EPORT PREPARED §Y: __ iJ __ Ho_ol"§!_f__ 

~H:~:E:rLED'~a'"'"y ,~.-J_H_o_o_p;~-o4-32_91i._i_o~4-3_2_9___3_~ 06 L ~=--4~:'_M ___ · jB~;~;~~s~~ct£o-sY: -~ ---

_____ j_·--··------~~ 

EPAH0042001195 

(
b
) 
(
6
)

(b) (6)
(b) (6)

(b) (6) (b) (6)

(b) 
(6)



' ~· 

PMC OB· 6 Q 4 7 4 0 
Case #__;,. _____ __.;;__;......:,·•· Offense Date 

EPAH0042001196 

(b) (6) (b) (6)

(b) (6)

(b) (6)

(b) (6)



ISEDD245489600002 

TX091S0EDD02 
till _ARREST TKT 

till COH. VEH. 

0 ACCIDENT 

till CDL 

9 - 15 PASS. FOR HIRE 

16 PASS. fOR HIRE 

[J 16 PASS. NOT FOR HIRE 

[) SCHEDULE (] CHARTER 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT 

CONSTRUCTION ZONE 
SP PROG: lij INTERSTATE YES 0 NO 

0 !IITRASTATE OCCUPIED 

CVE-3 (Rev. 12/031 

lijli'IXED Q<OADSIDE 
0 ALCil 0 DS 

D SW 0 TE 
SC'\LE 
HOUSE 2A501 

DATE: 03/05[_~Q09 __ TIME: COUNl'Y: C~~~---··-

Lessee/MC: CES Sl!:E.V!CES INC 

HWY: ~)~:I:li::.<l_tg...Q __ ~~~~...Jl:~.7:.S3l} --··- MPff: ..•. 815 

------~-.. ---·-----·- USDdT# i !~~~~--------
Add/City/St/Zip: 4904 GRIGGS ROAD HOUSTON, TX 

ICC/HC#: _4 __ 0~_0;•~2 .. _3~4----·-· 
TXDOT#: 0055:L6521lC 

7136761460 

Operator: 2/7/10 ---
Add/City /St/ Zip: ____ _ 

REASON FOR STOP: 

SIGNATURE: 

till I HEREBY PROMISE TO Al?!?EAR AT THE Til·lE AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 

· NOT A PLEA OF GUILTY) X(l0500)--00(33300)--00(34300) 
~COPY RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NO'r1FIED TO APPEAR 

JtJ!JGE: RANDAL!. VANDEVENTER COURT: Jl? 

!?HONE: (409} 2~7-8249 ON/BEFORE 'fuu, 26-March-2009 

ADDRESS: l?. 0. 

INSPECTED BY: 

D ALVARA!JO 

78,100 

!?CT .I PL.l\CE: 2/l 

AT lO:OO.:OOAM 

GROUP WEIGHT: 0 

EPAH0042001197 

(b) (6) (b) (6)

(b) (6)

(b) (6) (b) (6)

(b) 
(6)



(Rev. 8/05) 

This. report must be fum!sl1ed to the motor canierwhose name appears on jhis report 

HA,,Jr<>f'•r> Statutes, requires the Motor Carrier to eXElcute 
. MOTOR OARRIEf'!; BUREAU 

TEXAS DEPARTMENT OF PUBUb 
POB0:X4087 
AU$TIN n< 78773-0521 

certification 

at 

EPAH0042001198 
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I'SEDD245489600002 CVE-3 (Rev. 12/03) 

~ ARREST TKT [] 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0151818 LEVEL 

l 1 I 
TX091S0EDD02 

9 - 15 PASS. FOR HIRE 

16 PASS. FOR HIRE CONSTRUCTION ZONE ~ COM. VEH. [] 

[] ACCIDENT [] 16 PASS. NOT FOR HIRE SP PROG: 0 
~ CDL [] SCHEDULE []CHARTER 0 

--~---~~~ 

INTERSTATE [] YES ~NO 
INTRASTATE 0 OCCUPIED 

~FIXED (]ROADSIDE 

SCALE 
HOUSE 2A501 

[] 

D 
ALCH [] DS 

sw D TE 
-~----~ 

DATE: 03/05/2009 TIME: 10:25 AM COUNTY: CHAMBERS HWY: !_!l~_l:f!:-0010 IN CHAMBERS CO. (797-831) MP#: 815 

Lessee/MC: CES ENVIRONMENTAL SERVICE~S_I_N_~C--------------~-~~-~ ---~~ ~~-~-----~----~ 
Add/City/St/Zip: 4904 GRIGGS ROAD HOUSTON, TX 77021 

----~----------- ~----~~ ~----·~ .. ·----~--

OWNER: CES ENVIRONMENTAL SERVICES INC 

USDOT#: 869392 

ICC/MC#: 400234 

TXDOT#: 005516524C 
--------

ADD/CITY/ST/ZIP:4904 GRIGGS ROAD HOUSTON, TX 77021 PHONE#: 7136761460 

Operator: CHARLES B SITTIG RACE/SEX: WM DOB:  MED CARD: 2/7/10 

DL #:  ST: TX DL CLASS: A 

VEH SEARCH: [] YES REASON FOR STOP: []WARN []CITATION []INSPECTION CONTRABAND LOCATED: []YES 

TYPE OF SEARCH:[] CONSENT []PC 

IIIII II 111111111111111111 II II I II 11111111111111 
SIGNATURE: 

~ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY 

YOU ARE HEREBY NOTIFIED TO APPEAR 

X(lOS00)--00(33300)--00(34300) 
GROSS WEIGHT: 78,100 GROUP WEIGHT: 

LOAD DISP: 

JUDGE : RANDALL VANDEVENTER COURT:JP PCT. /PLACE: 2/1 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

0 

-~ 

~VEHICLE Pursuant to author~ty contained in TRC Ch.3.pter 644 I herebiCfeC1are 11 0ti~D DRIVER Pursuant tOau-fhOrity--COntained l:n--fQOS- DISI?6SITIO_NS __ 
.._. of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene 

column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service . Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating~ permit or require driver to drive or Repair Service 
condition, or proper operati?g authority has been obtained. · operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET ' -[TROOPER COMMENTS: ---------~---·--- U. Unknown 
----------~-~--_)_~~-~ ~'-----~---- ---~-~--~-~-~~- ----~-~---~------!--- .. --------~--~ .. ·------ -~-- -~-~---~ ___ ~~----~-- N. On ver OOS 

T-Y, VIN-1671 f_lljf!, Je.:..-o,\ 1,,...s~~'''"·1 "·~" 00:$ re.?·'l>::> i-"f.?rl? 0~?\e~.,,· .. X rfl n itl'· Q. -.J.J k-----~--~--
~ \l.) ~ 10 Log Boo~emp~_:':'.:_ 
COPY RECEIVED B'~Y~----------------r.~-----

INSPECTED BY: --liil/P:E:C;roN/ol:siP:.i:cT /AREA PME coM-PLETso~j!3_E;jo-P::f:~£l'z_~_io&I':QJ3"i~-~ !o--i\1~~-r-a-~d~o~_ --~-----~----=-- -~ 
D ALVARADO . 11479 2 A 04 j11: 20AM I REfERRAL ID i 
CHARGES tiLED BY: jD Alvar~doli4~9 z-A04 ______ -~ --~L ___ -------~iBRAKES-:t0s!?E:cTED-BY:-~~ll4792J\Q4-~---~---~--

EPAH0042001200 

(b) (6)
(b) (6)

(b) (6)

(b) (6) (b) (6)

(b) 
(6)



Ill Ill II I I 

(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

~e~ PAct:rs 
DATE: I TIME: .s ll&/) 3-to-04 "' ~lf¥) 

MOTOR CARRIER CERTIFiCATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATiONS INSOFAR AS 
THEY ARE APPLiCABLE TO MOTOR CARRIERS AND DRIVERS. 

})NATU~O'r TITLE: DATE: 

J~L _}v~J' tlSE rf) C'lV:\.£}&'- 3 ~6~o q 
ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRiVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license . 

.. A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within i 0 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT lv'lotor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. govltactsfigs!formspubs. htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window state. tx. us!taxinfo/fuels/ifta.html. 
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CVE-3 (Rev. 12/03) 

TX09109DCF01 LEVEL 
HOUSTON POLICE DEPARTMENT CP#:0151818 

0 ARREST TKT 
0 COM. VEH. 
0 ACCIDENT 
0 CDL 

0 9 - 15 PASS. FOR HIRE 
0 16 PASS. FOR HIRE 
0 16 PASS. NOT FOR HIRE 

0 SCHEDULE 0 CHARTER 

03/03/2009 TIME: 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE 0 YES 0 NO 

[] INTRASTATE [] OCCUPIED 

QFIXED 0ROADSIDE 

SCALE 
HOUSE 

0 ALCH 0 DS 

D SW [] TE 

DATE: HWY: (1) IH-0010 IN HARRIS co. (742· M.P.#: 7:25 AM COUNTY: _HARR=---=cicoS _____ _ 
----

LESSEE/MC: USDOT#: 0869392 

ADD/CITY/ST/ZIP: ICC/MC#: 400234 

OWNER: CES ENVIRONMENTAL SERVICES INC TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: 4904 GRIGGS ROAD HOU_S_TO_N ___ TX ____ 7_7_0_2_1 ____________________ __ 
·-------- PHONE#: 7136761460 

RACE/SEX: BM DOB:  MED CARD: 04/18/2010 --OPERATOR: PRESTON SANDERS 

ADD/CITY/ST/ZIP:  DL #: OUSTON ST: TX DL CLASS: A -- --
VEH SEARCH: 0 YES REASON FOR STOP: []WARN OciTATION []INSPECTION CONTRABAND LOCATED: DYES 

TYPE OF SEARCH: 0 CONSENT []PC 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: QDRUGS QWEAPONS OcuRRENCY OoTHER 

11./J':II IT;, ;;eye~·, J J.l\tffiKE : ::n~,~Q!I:} ;; ' ·.· ·l:PJ:AJcl=':;;;1~"1 tt~;'f:C. 
1 TI I_ PTRB 295 TX 

X 
2 ST I OTHR 27f-- TX 

1111111111111111111111111111111111111111111111 

SIGNATURE: 

[] I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) J{ 00 00 

0 COPY RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: COURT: 

GROUP WEIGHT: 

LOAD DISP: 

PCT ./PLACE: PERMIT #: 

PHONE: ON/BEFORE AT RG WT#l-Foo (GVWR #i~-------

ADDRESS: TX RG WT #2 IGVWR #2 I 
,______,,..,..,......,..,~::-::------r.=:::-=7"'"'7.-:-::=~:-:::::::---=;;-;=~=--=;;-;=~;;;;;---d;-;-;=;-~;;;;;--__j_---r __ l__ _______ _ 
SEAL #'S REMOVED: (DEPT. SEAL #; INSTALLED VSA DECAL-TT fCVSA DECAL ST pvsA DECAL ST 

1 1 I 9842018 !9842019 I 
SHIPPING #: CONSIGNOR: CONSIGNEE: 

OUSTONH ____ ------- Tj{ D_E_S_T_I;:;-~;;;-,- HOU_S_T_O_N_"'"_~""'--=-"" _____ c:_ 
·-------'------,.f!Hc;;:M~C"'A"'T"'"EG"'o~R'"'Y-;-'['"'c·o~D=E--·j'E=R~Q~?--T.C[IH=w=?-'=P"'"LA~CA=cR=o"'s--=RE"'Q'""?~I-R-,..,0~3/-=c4C"r"00""'7=/""8-.-c-1-c1cc/4-c-r0=-=3-c/4+-1-c-J.,---~----.---"--- ELLEGE~ SPEED 

----------:EMPTY" _____________ _ 
COMMODITY: ORIGIN: 

~b~~"'"A-----t----_c_ __ _c_ _ _c_ ___ -;;::[J;;---II SPEED LIMIT -1-------J 

[=S~P~E~C~.~T~AN~K==~~AX~I1i1AX~]2~AX~i.3ftAX~~4!f~AX~~5~AX~i6~AX~J7crAX~J8~RA~D~AR~CC~ALL~.---l·-------------
IL 

1 1 1 1/4 1 1 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to authorl ty conta1.ned ~n TRC Chapter 644 I hereby dec.lare "Out 0 DRIVER Pursuant to author1 ty conta1ned 1n OOS DISPOSITIONS 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

stE:- CONTINUATION SHE~--!TROOPER COMMENTS:---··-------------- - --··------- u. Unknown 
~--------~~~~~·~~"~ _1~--~~~~~~~~~=-~=-~~~~~--------------+-------------------------------------~-N. Driver aas 
D AND A TESTING ( YES ) NO VIOLATIONS. GOOD JOB. VIIN # 1-

2V-071518 I 

 VIN # 2-  

I X COPY RECEIVED BY 

INSPECTED BY: -·rD/REGION/DISTRICTlAREA--ftiME -COMPLET~ 1~R~E~P~O~R~T~P~R~E~P~AR~E~D~B~Y~:--~P~E~RR~I~NL,_T=ARRE~~N~C~E~C~·--------------~ 
PERRIN, TARRENCE c. I 2V-071518 2 9 v I 8:09AM REFERRAL ID 
~C~HA~R~G~E~S~F~I'L~EnD-nBy~,-,~----------------~----------- BRAKES INSPECTED BY: 

0 Log Book Exemption 

-·-·----------------------·----·· 

EPAH0042001202 
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ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE TICKET BOX, INDICATES 
CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE 
DRIVERS COPY. DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
1 CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE OF THIS 
CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: tiME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
1 CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS BEEN TAKEN 
TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS THEY ARE APPLICABLE TO 
MOTOR CARRIERS AND DRIVERS. 

Sl'r'TUR~tz:FF:l TITLE: DATE: s- s---oq trS£ tVlvu~ &\ I c .oll'o. 1.. ./\. 

ATTENTION DRIVER: This 1report must be furnished to the motor tarrier whose name appears on this report. 
ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above 

certification and return this report to: MOTOR CARRIER BUREAU 
TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with 
the traffic laws and all other users of the highways. Failure to comply with your written promise to appear in court as 
made on this citation will constitute a separate offense with which you may be charged and result in warrants being 
issued for your arrest. The issuance of arrest warrants will make you subject to entry into the wanted persons file of 
this department. Failure to appear in court or failure to satisfy a judgement ordering payment of a fine and cost in the 
manner ordered by the court may result in the denial of renewal of your driver's license. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your 
driver's license and motor vehicle registration unless you file and maintain proof of financial responsibility with the 
Department of Public Safety for two (2) years from the date of conviction. The Department may waive the 
requirement to file proof of financial responsibility if you file satisfactory evidence with the Department showing that at 
the time this citation was issueq the vehicle was covered by a liability insurance policy or that you were otherwise 
exempt from the requirements to provide evidence of financial responsiblity. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a 
motorcycle operator training course. You will lose that right if, on or before your appearance date, you do not provide 
the court with notice of your request to take the course. This article does not apply to an offense committed by a 
person who holds a commercial driver's "license. 

A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the 
manager of the Motor Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the 
Motor Carrier Bureau or the director's designee within 10 days of the issuance of the out-of-service order. A request 
for review should be addressed to the Texas Department of Public Safety, Motor Carrier Bureau, P.O. Box 4087, 
Austin, TX 78773-0521 or may be sent by facsimile transmission to (512)424-5712 or via electronic mail at 
MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference call. 

To obtain a TXDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of 
Transportation at 1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their 
website at www.fmcsa.dot.gov/factsfigs/formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. usltaxinfolfuelslifta.html. 

CVE-3 (Rev. 01/04) 
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CI)"Y OF HOUSTON MUNICIPAL COURTS 
~00 Lubbock 0 8300 Mykawa* D 3203 S. Dairy Ashford" 

Pay or Resolve this Iipke! before your court date or YOU MUST APPEAR 
For other locations$~ page 4, call311 or (713) 837-0311, or visit WlN'vV.houstoncourts.org 

Ticket# 119797815 
Houston, TX 77002~1556 Houston, TX 77048 Houston, TX 77082 
7:00A.M. to 10:00 P.M. 8:00A.M.1o 5:00P.M. 8:00A.M. to5:00 P.M. 
Monday~Saturday 

D HPD North Commamf 
9455 W. Montgomery Rd: 

Monday- Friday lllllllllllllllllllllllllllllllllllllllllllllllllllllll 
Tuesday- Thursday 

Monday-Friday 

~~~O A;!;:1;l~!cr:L~,-:9JQ,.d 12 P.M. -1 P.M. First /-)/""'; 

Name. / ,.r-;;;:;;.,..,;/·,t:.;:;;',/tf: Name ,/ /~:-~·7··~/ .. ~/.~.·\.A.l §I.___ 

,...,..,..._  _., ., ,_ .... , .Veh ~.,-? -· ,;!? e:::or- .d-' -.. .... -~~ ~ .. ..-.;. ,~.··~ -·- Occ Occ 
Race ./ •. ::1 Sex/"?DOB ge ~::1' ,:c;+feight ':'· < ? J' Lie / '; ,;, ·"'- "' , .• d:;: ST /"" Color/-;:',;_;: ZJ: Make./ .. ;,· f-;;>.:: ?'"' ModeL .. ··• •• :>• ·t '··:·. c:lront !2§£ls__ 

~~X;ss ~"'~""eda"'e_-~;_: -~-'-:,.-'-;- -'=~'-'~~
Work .. >~---.... -...... Area Work 
~A~dd~ffi~s~s==========================================~======~C=i======~==::~---- ~=Z~IP ______ ~Co~d~e _____ ~P~ho~n~e_·_· ______ _ 

#1 Speeding D Construction zone D Workers present D School zone D Sign D Flashing beacon Loc~(ons: 
# ? ~ .:.~_/ ·~/{;;. ;_:::; 

MPH in a MPH zone Time from: to: 

#2 o Ran Red Light o Stop line o Crosswalk #5 No Seat Belt ocamm. Veh. 
'-#==-------"'---=--'---==-----1 D Driver ------ OJuvenile (5-16) 

3 0 Ran Stop Sign D Stop line D Crosswalk 0 Adult Passenger ______ OChild (0-4) seat ::.# ____________________ ...:._ ________ _ 

D No DL #6 o No Inspection / 
D Expired on: __ / __ /___ 1 "'""',cD=..:E::,:xpt::rrc::e::.d -:;-onc::-=-=-=-=-=-=-=======-=-j 

r#? If commercial (vehicle, learners permit) include SSN ,,.----....,....,----r=,--.,-~---
D Violate restriction D No Registration Commercial c . o• .. j •.·.·." 

D
0 

NExo F
11

reodnt P
0

1ant . .e _____ / _______ Vehicle ., ... YIN HAZMAT Y IJ\l WeatheP'" ... '~· ,;· Traffic-' 
code __ to wit: _________ "-=--====-"====:'--:"'===! 

D No CDL #80 Failure to establish Financial OFFENSE DATE 0 .':)j c vI o~YTIME .:'}""" 
Responsibility (No Insurance) Month oay ¥ear 
o 1st Offense on:_/_/._ 

# 

Accident Report# -----------------------------------,--------------------------

o No Motorcycle Endorsement 

o Failed to notify address change 

REVISED 1/2008 
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Houston Municipal Courts 
Municipal Courts Administration Department 

CITY OF HOUSTON 
MUNICIPAL COURT 
1400 LUBBOCK 
HOUSTON, TX 77002 

THE STATE OF TEXAS 
VS. 

DONALD BOZEMAN 

O:rder of Dismissal 

CAUSE NUMBER: 2008 TR 0750971 

T. (713)837-031 i 
F. (713)247-5210 

www.houstontx.gov/courts 

IN THE MUNICIPAL COURT 
COURT NO. 12 {LUBBOCK) 
HOUSTON, HARRIS COUNTY TEXAS 

ON THIS DAY THE ABOVE ENTITLED AND NUMBERED CAUSE FOR THE OFFENSE 
OF FAIL TO DRIVE IN DESIGNATED LANE (SINGLE BLOCK), WAS BEFORE THE COURT. 
THE COURT HAVING CONSIDERED THE MOTIONS OF THE PARTIES, HEREBY ORDERS THAT 
THIS CAUSE BE DISMISSED FOR THE FOLLOWING REASON; CASE DISMISSED-OFFICER 
NOT PRESENT 

February 13, 2009 

*2008 TR 0750971* 

----~--------------

H.JDGE, MlJNICIPAL COURTS 
HOUSTON, TEXAS 

TRORDISM.doc 
CREATED ON 2/13/2009 8:43AM 
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Houston Municipal Courts 
Municipal Courts Administration Department 

CITY OF HOUSTON 
MUNICIPAL COURT 
1400 LUBBOCK 
HOUSTON, TX 77002 

THE STATE OF TEXAS 
VS. 

DONALD BOZEMA.i'! 

O:rder of Dismissal 

CAUSE NUMBER: 2008 TR 0750962 

T. (713)837-03! I 
F. (713)247-5210 

www.houstontx.gov/courts 

IN THE MUNICIPAL COURT 
COURT NO. 12 (LUBBOCK) 
HOUSTON, HARRIS COUNTY TEXAS 

ON THIS DAY THE ABOVE ENTITLED AND NUMBERED CAUSE FOR THE OFFENSE 
OF SPEEDING (DISTANCE BETWEEN BLOCKS), WAS BEFORE THE COURT. THE COURT 
HAVING CONSIDERED THE MOTIONS OF THE PARTIES, HEREBY ORDERS THAT THIS CAUSE 
BE DISMISSED FOR THE FOLLOWING REASON; CASE DISMISSED-OFFICER NOT PRESENT 

February 13, 2009 

*2008 TR 0750962* 

JUDGE, MUNICIPAL COURTS 
HOUSTON, TEXAS 

TRORDISM.doc 
CREATED ON 2/13/2009 8:42AM 

EPAH0042001206 



Houston Municipal Courts 
Municipal Courts Administration Department 

CITY OF HOUSTON 
MUNICIPAL COURT 
1400WBBOCK 
HOUSTON, TX 77002 

THE STATE OF TEXAS 
vs. 

DONALD BOZEMAN 

Order of Dismissal 

CAUSE NUMBER: 2008 TR 0750964 

T. (713)837-0311 
F. (713)247-5210 

www.houstontx.gov/courts 

IN THE MUNICIPAL COURT 
COURT NO. 12 (LUBBOCK) 
HOUSTON, HARRIS COUNTY TEXAS 

ON THIS DAY THE ABOVE ENTITLED AND NUMBERED CAUSE FOR THE OFFENSE 
OF OPERATING MOTOR VEHICLE IN VIOLATION OF RESTRICTION CODE A ON 
DRIVERS LICENSE, WAS BEFORE THE COURT. THE COURT HAVING CONSIDERED THE 
MOTIONS OF THE PARTIES, HEREBY ORDERS THAT THIS CAUSE BE DISMISSED FOR THE 
FOLLOWING REASON; CASE DISMISSED-OFFICER NOT PRESENT 

February 13, 2009 

*2008 TR 0750964* 

JUDGE, MlJNICIPAL COURTS 
HOUSTON, TEXAS 

TRORDISM.doc 
CREATED ON 2/13/2009 8:43 AM 
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Texas Department of Public Safety 
THP6# TX089KOEKA004 

Date December 9 2008 J 14 r;m 
DL# TX-

Violator: SOTO ANDRES 
Res Addr 

Race/Sex. WM Herqht 506 DC)B 
CD L 0 Corn Veh 0 Interstate 0 irrtraotate 0 

Owner/Lessee SOTO Af'JORES 
Bus Pr1# 

Phone 

\Jeh LP TX-
Passenqers 0 

HazMat Plac 0 
Constr Zone 0 

Mal<.e FOf<? Model F15 
Year 20UL . Color T AN/FH;E 
lypt: PIO::Jp TRUCJ( i EL CAIVIINO u . ~ 

Workers Present 0 
Location 

ROL!ie 005':1 Coun~1 VVEBB 
MrlePost 816 Weather CLEAR/CLOUDY 

Traffic ~!IODERATE 
US-00591~J VVEEi8 CO (734-8281 
Alleqed Soeed LrnHt A:udent 0 Ra,dar Cal 
Ot11er Cond 

VIOLATIONS 
l. NO VALID INSPECTiON CEF\TIFICJl.TE E/PIRED (#I EJ\PIRED 

11108 . 
WARNINGS- NO PENALTY ASSE5-S-EOFO-RrH-EfOLLOWING-OFFENS.ES __ _ 
1 DRIVE IN LEFT LPJJE VVHl:JJ NOT FASSi~Jl3 ~)R VVHERE 

PROHIBITED 
2. SPEEDINC; OvH; LiMIT[#,! 0'/f:f~ lO 

!
You are hereby notified to appear b.efore-: ------------------ ·----······---·] 

.)!rciqR Hllr'l RIC:/lRDO F<l1i\J,-;FI JfJ \/VF RR c:n 
Court JP Pet & Place 22 1-'rrolle i~':i':l) 7'-J I->:J2'J3 J 

90 l '3 MILM0 LAREDO. T! 78043 
On or before Tue Janua~l_009 _10 00 OQAM __ --·-·--- _______ _ 
Issued by 11557 . J TORRES Jf~ 

Reo1on 8 01stnct B Area 02 
I hereby pmmise to uppeo.r >t ttJe ti111e Jllll p!Jce lle:;ignctted in \his nuticc. 

SIGNATURE 

-----------· 

IMPORTANT MESSAGE 
Annually traffic law violations are recorded as a factor in about 85°0 o! 
the rural traffic accidents in Texas. ApproxinJatefy 60% of the traffic 
deaths in Texas occur on rural highways. The euforcemeut actions 
taken against you and any subsequent cow1 actions are intended /o 
secure compli:mce with t!Je traffic !dw:; by you :mel all other users of rf;e 

highways. F:.ilure to comply with your writte;n promise to appear in court 
as made on ltJis citalion will constitute a separdte offense wit/1 wiJic!J 
you may be charged and result in warrants being issued for your arrest. 
The issuance of arrest Wdrrz.nts will make you subject to entry into the 
wanted persons files of tf1is Department. Failure to appear in court 01 

failure to satisfy a judgement ordering the payment of a fine and cost in 
the manner ordered by the court may result in the demal or renewal o/ 

POTENTiAL SURCHARGE NOTICE: 
''A conviction of an offense under a traffic 
Jaw of this state or a political subdivision of 

EPAH0042001208 
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I 
0 
0 
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0 
0 
~ 

~ 
0 
<0 

a. 
00 
0) 

"' "' "' 0 

PURCHASER'S RECEIPT 
PLEASE COMPLETE AND SIGN THIS 

MONEY ORDER PROMPTLY 

293586425 
PAID TO 

iLt i / ll.tb I c:ibltJ'-) 

it ·it$ 1 @ 1i' lit~:t-1: * 

FIDELITY EXPRESS 
P.O. Bo~ 768 • Su!pllur Springs, TX 754118-0768 

For Money Order Inquiries call 800-621-8030 
The ~ustorn_er agrees to hll in th1s money order 
form 1n inX m U1e _spaces provided. In the evomt 
t!l!S money order 1s lost or stolen, the customer 
should return to the store ol purchase !or ms1ruc
liOI'1S. The customer should retain receipt o! thiS 
moneyortleras it is the only€videnceoi purchase 
ol the money order beanng the serial number as 
!Istec!abave 

T!(bgq KbE-~A 
£6/...f 

~
SC Enterprises, Inc. d/b/a 

P:ICEL.ITV 
~ 

The Total Solution• 

EX;P,R'E,•SS 

PAY THIS AMOUNT 
NOT GOOD OVER $500 

-i\·lfOi\iE HUNDRL.O 
11> ... -...... 

PAYABlfTHAOUGH 
tlORTHAMH11CANBANKINGCOMPAilV 

MINNESOT!< _ _i.~~~~~~:i:~...,...,boldiWo~,SZ::;,._-

INTERNATIONAL MONEY ORDER 293586425 1 
75·355 
912 

NOT VAUD UNLESS MONEY ORDER IS MACHINE IMPRINTED .. 

Rcn~ IN 

;;.~:~13:.$641~~ 1 l/.11 /~!16 / i::i/.l(il') 
.;_...!. s£CUR1Ty 

&q;. $~c-G. 

! ~ 
t: (fJ 

'5 ~ 
%, yj 

-v,6' ~"" 
:<f.:J:Js;...J.\'d.r;:[) 

t4ND 00/ lli.l!Ll DOLU4HS ·H 

f.';';~ ··•lltl .rf")' .tl"""'il. &"""'~, ········~. ~no{·, ...... il;t -~··,·· q~, r,.ru l,!···w(:·· 
!~~. ........ ~ .... l\it,. ~.. • ... .,.1 DUL,. ··~·-·· '"""'''' L 1 ,;, 

w~urJr_f__ ____________ ·--·-

ov C'lt':'1.JI~tn Vr\1 I r.r:-,oc~ Tf"'' TUC: C'~r:H/Ir-L ,..._ 

(b) (4)



Illinois State Police Commercial Vehicle Sect 
801 South 7th Street, 
Post Office Box 19461, Suite 600 - S, 
Springfield, Illinois 62794-9461 
Telephone (217)782-6267 Fax: (217)524-2391 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 
HOUSTON, TX 77021 
USDOT#: 00869392 
MC/MX#: 400234 
State#: 

Phone#: (713)676-1460 
Fax#: 

.,.,, 

' 

DRIVERNEHICLE EXAMINATION REPbRT 
Report Number: IL3847000899 
Inspection Date: 08/22/2008 
Start Time: 03:10PM End Time: 03:45PM 
Insp. Level: 11-Walk-Around, Bulk HM Insp. 

Driver: MORALES, ROLANDO 
License#:
Date of Birth·:
CoDriver: 
License#: 
Date of Birth: 

State:TX 

State: 

Location: 1-80 W/8 AT CICERO AVENUE 
Highway: INTERSTATE 80 W/8 

MilePost: 152.35 Shipper: CES ENVIRONMENTAL SERVICES, INC 
Origin: PORT ARTHUR, TX Bill of Lading: 70603 

County: COOK; ·IL Destination:WHEELING, IL Cargo: LIQUIDS/GASES IN TANKS 

j VEHICLE IDENTIFICATION 
I Unit IY.Qg Make Year State License# Company# Vin # GVWR CVSA# OOS# 
I 

I 
1 TT PTRB 2007 TX 298 80,000 

2 ST HElL 1985 TX 268 

BRAKE ADJUSTMENTS: No Brake Measurements Required For Level 2 

I VIOLATIONS · 

I
. Section Code~ Unit OOS Citation # Verify Crash Violations Discovered 

I 
172.516(c)(6) F 2 N HM WW N N 

I 

HazMat: 3 Flammable 

1 Spe_~~<;_!leck~ r--_Jo Data for Special Checks. 

State Information: 

CLASS 3 FLAMMABLE PLACARD BEARING ID NUMBER #UN1193 
LOCATED ON THE FRONT (NOSE) OF UNIT #2 (TRAILER) WAS TORN 
AND DAMAGED. 

Placard: Yes Cargo Tank: 307 

HM Action 1 )NAV 2)WW 3)1NSP: 2; 5800.1 (Y/N): N; Photos (Y/N): N; Accident Report#: NA; Placards Rq'd (Y/N): Y; Placards Displayed 
1: 3; ID# (UN/NA) 1: UN1193; 1-Shipper Name: CES ENVIRONMENTAL SERVICES; 1-Shipper Address: 2450 SOUTH GULFWAY 
DRIVE,; 1-ShipperCity: PORT ARTHUR,; 1-ST: TX; 1-ZIP: 77641; 1-BL#: 70603; 1-Consignee: SUNNYSIDE CORP., WHEELING, ILL; 
1-PSN: METHYL ETHYL KETONE,; 1-HAZCLS: 3; 1-UN/NA#: UN1193; 1-PG: II; 1-PKG SPEC#: 307 CT; 1-QTY: ONE CT; 

If your driver or vehicle was placed out of service, please verify the out of service violations noted on this report have been corrected. A copy of this form must be returned or faxed to the 
following address within 15 days. 

Illinois State Police, Commercial Vehicle Section 
801 South 7th Street, Post Office uite 600- S, 
Springfield, Illinois 62794-94 
Telephone: (217) 782-6 
Fax: (217) 524-2391 

Signature Of Motor Carrier : 

'\ \. 

·~ - /\\I\\ 

X 

r , ' Date: 

J:''"lllllllllllll~lllll ~~ IL3847000899 

EPAH004200121 0 

(b) (4)
(b) (4)

(b) (4)(b) (4)



CES Environmental 
Servi Inc. 

Equipment Work Order 

Date: C(-5 ·- C% Miles: ----------------------------
0No Bill To:~---------------------------

Job# Description Of Repairs 

1 

2 

3 

4 

5 
.... ,(. (,; -.: . 

' 
Job# Work Code Work Performed Tech Hours · Labor$ Parts$ Total Cost 

·~ ~~k Ret~>\ li\t e:: Cov\·1-Rt:-:.\ C4~\e tr- S u:; t ·\-c. L-..... .~ 3~·50 
,/ 

5:J35 ,5l) (9.~5 

3 f'Rb)R ---;"> 'T AV' -s. (:') ~ ()- -(:\-~.\ u--s \ ~RiA-\L€.$ ~ 1'75 4<?,'?5 - 4&'75 

4 %.1PK 7RV\c.e o-KelP~ ~ l \c._C .u ~,. ·\o Cvii\+Gtc\ 
..,_ 

I ~o <f>S~ '560 5 tv·, +c.L....... ~~ - (o-.__, 

; .··· 
.. ,. 

Job # Part Description 

;),0/0- p 
Part Number Qty Cost Ext Cost 

---------+---~~----~---~ P · ···< - q,c:;s Cffts 
. ' { 

l Cfr 9o 7. 9d 

Reviewed By: Data Input By:-------------



CES Environmental 
Services Inc. 

Equipment Work Order 

Unit: 7R.k .tt tO\ Date: q_ S- D'3' Miles: 
---------------------------------

Company Owned[3"fes BiiiTo: __ c..t.1;;;t;;;,fZ.:.~0;..;1:..;C;;;.'<;.;;;.''--.::..C""'.>&~i..J.I _________________________ _ 

·:::;;:"·. .::.· ;: ·' -~«,, ... ·;r::··· .... · ·' ." .:··::c . ; : "· ·· ... ~.;:<.:.;---" ... . . .. >,·: ····· .. ::.,·· •. ::··.:···· .. , . 

Job# Description Of Repairs 

1 'TR f\"'o le- ~ ~ R~\.L~-s "::t: NC.\\:> 

2 

3 

4 

5 
. •,, .. , ·, .. :·.r ., ·"·· ,• "' > 

Job# Work Code . Work Performed Tech Hours Labor$ Parts$ 

I -~~~ C.l'\ecX. ~ Res~ \;0l \il( ~\V 9 -~\ ~R A, ilg c:;;m ftL c..j t,.H"t. ~ l~5 .t..fK"'15 ·--
..... 

·:. t •; : .:i•,:'I: .. )'': . . ., ''<'-, ._: .. ···<: ; .···• : ,'\'q ·, •' ··'p rts a 
Job# Part Description Part Number Qty Cost 

' 
Total Cost 

if'6lt5 

Ext Cost 

Reviewed By: 
------------------------------ Data Input By:----------------



C~E-3 (~~v. i2/03J 

TX036X9DFN01 PASADENA POLICE DEPARTMENT CP#:0151818 
0 
0 
0 
0 

0 
0 ~<-

0 
0 

09/05/2008 ::ME: 

s:;:: PRO::?: 0 
0 

8:10 AM 00'JN7Y: HARRIS 

0 ·:::s 0 :;c 
D C':CTj?~2S EOrJSE 

1 

0 '·'-'·~,c 

0 S';; 

H;;;; (2) SH-0225 IN HARRIS CO. (686- t~.?.#: 693 

USCOTii; 0869392 

• ·-- 1 ~--' ,-/ s·-: / z:?: ICC/MC#; 400234 

005516524C CES ENVIRONMENTAL SERVICES INC TXJO'l#: 

4904 GRIGGS ROAD HOUSTON TX 77021 PHO!<E#: 7136761460 

JOSEPH PATRICK HERNANDEZ WM 008: HED CAC\D: 03312009 

,:._::-:;r:::·:/S:;z::o: DL #: ST: TX c.::.., ~Li;SS: A 

X 

-- ..::::.... : Pasadena Municipal 

(713) 475-9595 

0CI'!'A'l'ION 

0 ::::~c. 10 F.?..REST D :L~rvENTOE<Y 
UNfr TYPE MAKE 

1 ...... TR .. FORD 
2 ST AMEB 

X 0 00 
GROSS WEIGHT: 

cott ........ 16T 

2o4 

Ooxuss 

PLATE st 
fx 
TX 

Dn:s 

OcuRRENCI OoTEER 

llllllllllllllllllllllllllllllllllllllllllllll 

GROUP WEIGHT: 

LOAD DISP: 

PERMIT #: 
o::/3E?o;.s 21-Nov-2008 10:00AM RG WT #1 46000 GVWR #1 

, .. ·.·· 1001-A E S!!JI.W AVE Pl;SADENl>. TX 77506 GVVJR #2 

:. I 

MACHINERY,LARGE OBJECT HOUSTON TX LAPORTE 

Yes 393' 43 

393.48(A) 

393.48 (A) 

393.48 (A) 

393.48 (A) 

NA 

l'c. 

2 
2 

2 

2 

2 

oos 
"f /)) 

Yes 
Yes 

HYD HYD INOP INOP 

0 

HYD HYD INOPINOP 
L 

OOS ~OST VIOLATIONS DISCOVERED 
:.~:LS? F:-.CC DRIVE.R:PLEASE COI'vll?I_'{ itfi:'fl{ D:::REC~IOl,iS ON B~~.CK :?:DE OF 'l'Hi:S 

lJ BRAKES NOT PROTECTED IN CASE OF BREAKAWAY - NON FUNCTIONING 

u DEFECTIVE BRAKE - ZO% OR MORE RULE 

DEFECTIVE BRAKE - AXLE 3 LEFT 

DEFECTIVE BRAKE - AXLE 4 LEFT 

DEFECTIVE BRAKE - AXLE 3 RIGHT 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 ·-~~ ::::~.S ?~~=,~~lc.:--.: :c s.:..:-::~c.::_::/ ~::-<:co-~~~::.-. """'P:: ·.::::a~:e:: 6.C:4 ~ 

.;·;:;·I:::.:.:>" :c.e ·;e:~-:...:.'..e/s ·,.;.::.:.:---. ·ie:e::::s :f:~l..:.:Jv.;ed C·y "YSS" ::.:1 tne 
declar~ ''OL.:t 
of Se:rv1ce 

s;.::::---. ve:-:..:.c:les u:1r.:.i.l :::i:.e ::.u.t :~f service 
~~~~ been ::est~red to safe operat1ng 

s::.:.~ 

DRIVER CLEAR LOCAL 

Ou.: :::;:::· 3e::';::.ce. Nc motor 
r:;e:r:ni~ 0::.- reqL.:.:..re dr.:"..'Jer to drive or 
operate ari'./ mo::::::-r vehi::::le until. 

TX 

OOS ::Y::S?:JSI'!"":C~IS 
A. ?.epai.r-e::l .3.1.: :=::::er:e 

. f.l.u<.::-.. 
B. ce,·l ._, 
Repa.:..r. 3er~I:"..ce 

9. Cther 
U. U:~i:r':"JVJr. 

N, ::-.. rl'Jer COS 

X 0 L•og 3cs>: :':ze~.p:cc:1 
----~C~O~P~Y~RE~C~E~I~VE~D~B~Y~------------------

1:::::;,·~:=~~:.; s·,: - _;; ::;.:::::;:::c~.;;/ ~:ST?.i:CT I .-:\~t:~~. T:l:IviE CON~~£':::':.-:;.::; RE POET ?R.~?.Z\?~::::; s·:::· ~ SMITH, TIMOTHY L 

I sMITH, TIMOTHY L 2W-006046 2 9 W 8:55AM REr~R?.?,'~ :c 
·:.:. _;:._· 3.:.: SMITH, TIMOTHY L 2W-006046 29W 2W-006046 

EPAH0042001213 

(b) (4)
(b) (4)

(b) (4)

(b) (4)



PASADENA POLICE 
DEPARTMENT 

CONTINUATION SHEET 

INSPSCTIOl~ # 

Txo86x9bFN01-o 

HERNANDEZ 

9/5/2008 8:10:00AM 

JOSEPH PATRICK 

NOTE TO DRIVER: This report musi be furnished to the motor carrier -whose name appears on this report. NOTE TO MOTOR CARRIER: TRC Chapter 
644 requires the Motor Carrier to execute the certification on the reverse side and return this report to Texas Department of Public Safety, Motor Carrier 
Safety Section, PO Box 4087, Austin, Texas 78773-0001 within fifteen (15) days. 

VIOLATIONS 
\."lOLA TIONS DISCOVERED 

393.48(A) 2 DEFECTIVE BRAKE - AXLE 4 RIGHT 

393.43(D) 1 NO SINGLE CONTROL TO OPERATE ALL BRAKES - MISSING 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
~·..:rsc.:.;;;:~t :..o a·.J::-:c.r.-;.~·J ~:::r:.::a.:.· e.J -·· ":::'?:~ c;""la.;:'::e.c:- £,4cJ I i"le.c:-eby decl~·~re "Out:. 
ce'' '::ne ve~~c:e/s ~~:~ Jetec:s f~::o~ed ty ''Y2S'' ~n tl1e Que of serv1ce 

obta1ned. 

DRIVER CLEAR LOCAL 

SMITH, TIMOTHY L 2W-006046 2 9 W 8:55AM 

SMITH, TIMOTHY L 2W-006046 29W 

0 DRI'lSR E=-ursua!"l:: ;:-.::: 
rw: Cha.p:er 64.; 
declare the dr.:. ·;er 
Out of Serv.:.ce. :Jo 
per:r.ut or requ.::.re jrivcr ::c Orl·,re or 
operate ar.y mot::Jr veh.:.cle ur.::.::.l 

X 

2W-006046 

.l.n rJOS ::Ji:SPOS:::Im!S 
A. Kepa.;:.red a.c Seen-"' 

B. 
Repa.:.r Serv.:_ ·;.e 
G. Other 
U. Un}:r-;o·Nr, 

EPAH0042001214 



(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE.IS."YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIR~ CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY .. 

PAYMENTS FOR FINES SHOULD BE S!=NT TO THE COURT USTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYME~TS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
l CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

. <CC~ < • ,-)_Q '--...:.:.! "''-- .... (!:::> . ~-- . ·Ct:7.s. Ci%-vE? .ff~ 
MOTOR CARRIER CERTIFICATION OF ACTION TAKEN . 

I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. . · 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

,r) \-t ~RJ[, ~ ~i_(jt ·--<-- ~'1'1'' . f-) ~E JV"V~-~ q-~---e~ 
.I 

ATTENTION DRIVER; Th1s report must be fum1shed to the motor earner whose name appears on thiS report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBUC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the tra1TJC laws 
and all other users of the highways. Failure to comply with your written promise to appear in. cpurt as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for 'your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility wiD result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial· responsibility with the Department of Pub~ Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with noti~ of your· request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
--this -state-may-result· in the -assessment- -on- y.our- drivers-license of_a_surchar.ge .under 
the Driver Responsibility Program." · 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review wift be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 1 0 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to {512) 424- · 
5712 or via electronic mail at MotorCarrierBureau@txdas.state.tx.us. The Department may conduct the review by telephone conference 
call. · 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration~ contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.aov/factsfiqslformspubs.htm. · 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www-window. state.tx.usltaxinfoliuelsilfta.htmL 

EPAH0042001215 
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Page 1 of 1 

SPILL REPORT 

Date of Spill: December 4, 2008 Time~ 9:00 a.._m. 

Cause of Spill: Punctured Chemical Tote 

Is the spill reportable: No 

Exact Location Where Incident Occurred: Chemical Storage Area 

Describe Fully How Incident Occurred: 

The spill occurred due to a chemical tote which was punctured by a forklift blade. The material spilled came 

from a tote of ferric chloride and was- 30 gallons. James Pharms, CES Tank Wash Manager was notified of the 

spill. James directed clean up and Absorbent Material was use to dry the product. Pressure Washers were used to 

clean the entire containment area. The absorbed product was shoveled into a 55 gallon drum for disposal at the 

Main Processing Facility. The diluted material from the pressure washing was picked up using Vacuum Trailer 

204 and also transferred to the Main Processing Facility for disposal. 

Recommendations to Prevent Reoccurrence: Disciplinary action taken against employee who operated the 
forklift. 

Prepared by: Karl A. Guidry Title: CES Environmental HSE Manager Initial~ 
Approved by: James Pharms Title: Tank Wash Manager Initials~ 

file://C:\DOCUME~1\tankwash\LOCALS~1\Temp\6XYK28DD.htm 12110/2008 

EPAH0042001217 



TX070G0ALW04 .... ~. 

(] ARREST TKT 

0 COM. VEH. 
(] ACCIDENT 

0 CDL 

[J 9 - 15 PASS. FOR HIRE 
[] 16 PASS. FOR HIRE 

(] 16 PASS. NOT FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE (] YES 0 NO 

(] INTRASTATE [J OCCUPIED 

CVE-3 (Rev. 12/03) 

LEVEL 

CP#:0151818 
[)FIXED 0ROADSIDE 

SCALE 
HOUSE 

(] ALCH (] OS 

D SW 0 TE 

DATE: 

(] SCHEDULE (] CHARTER 

01/16/2007 TIME: 6:40 AM COUNTY: JEFFERSON 

LESSEE/MC: 

ADD/CITY/ST/ZIP: 

OWNER: C E S ENVIROMENTAL SERVICES 

ADD/CITY/ST/ZIP: 

OPERATOR: DAVID F VANDENBERG RACE/SEX: 

US DOT#: 

ICC/MC#: 

TXDOT#: 

PHONE#: 

0869392 

400234 

005516524C 

7136761460 

DOB: ~ MED CARD: 02-24-2007 

ADD/CITY/ST/ZIP: --~-- ____ ~--- -~------------- D.L.#: _______ _ STATE: TX 

VEH SEARCH: (] YES REASON FOR STOP: 0WARN (]CITATION (]INSPECTION 
---·- ·-- ~-

TYPE OF SEARCH: (] CONSENT (]INC. TO ARREST (]INVENTORY TYPE OF CONTRABAND: (]DRUGS (]WEAPONS (]CURRENCY (]OTHER 

----~-SIGNATURE:-------

[] I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 

~n:tife"§lilm~Ra~~~~ii~<21:Jr;t'l~l~~iii - -··· ---- -----~~-- --~ 

jJ~ji-h\l~~ I·· • l!§ ··· J -~-j IIIIIIIIIIIIIIIIIIIIIIIIIIIIUIIRIIIM 

NOT A PLEA OF GUILTY) l( 00 00 
0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

~-----f-- ~~-~--+--=-1---t---+--~-~-~ !SPEEDING OVER LIMIT (#) - POSTED 60 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
r:rvE-HICLE. Pu·rsuantto--allffiOiTty cOO-tarnea-----rOTRc-c:YttiPter 6-44-rhereEYctecia~"'ut_F_blHVER PurSUant tO authorTty ·contained 1n oos DISPOSITIONS 

of Service'' the vehicle/s with defects followed by "YES'' in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene 1 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service ·1 Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating , permit or require driver to drive or Repair Service 

~~-~6~J~E'~XTi¥~J~~i'~r~~~~~~i ~~~~~~=.9~-t~~ct~-- -~~=~~~~- j -~~~~t~an~_:_t~=-v~ehi~_:_un~~~l -~--- ~: ~~~~~;n oos 
DRUG TEST-Y I 

I X 1JJMJ·O~ []Log Book Exemption 

l COPY RECEIVED BY --'-----~-----~---
~;:~'~:~~. ··~ = ~- _L~::;~,~~~,!~AA"]~~~':-:_T='E::-:D:::-__ "~:::~:-:--~::c~t-=-=:=-=.~=-f<A·~-=~~:~~~:;:~,:=s-,_:_~~=~------ -----------·--

EPAH0042001218 
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Ill Ill 

(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: 

'~ 
TArJ 

DATE: 

\- l/- o'l 
NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

'krf,~~~~~ }15e M~nvqvt_ /-17-07 
/ 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. !mesa. dot. govltactsfigs!formspubs. htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfolfue/s/ifta. html. 

I I 
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Date /- rrz -0 I 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

Equipment Type or Area 

\t-"':,_ 

\ ', 

Description of Job 
,, 
'" '"""·~, 

\\ 

----------------------------------------------------------------- ~ 

Dp;iption of Work, Pref~rmed Cost of Parts Labor Hours Worked 

(} l ;/ ;Jj /,(j '175 ;..s£:?..- ;. 5 (-- :r:f /-J r -L i I '7 ~ Y"S 

,:f h <C'~ ~ ..), '- /) () J /? .5 lo~-

Total Cost for Parts $ 3 S e;:g__ 

Total Labor (hours x $55.00) $ __ 't._cJ_,_5_u __ _ 
Total Cost to Complete Work $ __ .....~./_!_'! __ . r;_::.J_O __ _ 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

'\\ 

' 

EPAH0042001220 



LOUISIANA STATE POUCE 
MOTOR CARRIER SAFETY 

P.O.BOX 66601 IWPO 

B,\ TON ROUGE. LA 70iN6-66<~ _ ___l_ F! 
11 

,.., lTm~:~t1on ;1 Scales L.iftmdsKie ::J F1xed Site 

Carner Nami! Drive(s Name (l .. F .. M1.l 

~RTI, 11nsp rRegionj Troop !Inspection Report No. 

lr~sjlwJoTrll,e~el ·-• j T 721922 

ShippeY s l'laiTie (Haz. Mat.tWaste Only) 

-· - ---...----------- --- --------~------------------ ----
I I I I 

I 

)--+= 2 i ~! 

t=-1 f----t-- -+-----
' I . 

3 i i I i '----I 

4 1 l 
,-----------,--

I ·, 

I i I 

I i I s I i 
6 I ' 1! 
H+r ! m I 

-

IP I 9 I i I . --t---+ -----r--+----1 ~o I ~- I i ~-~~'· _l_ ______ _j_~ ~ __ l___L~ 
~ ___ g_?_~~!~~~~~~-?~~et _ Attachments: YESO NO l;J_~hotog~aphs: YES 0 ~Q! !n1tial Revrew: 'Final Rev18w· · 

! ln1t [J 1f_Elj_IS2lE OUT 0£..2__ERVIC;f: As prov1decJ in Chapter 12 of L.R.S. Title 32, the unit(s-) oes1gnated above 1S (are) hereby declared 
4

1

li 

l anri placed OUT OF SERVICE c1t --------------------- until all noted OUT OF SERVICE (OiS) violations are corrected. 

j----;;;;-;:1 1 [JR;;;;~_lll~~lJdhllfiED (O_l!.\~~1 S8_1}'10~.1A~-orovld.;d-;~-Ch~pter J2~fi:-R S. fitle-32 the dr;ver designatect 3bove IS hereby I ' :~:;~;~:-~~t !le,sl•~~s ~-~~~~~OU-AUF!EO (~.~~-~~=~~~-~::_~-~~~-:_:_:nmerct~ moto~-Vehtc: ___ ~------
\ As suct1. a n'\otor i:nmer shall not pcrm:t a flnver who 1S DISOUAUF!ED (out ot service) to dnve a commercial rnotor vehtcle. I 

r:~-~~~~~~~~~~~~_b:;;i:;:~~~:=--=---~'"''"~~~=-~-==~-===~~=-~ -----==---~~-==-=:~=--~~~~0~~~~--===---~==~ 1 Ttt!e. StgnaturF;, and Dat:-t No. of !nspecuon Officer 
1
. Date $. Ttrne 1 

I · . Completed: , _: , j 
[-"~/~~~:/',0:::~,;~~~. ''',~,.~:~r;;;;~;on>:~·~,',:, L. -,,0;~~:~~::~.-:;~~i"3~;~~;pt:~~~;:i~:~jt~~f::·::7,·~S:;,:~::•~-- 1 
i ______ ,,_l~~:~•!:~~-!!.~~~.:_.!_:J._ ,:, _ r _ _ _ _:r_yr:.:::~Ptl_<•_:nl 1-~·)!.:_,l~t'L ____ --.- _ _ _ _ _ _ _ ____ _ _ _ __ _ _ ______ 

1 
: Honh; TctrnH1C,tl tCny [ Tt•rrtl Manager 0wnAr'01i~<;·al 

1 

Orr~t·LDeoll"'"'''" : ! 

1
: Sig~Jr::,;~ ~/or1verl-~::;7,1~r Otficral ~Terr;~,;1aiJeiE!pi1o~~; ~mber ~ver Tel~ph;:ie Nu ~er ·. '_,_' 

X -~--· -. _______________ __1_(,~.-: L_---'-;,- ' ' ,...,.----'-) ~',_. -f+,.--r-~-..,.-------------------' 
J ' .. 

I 
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lll ~OOlvOOHV'd3 

II I IIIII 

ATTENTION DRIVER. CARRIER, AND/OR SHIPPER 
7?'~Q?? 

- .L v ·- -

The dt iwr and/or c;:rn~r has hccn inspected h1 a Louisiana State Trooper f,,r c·ontpliancc with the Fl\1CSR 
111 au.:Pntann: Vdth FIV1CSf~ th~..: driH:T l.\r all: llhJlur ,·dJick: rc• .. :t.·i,·in~ an in">J1L'CtlllO rq:"~nrt "ihall lkl!\1.:1 it tn 

tlw lll\ltot earner upon IJ" r<·tum t<' ilK nnt tennin;tl or Lk'ility. I!' the dn\l't h nol '>ehedukd II> arnn· at a 
tlTilliJHII or L.tL·iliiv \\ ithu1 ~-1 htHJI'>. the dri,·er :-;t1all itlll1lL'diatcl: n1a!l the n.·ppr\ ltl the motor L·~HTH.'l. If !')lll 
'chJdc \\a~ trall:-.!JPrtinc; ha;~udl)l!:-. nlateri;.\1: .... at ll1t' till it' pf th~,..· in:->pc .. :tiun lhc dnvcr_ varricr. ;.mdiPr ~hipper 
tl!a', he inspcc·ted lnr compli"n,·l' 11·itil the· CI'R .j<) Tr<~nsporlcttt<>n ,;;· lh,ardouc l\1atcriah. 

NOTE: ANY VIOLATIONS OF THE FMCSR OR THE CFR 4Y TRANSPORTATION OF HAZARDOUS 
MATERIALS RFGL:LATIONS MAY Sl'BJEC1 THE DRIVER. CARRIER, ANDlOR SHll'PER 
TO lHONED\Rt_C]VIl P.EN;li:flJ';_:;,'. THE DRlVf'R, CARRIER, AND/OR SHIPPER WILL BE 
NOTIFIED IN APPROXIMATELY 4-6 WEEKS OF ANY PENALTIES ASSESSED AGAINST 
THEM. FMCSR'S REQLIIRF THE REPAIR OF ANY VEHICLE DEFECT LISTED ON THIS 
REPOR1: HOWEVER, REPAIRJNG THE DEFECT WJLL NOT PRECLUDE THE POSSlBIUTY 
OF A MONETARY PENAU'Y BEING ASSESSED. 

1'11\..'·.'l 1"-lll Ji IH.RI 

NOTE TO CARRII:R: Violations <>ther than uut-of-sen1cc ,·onditions noted un this rcrort must be 
corrcl'tcd i)J repaired prior tu the n.;d1~pakh pf the ,·~~hiclc. 

In acc'o!dJIIlT with FMl'SR _c;l•'l.ll(ci\c the llh•tor c·;mwr SHALl ,·,·nif\ !hat all 
vinlatinns 110ted h;;vc hcc~n corrc·ctcd hv the hclm1 certification slatc;nenl and 
returnm~: 11 IP tile <'ilic'C mdtcatcd ht'loi; within 15 daYS fol!,,wtnr tile date ,,f 
iiiSJWl'tt:;n. A copy of thts inspec·tion rcpor: must he retait~cd at the m:>t<H carne!·, 
princiral place of hu,im·ss or wft,•rc the 'chide j, housed for 12 ntmJlhs fn>m 
tlw d;lle uf inspecti<>!i. F:1ilure to propt•J·I~ \'l'rtify noll•d n·pairs can n·sult in 
additional pt•naltit•s. 

CERTIFICATION OF ACTION TAKEN 

THE U'\iDU{SIGNI'D C"E"RTIT'IES !HAT ALL VIOLATIONS :--IOTED ON THIS REPOJ<T HAVE I:IEEN 
CORRECTI:D c\"'D ACTIO>\ HAS BEI.N T•\KEN TO ASSl'RE Cm1PUANCE WITH THF 
l.Ot:JSIANA DU'ARTI\1LNT Ol Pl:BUC S:\Fl·:·l Y ~'dOl OR CAR RILl< S,\J'l:TY AND Hr\1:::'\RDOl 'S 
MATI'RIAL RUiliLATIONS INSOI·AR AS THE\ ARE ,\PI'l.ICAHU TO MOTOR C\RRILRS AND 
DRIVEl~. 

{~~~----f)_ S'.[_lYI?-'~:t. __ .!_::__!::;-..:(7 
Stgnature of earner othctal Tllk Date sipK'd 

II 'Ill 

Sl:COi'il l !.01 I' IIU{[ 

LOliiSit\NA STAT!:: I'Ol.ICE 
MOTOR CARRIER SAFETY 

P.O.BOX 66601 
BATON ROliGE. LA 70X%-6WI 

STAI'l.l. Hl:RI IJ,,,IIJ ... I •• I.I.I ... IJ,,,IJ,,IJ,,IJ .. ,, .. IJI ... II 

PLACE 
POSTAGE 

HERE 



0 ARREST TKT 

0 COM. VEH. 

0 ACCIDENT 

0 CDL 

0 9 - 15 PASS. FOR HIRE 

0 16 PASS. FOR HIRE 

0 16 PASS. NOT FOR HIRE 

0 SCHEDULE 0 CHARTER 

DATE: ____ 01/03/2007 TIME: 

LESSEE/MC: C E S ENVIROMENTAL SERVICES 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT 

CONSTRUCTION ZONE 
SP PROG: 0 INTERSTATE 0 YES 0 NO 

0 INTRASTATE 0 OCCUPIED 

9: SO AM COUNTY: NACOGDOCHES HWY: 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 

OWNER: STEVEN K STRICKER 

ADD/CITY/ST/ZIP: 

OPERATOR: ALBERTO HERNANDEZ RACE/SEX: HM DOB: 

CVE-3 (Rev. 12/03) 

LEVEL 

CP#·0151818 
0FIXED 0ROADSIDE 

SCALE 

HOUSE ~A6~~------

US DOT#: 

ICC/MC#: 

TXDOT#: 

PHONE#: 

0 ALCH 0 DS 

0 SW 0 TE 

M.P.#:-~--

0869392 

400234 

005516524C 

7136761460 

_. MED CARD: 8-23-08 

ADD/CITY/ST/ZIP: D. L. #: STATE: TX 

VEH SEARCH: 0 YES 0 NO --------- REASON FOR STOP: [JWARN 0CITATION 0INSPECTION 
-----------··---~-------·--~-------~---------------

CONTRABAND LOCATED: 0YES 0NO ·-------
0 ARREST 0INVENTORY TYPE OF CONTRABAND: 0DRUGS 0WEAPONS 0CURRENCY 00THER 
------------ --------~----- -----------------------------------

,,~rsr · 
'~ :;: 

- •. 

X 
L~~ ;~l~=±tb~~~=--~~~ ··:J. --~~-

Ill 11111111111 II 111111111111111111111111111111 

/ 

0 I HEREBY PROMISE T APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X-00-00 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR LOAD -DISP-: .. ·]--------·-------·-·-------··-··---------

JUDGE: COURT: PCT 0 I PLACE: PERMI'f"f:-- ----------------·- ·-·--- --- -----·-

PHONE: ON/BEFORE AT 

ADDRESS: 

CVSA 

SHIPPING #: 33169 · CONSIGNOR: CES ENVIRONMENTAL - ~ON~~~N~~;-- INLAND-PRODUCTS ____ _ 
SERVICES - ---- ---- - E'LAMMABiE I.!Quios-- ·--+::== ---------------·---·-·- ------

coMMODITY: 

------- ·-- --- -1~:~ATE~ORY ~ODE ~trr ! 
------ r SPEC-TANK =-~· AX 1 AX~ 1\!(_ 3 ~ i A_)(__::>· ~ _§_ !0:__ 7 AX B RADAR CAL."- ------

"'"" vYoL:-m"l"""j'os- · "''l"'''H- -----~"-= -t -" vfjTJ0N\-n;1KtiJo-L_L___ ---·-· 
No. Y /N DISP ACC ··----DRIVER:PLEASE COMPLY WITHDIRECTIONS -ON .BACK SII5F:"'OTTHISF~--- --...... 

393.11 .. 2 ---- ·-- -EFECTI'VESIDE.MARKER-LAMP·.:-RIGHT FRONT-----------------·--·-·---·---·-----------------

·-·-393.20. --- ·-i- , .. . ci.iARA.NcE'LAMP"--R!GHT _____________ - ---· --- -·--· ·---------------- ----

·-·------------------------1 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHTCLE--Pursu-antto --autn-orrEY ·canE~iinea~rn-rRc--chapter -6lf4-- r-fiereoy-cte-cia-rii--•,ouY·- -o-·o-R.tvE·R···purs·uanE fo-· au-t:tiorTty-contarnectin 

of Service" the vehicle/s with defects followed by "YES'' in the Out of Service TRC Chapter 644 I hereby notify and 
column of this report. No person shall remove the out of service stickers declare the driver named on this report 
applied to these vehicles or Operate such vehicles until the out of service Out of Service. No motor carrier shall 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or 
condition, or proper operating authority has been obtained. operate any motor vehicle until 

!!~~r~N~~~A~!~-:~~~=~\~R~g:::c:-:~-N~~:~=~-~-----~~~ -~--=-··=~~=-~-

INSPECTED BY: 

DUNKIN, DENMAN BOWEN 

OOS-DISPOSITIONS ____ _ 

A. Repaired at Scene I 
Obtained Oper. Auth. 
B. Towed/Escorted to 
Repair Service 
o. Other 
u. Unknown 
N. Driver OOS 

EPAH0042001223 

(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) 
(4)
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(Rev. 8(05) 
',, ., 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

~NATURE 71!ft.';R XICIAL: TITLE: DATE: 

~./h I '- ff~£ Mtr!vt~ ) ·- 4-V7 
ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 

-------- AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of th13 highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. It requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request tor review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs!formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. w;ndow.state. tx. usltax;nto/fuelsl;tta.html. 

I I I I 
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Date \- 3- 0 l 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

Equipment Type or Area 

Description of Job 
\ \ ,.; \ -\ ' , __ C.· J 

Description of Work Preformed 

. J . \. I'·· 
\''··, . 

\; ....... f.:-_:. {)i~-'......,' c t \"!..: .. \ (). \ ~ :-_, 

!"::\,I '\.J_ V \'\ 'I\ \.::./( <;. I<_ 

,~) ~--...,. 

,_,-, _) \ • .-· <;:; ) \,,-) ----- \ . 
Total Cost for Parts $ \ D ~ 

e \ 1,·-,.l.l,.\ •\ ',) (' ("'~ 

Total Labor (hours x $55.00) $---'S"-'s::;....· -~----
Total Cost to Complete Work $_....:::&;-=::._;;-"'S~(-:-~?_-__ _ 

Cost of Parts Labor Hours Worked 

v'-. ,\ \. I, D 

\r)"'C'-> 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001225 



Date \-3- ol 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

Equipment Type or Area -\ \ \:c \ ( (- •-, 

Description of Job 

Description of Work Preformed Cost of Parts Labor Hours Worked 

\', ) ' ---; 
!t\ c vi, ·"- T<,-\ \-·· \jV\ l\G":t. \( <:o-;-:_ L \c, 

,) 
l1T (,0 f\--,\S 

\ .'--) \ j\ 

' 
.,.. \ 'f?A \ !_/ \. () 

.. 
__...; 

c:s L~ :~"' 
,~ 

_S~.· .. :J,j 
I . //)~ '' eJ 

(:~-:--

Total Cost for Parts $ \ D :.--
Total Labor (hours x $55.00) $ 5 c:- '-'.S-

Total Cost to Complete Work $_---"'~""'5"""'·-'-_" __ _ 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001226 



CVE-3 (Rev. 12/031 

fx070PO'f~A1:0Lt 
(J ARREST TKT 

0 COM. VEH. 

(J ACCIDENT 

0 CDL 

(J 9 - 15 PASS. FOR HIRE 

(J 16 PASS. FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0 151818 LEVEL 

i 
2 

I 

I _____ I 
(J 16 PASS. NOT FOR HIRE 

(J SCHEDULE 0 CHARTER 

SP PROG: 0 
0 

CONSTRUCTION ZONE 
INTERSTATE 0 YES 0 NO 

INTRASTATE (J OCCUPIED 

0FIXED (]ROADSIDE 

SCALE 
HOUSE ~~30:_ ____ .. _ 

DATE: 10: 38 AM COUNTY: WALKER HWY: (1)_ I_!l_~~04!:j_}~_!J_?.:!.~-~--~~' .J~Ql· 

LESSEE/MC: USDOT#: 

ADD/CITY/ST/ZIP~ ICC/MC#: 

OWNER: C E S ENVIROMENTAL SERVICES TXDOT#: 

ADD/CITY/ST/ZIP: ~~04 GRIGG~ RD __ (390l T~IJ:.M()~_!LE)_ HOUSTON TX 77013 PHONE#: 

OPERATOR: DALE RUSSELL HABADA RACE/SEX: WM -----·----···-·--·-----···--····-- ~------ DOB: _  MED CARD: 

ADD/CITY /ST/ZIP: ____ . __________ --~- ---------------------- __ D.L.#: 

(J ALCH (J DS 

(J SW (J TE 

M.P.#: 101 

0869392 

400234 

005516524C 

7136761460 

12/5/07 

STATE: TX 

VEH SEARCH: (J YES REASON FOR STOP: 0WARN (JCITATION (J INSPECTION CONTRABAND LOCATED: (JYES (JNO 
·-----·-····-··-- ---·-··-·-·-------~--

TYPE OF SEARCH: D coNSENT OPe (J INC. TO ARREST D INVENTORY TYPE OF CONTRABAND: (JDRUGS (JWEAPONS OcuRRENCY (JOTHER 

llltiHDI~11tMi:IIJiiBW1W ll,_ 
i _ 1 ; TI . i PTRB ; 287 : ; TX . 
! 2 ; ST OTHR , 1264 : ME 

llllllllllllllllllllllllllllllllllllllllllllll 
---- - -- - s I GNA'i'tJF:E:-· -- ------- ----

[J I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X (0) --00 (0) --00 (0) 

0 COPY RECEIVED BY GROSS WEIGHT: 0 GROUP WEIGHT: 0 
YOU ARE HEREBY NOTIFIED TO APPEAR 

LoAo ofsi?:--~-- -- _______ .. ______ ---------------··---
JUDGE: COURT: PCT. I PLACE: PERMIT #: 1 

PHONE: ON/BEFORE AT RG WT # i j8(Jcj'(j()" [GVWR # 1 

ADDRESS: RG w'f it2 [o~ IGVWR #2 

,:;,;,;;~~~~,.~.:): 'OAL"'~"t"'J~~,~~~~:~f'~~,~'-''-l~f~:,~,rn,;:;_:j ----- ,_ 
~~~~;~-TY: -~-~CHEMiCALS ~ !oRIGIN: iLAQ PORTE·~---~~ -1-TX [DESTINATION: rAVALON 

r -
, TX 

.. l.. i . 

t;~~~ATE?~R]~~DE. ~fR~ r~ ~~LACARD~ REQ?iR i. :~~::E~I:::ED l 
- · · AX 1 

1 
AX 2 'AX 3 AX 4 :AX 5 ; AX 6 AX 7 :AX 8 : ... -· - - -· i 

1 _ si?'E:c. TANK 

1 

; 
1 

l !RADAR cAL. J' 

TfcRE'ffvioT. crTE'-#TUnTt -oos- Toos•rosT·--~---~-~----
3

: ___ ~ j_, ___ ~j ---~R>I~noN~ olsc-hvER4o ~~ ~ L __ ~ l ~ -- --- -- · -
+~-393-:-1:9' -F~~--~~~-N- -j!:~-~~~ ~cc ;;;;-c~;~R~~~;~~~=~~;~~:;,rr:-r.~~;~n~_!~'0 _s!D~ or!H!s -!~~ - ~--~-~--~ 
1393 :-:25-(t'f +1 f.. -~-~----DEFECTIVE ~STOP !.AMP -~<Ill' - LT STOP !.AMP INOP~- ~-~~-------- ~ ~-.. ·· ~--- ·--- ---- ---~ --- · -------· ~ ---- ---- --

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

-0 ~~Hf~~!!"~s~~~t v;~i~~~~~r~I~~-c~~~~~=a~~~ 1~:;-~cg·~p~~-~~-~-4-1-~r-~g:r~~{ -~~c~=~~~-~-~ut·-ro--~~~~!~~~~~u:·~~-··ro~:-~;g~r ~~·r:~-~·n;~-~~ied--ln 
column of this report. No person shall remove. the out of service sticke~s ! declare the. driver named on t~is report 
applied to these vehicles or operate such vehicles until the out of serv1ce · Out of Serv1ce. No mo+::or carr1er shall 
defects have been repaired and the vehicles have been restored to safe operating permit or require irive:: to· drive or 
condition, or proper operating authority has been obtained. operate 3ny 1n0t0r vehicle until 

sE~- co~!r~u~!t~_N-~HE~T- L (rF.ooPER coMMENrs, 

VIN: G/ YES 

ioos ·orsl'osrtroNs· -
lA. Repaired at Scene 
)Obtained Oper. Auth. 
;s. Towed/Escorted to 
!Repair Service 
:o. Other 
!U. Unknown 
·jN. Driver OOS 

DRIVER PHONE/ : a 1//, 
TXDOT REQUIRED/YEs;oo5516524c .,:,· X .. #~ 1-

0
---------- -------~-----------· 

WASTE FLAMMABLE LIQUIDS/NOS. (DIMETHYL SULFOXIDE) 3, UN1993 PGIII - : Log Book Exemption 

---::c"'o"'P"'Y~RE=c::::E~I~VE=D~B:;:Y,..----------[~~:~--== ~: =:~--==~ :_ 
INSPECTED BY: 

BOYD, PERRY 
cHARGES F'I1£b s'T! - i 

. IME COMf'LETED i!'\~J?QRT __ PRE_P.AI'l,~_D_I'!_Y_: .. _ ~ClXI't.P_E~Y: _ 
.... --~IDJREG

1
i:, .. 

0

o
2

N
4

/D

1

Is

6

TRMIC

0

T- ;

2

AREA .fr. . . - - r;;· ... .. .. - - - -- .,. ----· _ ......... 

t. _ill:O~?~ ... ·!s:;;:;~~s~~CTE'f58Y:t 

EPAH0042001227 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4) (b) (4)



(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACT! NG 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY . 
.. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB . 

. , 
' 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAI~ NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

C:fSD. - - r~c~ 5&t?~ 
DATE: I TIME: 

~ / ~ -- /-25 --o 7 ( Pt-'-' - - '-' f 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL V~OLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNA~R OFFICI~L: TITLE: , DATE: 

~--t 1 ''4'-·~ f-) SE Jltlt(f\Cl~ J .... zq-OJ 
ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512} 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance C~rtificate or Single State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety ·Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs/formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers .. Office at"1-S00-252-1383 or visit their website at 
www.window.state.tx.usltaxinfo/tuets/ifta.html. 

EPAH0042001228 



CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Date __ ~)--~-~-=j_---_0~7 ______________ __ 
Equipment Number or Description 

Equipment Type or Area 

Description of Job 
, -::~ ·.· ~~- \\ ;L ..... \ 

Description of Work Preformed 

Total Cost for Parts $ __ 1""""C:_-=-_~_-·· __ 
Total Labor (hours x $55.00) $_·_,_'~~c:-:-.__· -_~--,_-' __ _ 

Total Cost to Complete Work $ ___ ;-'-'-IC ..... )~:::::::-'1_· ._ .... __ _ 

CES Customer and Job (for customer 
damage only) 

Cost of Parts Labor Hours Worked 
' ./ 0 

Wh.ite- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001229 



CVE-3 (Rev. 12/03) 

TX07110ABX05 LEVEL 

0 ARREST TKT 0 9 - 15 PASS. 

0 COM. VEH. 0 16 PASS. fOR 
FOR HIRE 
HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0151818 , .... 
i 2 
i 

0 ACCIDENT 0 16 PASS. NOT FOR HIRE 

0 COL 0 SCHEDULE 0 CHARTER 

SP PROG: 0 
0 

CONSTRUCTION ZONE 
INTERSTATE 0 YES 0 NO 

INTRASTATE 0 OCCUPIED 

0FIXED QROADSIDE 

SCALE 
HOUSE ~~-0~ 

0 ALCH 0 DS 

0 SW 0 TE 

DATE: 0_?/0~{_2007 TIME: 8:22PM COUNTY: VICTORIA HWY: <_?J. _l!.S-0059 IN VICTOR_!~-~()" {f?: M.p.#: 622 

LESSEE/MC: C E S ENVIROMENTAL SERVICES US DOT#: 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 ICC/MC#: 

OWNER: STEVEN K STRICKER TXDOT#: 

ADD/CITY/ST/ZIP: PHONE#: 

OPERATOR: SEBASTIEN MCCRIMMONS RACE/SEX: BM DOB: MED CARD: 

ADD/CITY/ST/ZIP: DL #: ST: TX 

VEH SEARCH: 0 YES 0 NO REASON FOR STOP: OwARN QCITATION QINSPECTION CONTRABAND LOCATED: 
----------------------------··- --------- --

0869392 

400234 

005516524C 

7136761460 

DL CLASS: A 

DYES 

TYPE OF SEARCH: 0 CONSENT QPC TYPE OF CONTRABAND: OwEAPONS OcuRRENCY OoTHER 

1111111111111111111111111111111111111111111111 

SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) x-oo---00 

0 COPY RECEIVED BY 

YOU ARE HEREBY NOTIFIED TO 

JuOGE:~Y A WEL~ 
PHONE: (361) 573-5073 

APPEAR 

COURT: JP 

ON/BEFORE 

GROSS WEIGHT: GROUP WEIGHT: 

LOADDISP: f 

PCT. I PLACE: 4/0 PERMiT fi - +- ... --. ·-- ........... . 
AT !O:OOAM RG WT "#CI8o,Jooo .[GVWR #i , .. 

· ADDRESS: 104 TEAKWOOD STE #3 RG WT #z··to- -- ... ---~GVWR #2 l 
~S-E_A_L~#-'S_R_E_M_O_V_E_D_:-----~~D~E-n~.-S~E~A~L~#-;~IN-S~T~A-L-L~E~D----~=~D~E~C~A~L--~IT~-~~~V~S~A~D~E~~-~ ~~W~-ST ~l .... J. 

COMMODITY: 
[EMPTY 

J. ! . j-- ·----- r-·· . ---, 
'!CE:s ENVIRONMENTAL ' ' jcli:s- ENVIRONMENTAL 

;CONSIGNOR: 1 JcoNSIGNEE: 

i -1~· ::~~~ri~ I TX -j- - · 11 ~6nX~6&!! -1
oRIGIN: 1 !DESTINATION: 

iRQ? iHW? ·)PLACARDS REQ~ I ~ , r 
1 

r 1 
1 

! rLLEGED SPEED 

1.. L 0 ···.~-R !. . J . -l... . .,· ........... /. .. L ' .. !'SPEED LIMIT 
, · ····· -····-.. ··-·-· ., , AX 1 1 AX 2 I AX 3 AX 4 , AX 5 I AX 6 1 AX 7 AX 8 - · ·-

L __ s_~E_c:. __ ~~~--·Lr·-·-r··-·-r· ·T··----~ ·-·-·-····r···· -··r· ···-r ----~·rDAR CAL.- _j __ 

TicKE'rlvi"oL. ciTE ·lf'ru-niPioos-¥Tr-oos·l,·P"osrf --- ·· --- ______ j~_L _____ ·--· V!otX'i'lo~s-oiscbvE:Rio--J.. ·--·-··-
1 No· N ; DISP I ACC f- - DRIVER:PLEASE-·cciM.PL'F WITHDIRECTIONS ON BAC!Cs'f!5E-·OF THIS .. FORM-- -·-·-

Yes' :'::',:"' i ~ i ~-r ]_ ;::::':~':::T:c:::.::·zAA ANNUAL DoT ' TX CiW EXPO 7/o6 

·r-·393:·2!5"(f) ·J.
2

iJ
11 

------~~ + -~~~EE-FE~C~-TTIIVEvE- 5~TI-DOEP-=R-(jfLAMP)~~-RIGHT ___ -·-··-·--· - ----··--- ·- ...... -· --

. 393.Ti b ··~ - LEFT iN'TERMEDIATE 
___ i_ __ - .L i j __ _ 

SHIPPING #: 

/HM CATEGORY /CODE 

IN .... - - .. --~.-.or-

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

TX 

o· -~~H~~-;~~~~~-s~~~t v~~~-~~-;7-~r ~-~r~c~-~~=~=-d f~~~~!;}~·~p~~~~ ~~4-:~~~~=r~~f-~~c~=~~~-:~u t I 0-~:~v~~:~~~u~~rio~:-~;~~r~~~-~ ~~~i~~~iied--in---~~~s;~~;·i~-;~T!~N-~~ene 
column of this report. No person shall remove the out of service stickers ! declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service ! Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating I permit or require driver to drive or Repair Service 
c_o.ndition, ?r proper -~I?era.ting aut~c:>rity has ~e~.n -~btain~?· ! operate any motor vehicle until D. Other 

SEE CON~INUATI_ON SH~E-T-.T.J~RO_O'pEH COMME~T~:- . _ . .. . . .... . ·:f _ .... ·--··· ····--··- .J~: g~~~~;n 005 
#1VIN  - TX CMV INSPECTION ON TRAILER EXPIRED JULY 2006 r ; 

INSPECTED BY: 
HARP, MELVIN H 

CHARGES FILED BY: 

!x~~7JT-p 
jJ~· L?~ Book Exemption 

COPY RECEIVED BY 
ID/REGION/DISTRICT/AREA. lrrME COMPLETED [REP()RT PRE_P,O:f<E~ BY;. 

06355 3 A 03 i 8:40PM ! REFERRAL ID 

· o63s5 3A.o3· 

~P, i-lJ;:L_'{iN H 

L 
BRAKES INSPECTED BY,· i 

EPAH0042001230 

(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) 
(4)



(Rev. 05/0~ 

ANY ENTRIES IN THE VIOLATIONS SECTION OF DRIVER'S COPY INDICATES CHARGES FILED AGAINST THE 
DRIVER. THIS WILL REQUIRE CONTACTING THE JUDGE FOR APPROPRIATE DISPOSITION. (JUDGE INFORMA
TION IN HEAVY BORDERED BOX ON DRIVER'S COPY.) 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the below certification 
and return this report to: MOTOR CARRIER SAFETY SECTION 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

CERTIFICATE OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

:EZ?cOJ 
DATE: 

I Tq~d-4. 
~ Ce-..s ';;;t ~.,_c.:>--, 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

S~~NATURE 0~ ~FFICIAL: TITLE: DATE: 
ft~E- lt'10Vl~"l.. z_- 7-07 '·re,~ v~ 

THIS FORM MUST BE RETURNED TO MOTOR CARRIER SAFETY! 

IMPORTANT MESSAGE 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compli
ance with the traffic laws and all other users of the highways. Failure to comply with your written promise to 
appear in court as made on this citation will constitute a separate offense with which you may be charged and 
result in warrants being issued for your arrest. The issuance of arrest warrants will make you subject to entry 
into the wanted persons file of this Department. Failure to appear in court or failure to pay or satisfy a fine or 
judgment in the manner ordered by the court may result in the denial of renewal of your driver's license. 

You may be able to require that this charge (Violation of Chapter 545, Transportation Code - Operation and 
Movement of Vehicles) be dismissed by taking a driving safety course. However, you will lose that right if you 
do not provide written notice to the court on or before your appearance date of your desire to do so. 

"A second or subsequent conviction of an offense under the Texas Motor Vehicle Safety Responsibility Act will 
result in the suspension of your driver's license and motor vehicle registration unless you file and maintain evi
dence of financial responsibility with the Department of Public Safety for two (2) years from the date of convic
tion. The department may waive the requirement to file evidence of financial responsibility if you file satisfacto
ry evidence with the department showing that at the time this citation was issued, the vehicle was covered by 
a motor vehicle liability insurance policy or that you were otherwise exempt from the requirements to provide 
evidence of financial responsibility." 

I I I I I IIIII 111111 I 

EPAH0042001231 



,CES ENVIRONMENTAL SERVICES, JNC. 
4904 GRIGGS ROAD 

HOUSTON, TEXAS 77021 
(713) 676-1460 

!;c PAYTOTHE J d H AW If I E ORDER OF U ge enry e e 

·· -· · · "·'· ··s.ANKOF AMERICA 
35-211130 - 4339 

2/12/2007 

1 $ **139.00 

26173 

(;) 
,·:::-

·t.· _O~ne"-'-H_;:.u.;__n..:;.drc.:e""""d_T-'-h_irt_.y-'--N_in..:.e"""a_n-'-d-'0_0.:..../1_0..;_0_**_**_*_**_**_*_**_**_*_**_**_*_**_**_*_**_**_*_**_**_*_**_**_*_**_**_*_**_**_*_**_**_*_**_**_**_*_**_**_*_**_**_*_**_**_*_**_**_*_**** ~ ~ :p DOLLARS I ~ 

,, MFJv!O 

Judge Henry A Welfel 
104 Teakwood Ste 3 
Victoria, TX. 77901 

CP # 0151818 

.... 

n• 0 2 b • ? :\ n• 1 • 

CES ENVIRONMENTAL SERVICES, INC. 

Judge Henry A Welfel 
Date Type Reference 
2/8/2007 Bill CP # 0151818 

CES Environmental S CP # 0151818 

Original Amt. 
139.00 

2/12/2007 
Balance Due Discount 

139.00 
Check Amount 

26173 

Payment 
139.00 
139.00 

139.00 

EPAH0042001232 

(b) (4)



CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Date.)- 7 · c::q 

Equipment Number or Description 

Equipment Type or Area 

Description of Job 

Description of Work Preformed 

~ ·. l i . \ \ 1.·_., 

' 
• f _) ·. -·\ 'j 

Total Cost for Parts$ ·-~ (. ·.~< 
____:...:;;:::;.__:;'-------"~--

Total Labor (hours x $55.00) $ __ .--_-.r"--·----

Total Cost to Complete Work $__._~·r=""-· '_~.:c-_.:_ __ _ 

CES Customer and Job (for customer 
damage only) 

Cost of Parts Labor Hours Worked 

I I •. 

\J) 0 -

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001233 
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I 

~. 
I 
I 

Justice Courts, Victoria County, T~xas 
Pr,_ecinct 1· 

Judge Annie Ramos 
3506 N. Ben Wilson, Suite E, Victoria, TX 77901 

(361) 573-0836 
Fax (361) 573-1835 

Precinct3 
Judge Robert "Bob" Whitaker 

111-A N. Glass, Victoria, TX 77901 
(361) 575-0246 

Fax (361) 575-1202 

Precinct2 
Judge Stuart Posey 

6605-C N. Navarro, Victoria, TX 77904 
(361) 575-0012 

Fa 

1. This letter is furnished as a courtesy to you by the Justice Courts of Victoria County, Texas to 
assist you .in .. niakirig disposition of the charge.or charges filed against you. You may have the right 
to have the violati6n dismi$sed by completing a driving safety course, but you must contact the 
court for information concerning this procedure on or before the court date on your ticket. 

2. IF YOU WISH TO EI\!TER A PLE:A OF GUILTY OR NOLO CONTENDERE, please so indicate 
below in the proper space provided. A plea of Nolo Contendere means that you do not contest the 
state's charges against you. The fine tor a Nolo Contendere is the same as that for a plea of 
Guilty. Either plea indicates that you agree to waive appearance before the .Court tor trial. 

3. You must refer to the schedule shown on the reverse side of this letter to determine the total 
.amount of your fine(s) and costs assessed against you. Make your remittance by Cashier's Chec.k 
·or Money Order (PERSONAl CHECK Nm ACCEPTED) to the Justice Court circled at the top of 
this letter. Return your copy of the Cjtatjon and this letter with your remittance to assure proper credjt 

~-~:::::::\i\!::'1 PLEASE CONTACT PROPER COURT FOR CREDIT CARD PA~MENT. ~.::.:S!&,J 
4. IF YOU WISH TO ENTER A PLEA OF NOT GUILTY and desire a trial, you must so indicate in the 

proper space proilided below. You shall be notified by mail of the court date set for your hearing. 
You have the rigl:g,tQ,a trial by jury, if you so request. You also have the right to be represented by 
an Attorney, now'e!...J.ei\ ··there is ri'O right to a court appointed attorney in these Class C 
misdemeanor~. 

_:s,~ 

5. IF YOU FAIL TO' BESf>ONO TO THIS CHARGE BY THE APPEARANC{:: DATE SHOWN ON THE 
CITATION, AN ADDITIONAL CHARGE MAY BE ASSESSED AGAINST ,YOU FOR FAILURE TO 
APPEAR AND A WARRANT ISSUED FOB YOUR ARREST, WHICH WILL RESULT IN ANOTHER 
$264.00 FINE AND COSTS. . . 

' 
6. It additional intorr;,ation is needed, call th~ number above. IT IS YOUR BESPONSIBILrTY TO 

CONTACT THE COURT AND NOT THE COURTS RESPONSIBILITY TO CONTACT YOU. 

Thank You, 
The Justice Courts, Victoria County, Texas 

"A.conviction of an offense ~nder a traffie}11w Qfthjs state or a political sybdiylsjon of this state may 
result in the assessment on vour driver's license 'Of-a surcharge under the Driver Responsibility Program." 

REPLY FORM 
. . Mail to the Justice Court circled at the top of this letter. 
bheckone: 

1.-- I hereby enter a plea of GUILTY and waive appearance at trial. 
Cashier's Check or Money Order (Company check accepted) in the amount of the fine(s) is 
enclosed. 

2. __ I hereby enter a plea of NOLO CONTENDERE and waive appearance for trial. 
Cashier's Check or Money Order (Company check accepted) in the amount of the fine(s) is 
enclosed. · 

3. -- I hereby enter a plea of NOT GUILTY and request (jury) (non-jury) trial·io(each charge filed 
against me. 

4. __ I wish to take Defensive Driving. (Please coniaiit.court.) 

Date:----------- Signature:---.---------------

_j 

EPAH0042001234 



CVE-3 (Rev. 12/03) 

---· . TX07180AQL04- ... TXDPS COMMERCIAL VEHICLE ENFORCEMENT 
LEVEL 

CP#:0151818 
0 ARREST TKT 

ji1 COM. VEH. 

CJ 
0 

ACCIDENT 

CDL 

CJ 9 - 15 PASS. FOR HIRE 

[J 16. PASS. FOR HIRE CONSTRUCTION ZONE 

CJ 16 PASS. NOT FOR HIRE SP PROG: 0 INTERSTATE CJ YES 0 NO 

[J SCHEDULE CJ CHARTER 0 INTRASTATE [J OCCUPIED 

0FIXED []ROADSIDE 

. ....,.,,. SCALE 

HOUSE ~:~~ ___ _ 

DATE: ______ 02/13~QQJ TIME: }_()_:_~-~ COUNTY: CHAMBERS _ ____________ HWY: !1) I_H-_Oq10l!'<:_~~!=~S-~<:). _ _(:?_! 

LESSEE/MC: C E S ENVIROMENTAL SERVICES USDOT#: 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 ICC/MC#: 

OWNER: STEVEN K STRICKER TXDOT#: 

ADD/CITY/ST/ZIP: PHONE#: 

CJ ALCH [J DS 

0 SW 0 TE 

M.P.#: 1!_15 __ _ 

0869392 

400234 

005516524C 

7136761460 

OPERATOR: ROBERT JOE HICKMAN RACE/SEX: BM DOS: MED CARD: 08-03-07 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 

VEH SEARCH: CJ YES 0 NO REASON FOR STOP: []WARN []CITATION []INSPECTION CONTRABAND LOCATED: _g~~s __ [J~_? __ -----------· ------- ----------------------

TYPE OF SEARCH: CJ CONSENT [JPC CJ INC. TO ARREST CJ INVENTORY 

CJ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) J{ 00 0 

0 COPY RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: COURT: 

PHONE: ON/BEFORE 

ADDRESS: 

TYPE Of CONTRABAND: 0DRUGS 0WEAPONS []CURRENCY []OTHER 

0 

PCT . I PLACE : 

AT 

1111111111111111111111111111111111111111111111 

GROUP WEIGHT: 

LOAD DISP: I 
PERMiT --i·:··----·--r- ---- ~----------------·------- -------------------
RG w'r # f jsodoo 
RG WT #2 ·!o 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
·crvEHICLE -Pi..iiSi.i'arit--b5-·au"th.Oilty-cOrita1:riect· in-··-rp:c··chaprer· 644 Che:reby declare "OUt itJ DRIVER P:urs·uant to aUthOrity COiitainea Tn- ·roo!f DlSPOSITIONS--··--···· ~ 

of Service" the vehicle/s with defects followed by "YES" in .the Out of Service ; TRC Chapter 644 I hereby notify and lA. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers : declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service ! Out of Service. No motor carrier shall 

1

1B. Towed/Escorted to 
defects have been repa1red and the vehlcles have been restored to safe operat1ng l permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. I operate any motor vehicle until D. Other 

i~t~~;; ~~:~!:;}:]~~:~~d~~~~~~~~-- <:o~~a~;s- be~ze~e),9, NA ~-~;1j X """~ -- f g;::::" ~ 
i 0 i,;;g ilo~k i:-,;:;;~ti~~-

:~~~;~D J~S R - ------ - -----liD/REG;~;~~I~TR~C~~AREA 

CHARGE8-FI1E:o s'r: ·r·-----

--""co"'P"'Y"'""'RE=c==E"'I"'VE=o-::ay::---------~--- -----. -- -- ------------

~~M:E4~:PLETED ~~~~ii~J:~i~~~Q_!'J~'---~~~~I£3~:r,_~~S-~-
L --- - · - JsP-Akts rNsPEc1£t a'i: ~---- -- -- ~ ·· ·· r--

EPAH0042001235 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) 
(4)



IIlli Ill I : __ I _ 

(Rev. 8/05) .. _ 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

~~_J~ ... JtJ~~~~ )-} S£ fV1C::.vlcALje'- 2- }L-;-07 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot.govlfactsfigslformspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. usltaxinfo/fuels/ifta. html. 
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CVE-3 (Rev. 12/03) 

..... ~ "TX(l7·f!ffi\1)E()·S;;;;,; o·-----·-· --.- -·-· '·---· ,_TXDPS COMMERCiALVEHiCLE-ENFORCEM-ENT-cp#·; ''Cii's i 8'i8 ··' -''" 'LEVEL''' 

0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 0 
~ COM. VEH. 0 16 PASS. FOR HIRE 

0 ACCIDENT 0 16 PASS. NOT FOR HIRE SP PROG: 

~COL 0 SCHEDULE 0 CHARTER 

DATE: 02/23/2007 TIME: 

~ 
0 

CONSTRUCTION ZONE 
INTERSTATE 0 YES ~ NO 

INTRASTATE 0 OCCUPIED 

0FIXED 

SCALE 
HOUSE 

LESSEE/MC: C E S ENVIROMENTAL SERVICEs_ ____________________________ ~----

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 

OWNER: 
C E S ENVIROHENTAL SERVICES~-------------------------------------------------

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 

~ROADSIDE 

USDOT#: 

ICC/MC#: 

TXDOTII: 

PHONE#: 

[J ALCH 0 OS 

0 SW 0 TE 

0869392 

400234 

005516524C 

7136761460 
OPERATOR: MATTHEW TAYLOR RACE/SEX: BM DOB: MED CARD: 03-11-2007 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 

VEH SEARCH: 0 YES REASON FOR STOP: 0WARN 0CITATION 0INSPECTION CONTRABAND LOCATED: DYES 0NO 

TYPE OF SEARCH: 0 CONSENT 0PC 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS 0WEAPONS [JCURRENCY [JOTHER 

X~ 
1 I TT PTRB 280 I TX I 
2 I ST OTHR 253 I I TX 

llllllllllllllllllllllllllllllllllllllllllllll 
------S"'I""G""N"'A"'T""U""RE~:----------

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

ry::-:O:::U~AR=E-:H;::E::;R:;:E~B:;;"Y-:N:;:O:::T::'!I":'F:;:I':':'ED;::-:T::;O::--;:A-;:P-;:PEAR==:------------------------,:;-L-,;O;;;A-;;D;-;;;Dc;:I-;;S-;:;P:-:::-1-------------------------------

JUDGE: COURT: PCT • I PLACE : PERMIT #: 
PHONE: ON/BEFORE AT RG WT # 1 80000 jGVWR # 1 r-----

~r-", -- J:"r~L · -jDEPT. SEAL#; INSTALLED VSA DECAL-TT jCVSA DECAL-ST ~DECAL-ST 

------T~-----+,----~,-----4-----~~-
~------Lr2~1-6~3~o7279-~--------L-.--------~K=I~ND~ER~MO~R~GAN~~------~- CHEMICAL WASTE -------

SHIPPING #: CONSIGNOR: CONSIGNEE: 

ADDRESS: 

~EAL #'S REMOVED: 

I-C-O_MM __ O_D_I_T_Y_:--+HAZARD=-c-=-c-~0-=u=s -WAS=c--:-T=E,-7SO-,-L=---ci=-D-N,-,-. 70-. -,-S-. +O-R_I_G_I-~~----i-=p-cc:ASAJ)-=~E"'N"A' ___ ------J----~ "+,~;;;;;;;;;;- 'sffi;pjjijji------------~~~LA---

)HM CATEGORY )CODE )RQ? jHW? PLACARDS REQ? - jALLEGED SPEED 

JNA ______ ! 0 R __ _ _____ .___,____"'s""'PE""E""D;----..-LI"'M-;-.;I""T:--+--------1 

- AX 1 AX 2 AX AX 6 'AX 7 'AX 8 ----------- ------
~EC. TAN~ l~t---j----r-- I I - --:-,-- -- --jAADAR CAL. I 

~=---='0""---==--oo-T~~-=-------'-----'--------'---'-==::-:-':-=:':::-_LL_l_ ___ L_ ___ ___l _______ _ 
TICKET VIOL. CITE # Unit . OOS OOS POST VIOLATIONS DISCOVERED -

No. Y/N DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS:__,.,.F_O=RM~~~ 
f----+-3"'9~3.-.-,1"3"'4:---l-""2.-t--=-:y"'a-s-+---,Ac--l----i=A~I=L~T=o~s=:e:""cURE='=- ROLL-ON/ROLL-OFF /HOOK LIFT CONTAINERS (DESCRIBE VIOLATION) - NO _____ _ 

SEUCREMENT,RIGHT SIDE, REAR 
393.19 1 pEFECTIVE TURN -;S;;-;I;;GN=AL-;--~LAMP·~;--;-:(#"');------;:BR~--------------- - ----------------------

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
Of VE:HICLEPursuant to authonty conta1ned 1n TRC cnapter~44 I nereoy aecure Out 1n uRI ER Pursuant to authonty contunea w 005 DISPOSITIONS 
L:.J of ·service" the vehicle/s with defects followed by "YES" in the Out of Service !-... TRC Chapter 644 I hereby notify and A. Repaired at Scene I 

column of this report. No person shall remove the out of service stickers declare the driver named on this ·report Obtained Oper. Auth. 
applied to these vehicles or ·operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

:_EE CONTIN~~ION SHEET --1_j!ROOPER _:~MMENT~~------------------1-----------------------j~: g~~~~;n oos 
TESTING-Y 

I X~~ IT~o-~_Book Exempt~ 
Jl: COPY RECEIVED BY 

iNsPECTED BY: -----------Tro!REGroN;DrsTRrcT/AREA ~ME coMPLETED ~o~~R~_E:~E_p- BY: -=~8_1p.Nc_,__GENE~AUL _________ _ 

~:~~r:~~-·-------------L- -~~-9~~5--- ~~~~~--- -- B'~~~~s~~cRo-sY:--- ------ ---~-- -----------
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.. 

111111 IIIIi I 
(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

TITLE: 

HSE ~n~ 
DATE: 

2-26-07 
NATURE OF CARRIER OFFICIAL: 

u:;A__ 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two {2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot.gov/factsfigslformspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfo!fue/slifta.html. 

II 
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STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION AND DEVELOPMENT 

Weights & Standards, Enforcement & Permits Office 
P.O. Box 94042/1201 Capitol Access Road 

KATHLEEN BABINEAUX BLANCO 
GOVERNOR 

CES ENVIRONMENTAL SVC 
4904 GRIGGS ROAD 
HOUSTON, TX 77021 

Dear Sir or Madam: 

Baton Rouge, Louisiana 70804-9042 

www.dotd.louisiana.gov JOHNNY B. BRADBERRY 
SECRETARY 

April4, 2007 

Please refer to Violation Ticket Number 0701 BE-44.BJ00153, in the amount of $296.00, issued on 
02/07/2007. 

The Violation Ticket Review Committee met for your VT and based on the facts and documentation you 
submitted to said meeting, this ticket was ruled valid. 

Louisiana Revised Statute requires that this ticket be paid within thirty (30) days of receipt or ruling by 
VTRC. This is to advise you that if we do not receive a request for further review or payment for the fine 
amount of the Violation Ticket within thirty (30) from the date of this letter, the ticket will be forwarded to 
our Legal Section for collection. LADOTD may have the LA vehicle operator's license suspended, or 
renewal or re-issuance or the license denied, or both. If your payment has already been submitted, no 
further action is required. 

In accordance with R.S. 32:389(C)(2), payment must be made by either Certified Check, Cashier's 
Check, or Money Order made payable to LA DOTD. Visa, MasterCard and American Express credit 
cards will also be accepted by calling (225)377-7100. 

Sin"].ouffi, ~ 
JaniceP.~J 
Chief, Systems Engineering Division 

STEVEN K STRICKER 
cc: 

JPW:dmm 

STEVEN K STRICKER 

AN EQUAL OPPORTUNITY EMPLOYER 
A DRUG-FREE WORKPLACE 

EPAH0042001239 
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KATHLEEN BABINEAUX BLANCO 
GOVERNOR 

MAR ~ fi 7.007 

STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION AND DEVELOPMENT 

Weights & Standards, Enforcement & Permits Office 
P.O. Box 94042/1201 Capitol Access Road 

Baton Rouge, Louisiana 70804-9042 

www.dotd.louisiana.gov JOHNNY B. BRADBERRY 
SECRETARY 

CES ENVIRONMENTAL SVC 
4904 GRIGGS ROAD 
HOUSTON , TX 77021 

February 28, 2007 

To Whom It May Concern: 

We received your protest letter concerning Violation Ticket Number 0701 BE-44.BJ00153. 

Your VT has been scheduled for review on 03/13/2007. You will receive written notification of the 
Violation Ticket Review Committee's ruling 10 (ten) days following your review date. No payment of the 
fine is required at this time. 

If you have made prior arrangements to appear in person for a second review, please contact my 
secretary at least two (2) weeks prior to review date. You will be given the time and location of the 
meeting. Please plan to bring any additional or new information that you may have concerning this 
matter. 

Si"J;:;~~ 
Denny J. Silvio 
DOTD Weights and Standards Administrator 

STEVEN K STRICKER 
cc: 

DJS:dmm 

CANDIDO A ROSALES 

AN EQUAL OPPORTUNITY EMPLOYER 
A DRUG-FREE WORKPLACE 

EPAH0042001241 

(b) (4) (b) (4)



form: eTicketO 
Louisiana Department of Transportation and Development 

Attn: Weights & Standards Office 
P.O. Box 94042, Baton Rouge, LA. 70804-9042 

Issued the 7th day of February, 2007 at 01:34 PM Highway: 1-10 E Parish: Calcasieu 

I VT# 0701 BE-44.BJ00153(0) 
Driver 
Last Name: ROSALES, First Name: CANDIDO M.l. A Suffix: 

Street f'<(iclress: 

City

Opu;akY License Number: Class: A State of Issue: TX O.O.B
Owner DBA 
0;arne: STEVEN K STRICKER Name: 

Stme

City

Phone
Vehicle Information 

Vehicle Year 

2007 
Licenst:~- Veaj· 

2007 

Vehicle Make 

PTRB 
l ... 1cense State 

TX 

Street /\ddress: 

City: State: 
Phone: 

Vehicle VIN Number 

License Number 

I 

ZiP: 

Is Apportioned 
Vehicle D.CJ.T nurnber 

869392 
Reqisterccl Wdqht 

80,000 
Primary Trailer Information 2nd Trailer Information 

PriTary Traifer State Primary Trailer License No 
TX W19909 

Permit Information 
Expired 48 f··lour Permit No. 

Expired Pennit No. 

Permitted 'Neight: 0 

Commodity Code . Description 
Other WASTE 
R.S. No. Violation: Description 

2nd Trailer State 

NA 

Valid 48 Hour Permit No. 

Valid Permit No. 
Control Number: 

32:386 1. Over Legal Gross Vehicle Weight or Over Legal Axle Weight 
Type: Type 8 Tire width on steering ax!e: 11.00 No. Of Axles Sets: 3 
Maximum allowable legal/ permitted weight· Interstate: 83400 Non-Interstate:. 88000 

Axle Set Axle Set 1 Axle Set 2 Axle Set 3 
Type Steering Axle Tandem Tridum 

Legal Weight 15,000 34,000 · 42,000 
Scale Weight 11,680 21,200 47,920 
Over Weight 0 0 5,920 

Fine $0.00 $0.00 $296.00 

(j,\f,VV. 
80,800 

Remarks: 

ovvv Overaoe 

100 

Weight Table Fine Summary 
Over OVW lb Over UVW $ lndiviliual i\xle Fines 

0 $0.00 $296.00 

2nd Trdler l..icensc• i\o 
NA 

Primarv Fine 
$296.00 

Fine 
$0.00 

fv!uttlple Violalicn 
$0.00 

Total Fine Is: $296.00 Violation Number: 0701 BE-44.BJ00153(0L 

Driver CANDIDO A ROSALES Officer Brenda F Jennings 

EPAH0042001242 

(b) (4)
(b) (4)

(b) (4) (b) (4)

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4)



Immediate payment may be made by the following options: MasterCard, Visa, or American Express Credit Cards, LA DOTD 
Approved Money Transfers, Posted Bond, Cash, Cashier's Check, Certified Check, Company Checks or Money Order made 
payable to LA DOTD. For information related to payment, please call (225) 377-7100. 

Violation Tickets must be paid or protested as set forth in [1] and [3] within thirty (30) days of the issuance date on the VT. In the 
event payment of the fine has not received within 30 days, LA operators license information will be forwarded to the Motor 
Vehicle Division, Dept. of Public Safety for suspension, revocation, and cancellation; and the vehicle plate will be removed until 
the fine is paid. 

0701 BE-44.BJ00153(0) 
According to Louisiana Revised Statute 32:389, paragraphs 4 (a) (b) and (c) and 5: 
"Any owner or driver resisting the payment of the penalty found due, or the enforcement of any provision of this Part In relation 
thereto, shall pay the amount of the penalty assessed to the Weights and Standards police officer, state policeman or other person 
designated in a license receipt and shall give this officer, state policeman or person notice at the time of payment of his intention to 
file suit for the recovery of such penalty." 
"Any owner or driver who pays an assessed penalty under protest in accordance with the provisions of this Section shall have a 
period of ninety days after the date of payment to institute a civil suit against the department to recover the penalty so paid." 
"The right to sue for recovery of a penalty paid under protest shall afford a legal remedy and right of action in any state district court 
for a full and complete adjudication of any questions arising in the enforcement of a penalty respecting the legality of any penalty 
assessed or the method of enforcement thereof. Any such suit may be instituted either in the parish in which the violation occurred, 
the domicile of vehicle, provided the domicile Is within the state of Louisiana, or in East Baton Rouge Parish. In any such suit, 
service of process shall be made on the Department, through the Secretary. The department shall be a necessary and proper party 
defendant in any such suit. 
"No court of this state shall issue any process whatsoever to restrain the collection of any penalty assessed by the department 
pursuant to this Part." 

VIOLATION TICKET DOTD 03-44-0699 (REV. 09/01) 

Please cut and include thi'!J stub with your payment 
Louisiana Department of Transportation and Development 
Attn: Weights & Standards Office 
P.O. Box 94042, Baton Rouge, LA. 70804-9042 

Issued to 

CANDIDO A ROSALES 

Owner 

STEVEN K STRICKER 

DBA 

Operator License Number Class:A State ot Issue: TX D.O.B. Vehicle D.O.T. 869392 
Violation Ticket Issued the 7th dayof February, 2007 at 01:34 PM Highway: 1-10 E Parish: Calcasieu 

Revised.St<:!tute N.umber 
·····. 

Description· 
32:386 1. Over Legal Gross Vehicle Weight or Over Legal Axle Weight 

Your Total Fine Is: $296.0() Violation.:Nurnber: 0701 BE•44.BJ00153(0) 

Amount Enclosed: Payment Type: Date: 

EPAH0042001243 
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TIME: 

Weighment 
Weighment 
Weighment 

TOTAL: 

• 
© 

TOTAL: 

01:24:38pm 

1: 11680 
2 : 21200 
3 : 47920 

80800 

0-?-SJ-·y-o--c~( 
j1p q J1J-

lb 
lb 
lb 

lb 

STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION 

AND DEVELOPMENT 
CALCASIEU PARISH 
I-10 EAST BOUND 

DATE: Feb 07 

Scale 1 
Scale 2 !St:t z...o Scale 3 

2007 

TOO~/lf::"' ,,_' ·-, 

_5~ k 5+r, t-tu 
1} lff5~2_)J- ~ 

80800 lb. 
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February 8, 2007 

Ms. Deanna Mitchell 

CES Environmental 
Services, Inc. 

Louisiana Department of Transportation and Development 
Attn: Weights & Standards Office 
P.O. Box 94042 
Baton Rouge, LA 70804-9042 

Dear Ms. Mitchell 

Attached is a copy of violation number: 0701BE-44.BJ00153(0) issued to our driver 
Candido Rosales on 2-7-07. I am writing to request you to reduce the fine amount, if it 
cannot be waived altogether. We are a small company and do our best to be compliant. 

Looking forward to hearing from you. 

Thanking you, 

Sincerely, 

Prabhakar R. Thangudu 
HSE Manager 
CES Environmental Services, Inc. 
4904 Griggs Road 
Houston, TX 77021 

713-676-1460 
pthangudu@cesenvironmental.com 

EPAH0042001245 



KATHLEEN BABINEAUX BLANCO 
GOVERNOR 

STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION AND DEVELOPMENT 

Weights & Standards, Enforcement & Permits Office 
P.O. Box 94042/1201 Capitol Access Road 

Baton Rouge, Louisiana 70804-9042 

www.dotd.louisiana.gov JOHNNY B. BRADBERRY 
SECRETARY 

CANDIDO A ROSALES 
7554 THUROW ST 
HOUSTON, TX 77087 

February 28, 2007 

To VVhom It IVIay Concern: 

We received your protest letter concerning Violation Ticket Number 0701 BE-44.BJ00153. 

Your VT has been scheduled for review on 03/13/2007. You will receive written notification of the 
Violation Ticket Review Committee's ruling 10 (ten) days following your review date. No payment of the 
fine is required at this time. 

If you have made prior arrangements to appear in person for a second review, please contact my 
secretary at least two (2) weeks prior to review date. You will be given the time and location of the 
meeting. Please plan to bring any additional or new information that you may have concerning this 
matter. 

Sin]ours, ~ 

DennyJ.~ ~ 
DOTD Weights and Standards Administrator 

STEVEN K STRICKER 
cc: 

DJS:dmm 

CES ENVIRONMENTAL SVC 
4804 GRIGGS ROAD 
HOUSTON , TX 77021 

AN ECtUI\L OPPORTUNITY EMPLOYER 
A DRUG-FREE WORKPLACE 

EPAH0042001246 
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CVE-3 (Rev. 12/03) 

D ARREST TKT. 

~ COM. VEH. 

0 ACCIDENT 

~~ C:DL 

TX07AXIOOC-O 
" \j 
0 
D 

9 - 15 PASS. FOR HIRE 
lG PASS. FOR HIRE 
lG PASS. NOT FOR HIRE 

D CHI\RTER 

LA PORTE POLICE COMMERCIAL VEHICLE 
ENFORCEMENT UNIT CP# 

SP PROG: ~ INTERSTATE 

D INTR.'\ST.I\Tf~ 

CONSTRUCTION ZONE 

n YES ~ NO 

LJ OCCUPIED 

0FIXED 

SC.A.LE 
HOUSE 

0151818 
~ROADSIDE 0 

ALCH 

D S\~ 

LEVEL 

[~] 
0 DS 

D TE 

f\'\TJ::: 04/1212007 T I HE:: 8 : 00 AM COUNTY : HARRIS fMY (SH) SH-0225 IN HARRIS CO M.P.# 690 
-----------------------

LE~~SEE /HC: 0869392 

JlDD/CITY /ST/3IP: ICC/~·1C#: 400234 

U1\/NER: C E S ENVlROMENTAL SERVICES TXDO'l'#: 

ADD;::[TY/ST/3IP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 

OPERATOR: NOAH D BERRY f-<ACE I SEX : BM DOB: 

PHONE#: 

MED CARD: 

713-676-1460 

05162008 

l\DD/CITY/ST/ZIP: D.L.#: STATE: TX 

VEH SEARCH: 0 YES ~ NO REASON FOR STOP: o~IJlRN OcrTJl.TION 0 INSPECTION CONTRABAND LOO\TED: DYES 

TYPE oF SE1\.~CH: 0 ~~oNsENT Ore OrNe. To ARREST OrNVENTORY TYPE oF CONTRJ.IBl\ND: 0DRlTGS OWE.i\PONS Ocr.rRRENCY OoTHER 
~----------~=-----

UNIT TYPE ·· MAKE .. ST TX07AXIOOC 00950906 04112/07 
1 TT PTRB 273 TX 
2 ST OTHR 215 TX 

0 I HERE:BY PRO!vriSE TO APPEAR l\.T THE TII'!E AND 
PLJl/.::E DESIGN.J:\TED IN THIS t,f(:.TI'.-=:E. (TEIS IS 
NOT .i\ PLE.I\ OF GUILTY) 

18! 00 00 

~ COPY REC:EIV!':D SY 

~~~~~~~~~~~~~~------------------------------------~~~~o.---r--------------------·-----r YOU Al<l: HEREBY Nu'J'U'lED TO APt'EAR LOAD DISP: 

Graphic 

JUDGE: COURT: PCT ./PLA.CE: 

PHONE: ON/BEFORE AT 

ADDRESS: 

SEAL #' S REt·!OVED: I DEPT. SEAL #; INS'f.".LLED )CVSA DECAL TT )CVSA DECAL ST jCVSJl. DECAL-ST J 
I I I I I I 

SHIFFING #: 303162-8 
GGNSIGNEE~ 

COMHODITY: FLAMMABLE LIQUID NOS ORIGIN: LA PORTE TX DESTINATION HOUSTON 

I CODE I RQ? I HW? PLr'\CARDS REQ? I ALLEGED SPEED I 

I
I 3 I ~I 0 ~~~i~~~=jl~R~.".A~·· Jlii:?:""~'" J2¥""~-, J3¥}lJ(~· J:4=fAXG5rC'~".X~6 ¥Fv.~··:::~I:, P,;:~·,=b~' ~~S~PE~E~D(L~IiHI:_:T_r .•• l~ ------l ~ SPEC. TANK RADAR CAL. 

307 I 
'Li 

"'ICI<ET VIOL. CITE #UNIT 
NO. 

OOS OOS POST~-------~~~=-~~~~~~V~IO~LA~~T~IO~N~S~D~I~S=C?"O~V~E~R~E~D~~-=~~~~-------------~ 
YIN DISP ACC DRIVER: PLEASE COHPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

0 VE:HICLE Pursuant to autbori~y con~ained _in 'I'RC Chapter 64~ I her-3by ct:c~are. "Out IO DRIV£R Pursuant to authority contained in 
of Service" the vehi•::le/s 1 .. nth detect;3 rollowed by "YES" ln the Out ot ~ervlce )l TRC Cha.pteL· 644 I hereby notify and 
column of rh.2.s report. No person stall remove the out r:::f service ~n:i·::kers 1 ct.scl::tr~ the driver 1"1-:lmed or. thi.s report 
applied to these vehicles or operate such vehicle::;; until t.·lle out of service . I Out of Service. No motor caLr·ier shall 
defects have been repaired and the vehicles have been restored to s3fe oper3.tlng permit or require driver to drive or 
··.::ondition, or proper opr=rating authot·ity has been obtained. operate any motor vehicle until 

SE:E CONTINUATION SHEET II I . ---j 
II TROOPER COMHENTS I 

CASE: 07-9375 CLASS A CDL 5' 08' ' MED BLD BRNI BRN Ill END: TX 

Joos DISPOSITIONS 
1~ .• Repaired at Scene I 
Obtain.:>d Opo?r. ;l.uth. 
B.Towed/E.sc:orted to 
Repair Service 
D. Other 
U. Unknovm 
N. Driver OOS 

--.--·---..,------=.....:~'-"'.7 ... :74-~--.---:-::-=:c-::-=-=-:-:-::c-::-c-:c·-=-::-:: -,-----,----------r-----c=--c-:===,---=--,---::-c-c-,-----==c!:l=_j"'::-L--·OlJ Book Exe:'mption i 
INSPECTED BYG: <JZ., )/ _/-'j! ID/REGION/DISTRrc.f /!'REA I TIME coMPLETEDI-R_E_P_o_R-:cT=P-:cR_E-=P-=JlR_E_D_B_Y_: --1--o_o_6_4_s __ GAL __ L_r_o_N_, -R---------1 

~:r:;:yo~?a.-- 00646 2 9 X i 8:29 AM REFERRi',L D 

CHARGES fiLED BY y·, I I BRAJ<ES INSPECTED BY: I 

EPAH0042001247 

(b) (4)

(b) (4)

(b) (4)

(b) (4)



(Rev 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/IInCB. 

CERTIFICATION OF REPAfRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR A,S 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

TITLE: DATE: ~JGNATURE O~OFFICIAL: 

~~- I 1-'~ H S £ Jl/\?-, \?-lj~ L1- 12-o} 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this repor:t. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the M·:>tor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 7Bn3-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are Intended 'to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti-· 
tute a separate offense with which you may be charged and result in warrants being issued for your arrest Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by t~E! c9urt rnay result in the denial of renew-
al of your driver's license. · · 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability Insurance 
policy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notiCe of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-seiVice review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@(Xdps.state.tx.us. The Department may conduct the review by telephone conference 
call. · 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-BOQ-299-1700 or visit their website at wwwdot.state. tx. us. . 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-566CJ or visit their website at 
www,fmcsa.dot,qovlfacfsfigslformspubs,htm, 

To obtain IFTA information contact the State of Texas Comptrollers Office at ·1-800-252-1383 or visit their website at 
WWW. window. state, tx. us/faxjnfo/fue/slifta html. 

EPAH0042001248 



STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION AND DEVELOPMENT 

Weights & Standards, Enforcement & Permits Office 
P.O. Box 94042/1201 Capitol Access Road 

KATHLEEN BABINEAUX BLANCO 
GOVERNOR 

STEVEN K STRICKER 

 

Dear Sir or Madam: 

Baton Rouge, Louisiana 70804-9042 

www.dotd.louisiana.gov JOHNNY B. BRADBERRY 
SECRETARY 

April 4, 2007 

Please refer to Violation Ticket Number 0701 BE-44.BJ00153, iri the amount of $296.00, issued on 
02/07/2007. 

The Violation Ticket Review Committee met for your VT and based on the facts and documentation you 
submitted to said meeting, this ticket was ruled valid. 

Louisiana Revised Statute requires that this ticket be paid within thirty (30) days of receipt or ruling by 
VTRC. This is to advise you that if we do not receive a request for further review or payment for the fine 
amount of the Violation Ticket within thirty (30) from the date of this letter, the ticket will be forwarded to 
our Legal Section for collection. LADOTD may have the LA vehicle operator's license suspended, or 
renewal or re-issuance or the license denied, or both. If your payment has already been submitted, no 
further action is required. 

In accordance with R.S. 32:389(C)(2), payment must be made by either Certified Check, Cashier's 
Check, or Money Order made payable to LA DOTD. Visa, MasterCard and American Express credit 
cards will also be accepted by calling (225)377-7100. 

Sinp~/J~ 
Janice P. William6.t;;r"' 
Chief, Systems Engineering Division 

CANDIDO A ROSALES 
cc: 

JPW:dmm 

CES ENVIRONMENTAL SVC 
4904 GRIGGS ROAD 
HOUSTON , TX 77021 

AN EQUAL OPPORTUNITY EMPLOYER 
A DRUG-FREE WORKPLACE 
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CVE-3 (Rev~ 12/03) 

> ",•Y' LEVEL TX072Z0AQN04 
(] 9 - 15 PASS. FOR HIRE 

(] 16 PASS. FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP#i0151818 r~l (] ARREST TKT 

0 COM. VEH. 

(] ACCIDENT 

0 CDL 

(] 16 PASS. NOT FOR HIRE 

(] SCHEDULE [] CHARTER 

DATE: _____ _Q!f17/2007 TIME: 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE (] YES 0 NO 
(]FIXED 0ROADSIDE 

SCALE 
0 INTRASTATE [] OCCUPIED HOUSE 

8: 29 AM COUNTY: NACOGDOCHES 

LESSEE/MC: C E S ENVIROMENTAL SERVICES'-----·---------~--~---~-----~---·_, .... -----~------------·--- US DOT#: 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 ICC/MC#: 

OWNER: STEVEN STRICKER TXDOT#: --------·-·--------------·--·--,---------
ADD/CITY/ST/ZIP: PHONE#: 

L____j 

(] ALCH (J DS 

(] SW (] TE 

M.P.#:__l2§___ 

0869392 

400234 

005516524C 

7136761460 

OPERATOR: . D_A_V_I_D_J;'_VAND_ ENBE_R_G ____ , __ ·-------~------ RACE/SEX: WM DOB: __ MED CARD: 02/24/08 

ADD/CITY/ST/ZIP: 

VEH SEARCH: (J YES 

TYPE OF SEARCH: (J CONSENT (]PC (] INC. TO ARREST (]INVENTORY 

SIGNATURE: 

(] I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 

DL #: ST: TX DL CLASS: A 

[]INSPECTION CONTRABAND LOCATED: (]YES 

TYPE OF CONTRABAND: []DRUGS (]WEAPONS []CURRENCY (]OTHER 

1111111111111111111111111111111111111111111 Ill 

NOT A PLEA OF GUILTY) X (Q) --00 (Q) --00 (Q) 

li':] COPY RECEIVED BY GROSS WEIGHT: 0 GROUP WEIGHT: 0 
YOU ARE HEREBY NOTIFIED TO APPEAR 

L6A.o-15isJ?: -l----------------------~----

JUDGE: COURT: PCT./PLACE: ---- ., .. -------- ._- ·-1~--- ----- -----"-"" ____ . '--
PERMIT #: , 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
-· 0 vEH1CLE-PUrsuant-·to- auEh6!:TEY-CO"i1"f3Tilect_"i_n~fRC- Chaptei_b_irf l he·r:eb·y Otic rare- ·"Out--~. o···oRIVER- p·u·rsuan-r-"fa··a-uthO.ii ty- Contarned·ln---fOOS--oTSPOsrTrONS __ _ 

of Service 1' the vehicle/s with defects followed by "YES" in the Out of Service l TRC Chapter 644 I hereby notify and jA. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers ! declare the driver named on this report rObtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service i Out of Service. No motor carrier shall lB. Towed/Escorted to 
defects have been repaired and t. he vehicles have been ~estored to safe operating / permit or require dri:rer to ct:ive or _jRepair Service 
condition, or proper operating authority h~s been obtained. _ _ : operate any motor veh~cle until D. Other 

SEEC~N'fi~~~~~- .. ~_fl~-~--l--~~!_E~·coi-1M_~_tTTS_:~=~:=-==-=:===~===] ________________________ ~------- g: ~~~~~;n 003 

TEST YES VIN 2889 NO VIOLATIONS FOUND CHECKED BLOCK AND BRACE IN 
VAN TRAILER 

X ~j)~ 1--------
:._..:;_...,.,.,.,......,. __ =,....,=---------i_Q_r,_o~-~~ Ex~~tio~-

-- __ _ ___ " _ .. ; ____ c:_o~:__~C:~I~~~~--~---------j_ _____________ __ 
rNsf>Ecr8o 8'!-;-----~ -----------Ti-o/1\E:C;iot:i/DI sTiij:cT 1 AREA ~ IME coMPLETED i!\_EPQ!\.'r:._t:~E£~E:Q...§L:_-i!!-O!'so~ __ L RAYMo~ LEAMoN _______ _ 

HOPSON RAYMOND LEAMON ! 05564 2 A 06 i 9:08AM ! REFERRAL ID i 
-----~'----------------------- ______ ___: _______________________ __!._ --~-- -- -- - '\8RAKES-·msfEcfE'i5 i3F-:--~--------~-----------------
CHARGES FILED BY: : 1 ' ! 

EPAH0042001250 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4)



(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

DATE: 
Lt-2'3-o7 

SIGNATURE OF CARRIER OFFICIAL: TITLE: 

~f4.c...C~ r-q,~~ }1-{c rl'\tt v' a:J(h_ 
J 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. tmcsa.dot. gov/factsfigslformspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window.state.tx. us/taxinfo/fuels/ifta.html. 

EPAH0042001251 
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HP-3 (Rev. 6/01) ' 1"\.---~' "'-~·· 

~· 
HOUR "\ 

TEXAS DEPARTMENT OF PUBLIC SAFETY _; ~ (_~-~ i 1
' d C) M. '" 

LAST FIRST Ml SEX I RACE 
D'liVER 
Nl1ME S''" ''\' I tv-... 0 ,__ "":::, ~~~ 7 ;z_ ' '-' ( /'--.. {3,, 
)/I:HICLE MAKE & TYPE I LIC I STATE I D.L. NO. STATE 

p .. , 1'7 
r (- {:~ ~-·' ' -~ \X \X 

COUNTY I LOC~IO~ & :UTE r- f> I coNsT. zoNE D YES-8-No MILE MARKER 

l.-v '!, L. L. "" 
.L 1.,,;:> ,:;J- $· ~~fg~~~s 0 YEs-Id-No (~:.' .) ':i!' 

VEHICLE YES B I TYPE OF CCNSENT 8 INC, TO ARREST B I CCNTRABAND YES B I TYPE OF DRUGS 8 CURRENCY B CHARGES y:B 
SEARCH NO SEARCH PC INVENTORY FOUND NO CONTRABAND WEAPONS OTHER FILED 

VIOLATION (1) ------'O~..:.(S_, .. _S._::co._~_··~:::'' :...~_z-_· _·-........""'-"-' __ '-_'_· _c..:.._"'_.--_""'_,_':--_,,_<2_·. __ f>_'--_-\_-_'Z:..._"'_,_· ---------

VIOLATION (2) 

THIS IS A WARNING ONLY for an infraction )lithe traffic laws committed to a minor degree or with extenuating 
circumstances present. No penalty will be C}Ssessed and no further .@on on your part is necessary other than to 
comply with the traffic laws in the future. rhis ~ become a;flart/of your driving record. 

/ ;' __ .. --~-// ,/ / ,r:::-.. / . .... j /(? / 

SIGNATUFIE \/ ,, ,/ ' '•,, i l 
1
'-----/ 

This warnihg is gi~n to you in an effort to secure your cooperation in better observance of the traffic laws 
thus helpi~event traffic accidents. The Texas Department of Public Safety believes that good 
citizens will comply with traffic laws when reminded of their provisions and of the importance of strict 

//~ c)ornplianc~-wit'~· thern. •: ~,, ""t' .. ,, •• · ' . .. ,r'>.)(--o'' - .__. 
ISSUED BY ~--/ 1-v '.._ ~ /_.. SERVICE , ... \ ,," 
BY REGION/AREA 1.0. NO. 

---------------------
.I 
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T05801910 CVE-3 (Rev. 2/04) 

~ ARREST TKT. 

~ COH. VEH. 

l~J ACCIDENT 

~~ CDL 

TX07ATE05B-0 
[J 9 - 15 PASS. FOR HIRE 
~--~ 16 PASS. FOR HIRE 

HOUSTON POLICE DEPARTMENT TRUCK 
ENFORCEMENT UNIT CP#:0151818 

LEVEL 

[] 16 PASS. NOT FOR HIRE 

[j SCHEDULE [J CHARTER 

SP PROG: ~ INTERSTATE 

[J INTRASTATE 

CONSTRUCTION ZONE 
[] YES I~ NO 
[J OCCUPIED 

[]FIXED ~ROADSIDE 

SCALE 
HOUSE 

[J ALCH [J DS 

0 SW [J TE 

DATE: 04/10/2007 TIHE: 9:15AM COUNTY HARRIS ADDRESS 14500 GULF FWY SER E BEAT: 12040 KHAP: 61 7A 

LESSEE/MC: C E S ENVIROMENTAL SERVICES USDOT#: 0869392 
ADD/ciTY ;sT ;z:cp·,-- · 49orc;B.roos--:RD-Ti9oi-YRA:rr.Moa:i:£E:i aousfoN -'ix77o13- ICC/MC#: 400234 

OWNER: STEVEN K. STRICKER TXDOT#: 

ADD/CITY/ST/ZIP: PHONE#: 713 676 1460 

OPERATOR: GUADAI.TJPE CAMPOS RACE/SEX: HM DOB:  MED CARD: o2h7 /2009 __ _ 
ADD/CITY/ST/ZIP: D.L.#: STATE: TX 

VEH SEARCH: [_J YES IV'! NO REASON FOR STOP: [_]WARN [)CITATION INSPECTION CONTRABAND LOCATED: []YES 
-·-~------- -- . -----·----~---------·-··---------

TYPE OF SEARCH: []CONSENT [_]PC [_]INC. TO ARREST []INVENTORY TYPE OF CONTRABAND: f_J DRUGS []WEAPONS [J CURRENCY 

[]No 

["]OTHER 

T)(D7.0.TEOSB 13587727 04110!07 

SIGNATURE: 

~~ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
~PLACE DESIGNATED IN THIS NOTICE. (THIS IS 

NOT A PLEA OF GUILTY) 

~ COPY RECEIVED BY 

KUNG, PHILLIP 104509 2 9 v 
CHARGES FILED BY: KUNG, PHILLIP 104509 2 I 9 I v 

TX07ATE05B 13587727 04/10/07 

00 000 

Graphic 

10:50 AM REFERRAL ID 

BRAKES INSPECTED BY: 

111111111 1111111111111111111111111111111111111111111111 
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(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4) (b) (4)
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P-A~N~Y~E~N~T~RI~E~S"'!"!IN~T~H"'!"!E~V~I~O~LA~T~IO~N~S~'~S~E~CT:::I~O~N~O~F~D~R~IV~E::R~'S~C~O~P~Y~IN~D~I~C~AT~E~S~C~H~A~R~G~E~S-=F~IL~E~D"'!'A-:G~A~IN~S~T-=T~H~E-.. 
DRIVER. THIS WILL REQUIRE CONTACTING THE JUDGE FOR APPROPRIATE DISPOSITION. (JUDGE 
INFORMATION IN HEAVY BORDERED BOX ON DRIVER'S COPY.) 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the below 

certification and return this report to: MOTOR CARRIER SAFETY SECTION 
TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE OF THIS 
CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: !TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS BEEN TAKEN 
TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS THEY ARE APPLICABLE TO 
MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CA 
'/) ' !,~,__f,'4'-'-1-

TITLE: DATE: 
4- Iz-zoo 

IMPORTANT MESSAGES 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance 
with the traffic laws and all other users of the highways. Failure to comply with your written promise to appear in 
court as made on this citation will constitute a separate offense with which you may be charged and result in 
warrants being issued for your arrest. The issuance of arrest warrants will make you subject to entr)t into the wanted 
persons file of this department. Failure to appear in court or failure to satisfy a judgement ordering payment of a fine 
and cost in the manner ordered by the court may result in the denial of renewal of your driver's license. 

You may be able to require that this charge (Violations of Chapter 545, Transportation Code- Operation and 
Movement of Vehicles) be dismissed by taking a driving safety course. However, you will lose that right if you do not 
provide written notice to the court on or before your appearance date of your desire to do so. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your 
driver's license and motor vehicle registration unless you file and maintain proof of financial responsibility with the 
Department of Public Safety for two (2) years from the date of conviction. The Department may waive the 
requirement to file proof of financial responsibility if you file satisfactory evidence with the Department showing that 
at the time this citation was issued the vehicle was covered by a liability insurance policy or that you were otherwise 
exempt from the requirements to provide evidence of financial responsiblity. 

A request for an out-of-service review, regarding oper~ting authority, must be made in writing and forwarded to the 
manager of the Motor Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the 
Motor Carrier Bureau or the director's designee within 10 days of the issuance of the out-of-service order. A request 
for review should be addressed to the Texas Department of Public Safety, Motor Carrier Bureau, P.O. Box 4087, 
Austin, TX 78773-0521 or may be sent by facsimile transmission to (512)424-5712 or via electronic mail at 
MotorCarrierBureau@txdps,state.t>cus. The Department may conduct the review by telephone conference call. 

To obtain a TXDOT Motor carrier Insurance Certificate or Single State Registration- contact the Texas Department 
of Transportation at 1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their 
website at www.fmcsa.dol-govlfactsfigslformspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www, window. state. tx.usltaxinfolfuelsllfta.html. 

EPAH0042001254 
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HP-

3 

(Rev. 

6101

) TEXAS DEPARTMENT OF PUBLIC SAFET~~ \ .. '\' i 

DRIVER · --
NAMI:_. £:_ 

VEHICLE 

SEARCH 

---
VIOLATION (1) .;~_,:__;_··'_··----~~-~.::..)....:'-~--.::..('~--!...; V::.':_.E'....:-::c.·-_ _;._;....L___:_;:::_ _ _;_-if=.------~-------...,.-------
VIOLATION (2) 

THIS IS A WARNING ONLY for an infraction of the traffic laws committed to a minor degree or with extenuating 
circumstances present. No penalty will be assessed and no further action on your part is necessary other than to 
comply with the traffic laws in the future. This ~ become a part of your driving record. 

ISSUED BY 
BY 

------·-. ·. /'~_ ,_..,.,.-;-:· : ~---; 
SIGNATtCIRE X , /_; -"- · -'~t~'f;,?T"I~::;/ 
This wamlng is given't~ou in an effort to secure _y6y(cooperation in better observance of the traffic laws 
thus helpiri'g-to_J)rev.ehttraffic accidents. The/texas Department of Public Safety believes that good 
citizens will comply-With traffic laws when reminded of their provisions and of the importance of strict 

compliancr with them. /\ 

1
r 

1 ---,--rJ 1 . · o -:--
1 11_·_ • _,1., /l SERVICE / ·i- ,-iV' !r:·j-'(f) \ 
··- L-'l \- - " · j REGION/AREA ' ' ' l _l.t __} J.D. NO. 

EPAH0042001255 

(b) (4)(b) (4)



/:. 

TX073E0APC01 
0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0151818 LEVEL 

2 
COM. VEH. 0 16 PASS. FOR HIRE 0 

0 ACCIDENT 0 1.6 PASS. NOT FOR HIRE 

0 

CONSTRUCTION ZONE (]FIXED ~ROADSIDE 
SP PROG: ~ INTERSTATE O YES [i21 NO SCALE (J ALCH 0 DS 

CDL 0 SCHEDULE 0 CHARTER ~----~- ~ 0 INTRASTATE 0 OCCUPIED HOUSE ·--- _ _ _____ (J SW 0 TE 

DATE: ____ _£:_1_8 111>! COUNTY: ~~K________ ______ HWY: t?J __ ~S-:<l__0_59 1l'!__POL_!( __ ~q-'-(~Q_6:4• M.P.#:_ 428 

LESSEE/MC: USDOT#: 0869392 

ADD/CITY/ST/ZIP: 

OWNER: C E S ENVIROMENTAL SERVICES 

ICC/MC#: 

TXDOT~: 

400234 

005516524C 
·--·--·-----·-~ ~----····-------- -·-··· -- ---------· .. 

ADD/CITY/ST/ZIP: ~9()4 __ _<;RIGg~_ RD _Q90l TRAILMOBII;El HOUSTON TX 77013 PHONE#: 7136761460 

OPERATOR: JOE A _ _§9~~A!:_E~- ---~ --~-- ------~--- _______ ---~- _ RACE/SEX: HM MED CARD: 09 10 07 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 
-------- ·--

VEH SEARCH: 0 YES ~ NO REASON FOR STOP: (]WARN 0CITATION 0INSPECTION CONTRABAND LOCATED: QYES 0NO 
------------ -----------·-- -------- --- -·----- ---------- --·-·--·--·---- ___ .__ 

TYPE OF SEARCH: (J CONSENT Qpc [J INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS 0wEAPONS 0CURRENCY 00THER 
-·· -

JllltiBl§:ll~iBWli;tl¥il~ili;t~lf;ffiliti£:3lli1il 
1 . TT . PTRB 289 · TX 

X~ T ?T OTHR 254 TX 

1111111111111111111111111111111111111111111111 

Q I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY I X 00 00 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

I-:Y-:-:0:::-U:-:A-::R-:::E-:::-H~ER;:-;E::-:B::-Y:--:'!N::::OT;;:-I~F;:-;I;:-;E::-;D:-;::T::::O-A-;:-;:-PP;:-;E::-;A:-;R~----------------------..,-l,oAO DIS P: 

JUDGE: COURT: PCT. I PLACE: PERMIT JF 
AT R:G"wT--H-Tsocfoo ... :G\twf\-#i 

RGWT#2-i - ----- ~ ic;vw"R--#2 --1 

PHONE: ON/BEFORE 

ADDRESS: 

SEAL #'S REMOVED: :DEPT. SEAL #; INSTALLED iCVSA DECAL-TT !CVSA DECAL-ST CVSA DECI'.L-ST 
I 

SHIPPING #: 
!NONE 

CONSIGNOR: 
NA NA 

:EMPTY 
.ORIGIN: 

:HOUSTON 
COMMODITY: i 

-"-~--~- _L ____ _ 

367 ,L 

TICKETT\liOL. -CITE it !jj,-,li: 66"S i OOS -POST . VIOLATIONS DISCOVERED 
; No. 

1 
Y/N , DISP ACC. DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

393.1i 2 PEFECTIVE SIDE MARKER LAMP - LR 

l>EFECTIVE LICENSE PLATE IJi.'1P (lij .. 
I 

-j-' ·-- _j__ __ ----------- --- ------- ----- - -- -----~--~---
!INOPERABLE TAIL LAMP - LR 
i 

- bE:ii'E:cTi'vE io~ L1iMP (FRONT/REAR> - LR ···--·t-·--393~1-f ___ ~- ""2. ~-

!-- 3ii"3:-ii --i 2 DEFECTIVE ID LAMP (FRONT/REAR) - CR 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
--o··vETilCLE--PtirsUant· tO aU.fhOi=it~i cOrifained iri TRc-·chapt.e'i- 6lf.4" f her-eby deC1are·---;'biil. r·r::rr:iR."IVEFf ·pursuanE-to· authcir-ity--·Cailtarnect in- 'OOS-DiSPoSi'i'f6NS_ .. _ .. 

of Service 11 the vehicle/s with defects followed by "YES" in the Out of Service 1 TRC Chapter 644 I hereby notify and ;A. Repaired at scene 
column of this report. No person shall remove the out of service stickers ! declare the driver named on this report :obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service ! Out of Service. No motor carrier sha2..1 )B. Towed/Escorted to 
de"fects have been repaired and the vehicles have been restored to safe operating i permit or require driver to drive or jRepair Service 
condition 1 or proper operating authority has been obtained. operate any motor vehicle until !D. Other 

stt-·coNfiNiJATroN--S-HEET- ··x ~TROOPER COMMENTS: · - u. unknown 
:N. [lriver OClS 

TEST y . - VIN

INSPECTED BY: 

PERRY, BOBBY LYNN 
ci-IP.:"RC;E:s fl'UrD 8F I 

ir"D!REGION/DISTRICT/AREA 

04075 2 A 06 

t:_g .~~?- Book Exemption 
----,CvO~P~Y~RE~C~E~I~VE~D~B~Y-----------------

IME CCrMPLETED-[REPORT PREPARED BY: _~PERRY, BOBBY LYNN 

6: 28l'.M :, REFERRAL ID _ L__ 
[BRAKES INSPECTED 8'1': 

EPAH0042001256 

(b) (4) (b) (4)

(b) (4)

(b) (4)

(b) (4)



' 
(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILEDAGAINSTTHE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

C~t 
DATE: I TIME: 

5-'-) ·E)( s~ 0"" 
MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 

I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

DATE: 

6-7-07 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. gov!factsfigslformspubs. htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window.state.tx.us/taxinfo/fuelslifta.html. 

EPAH0042001257 



-3a (12/03) 

TXDPS COMMERCIAL 
VEHICLE 

ENFORCEMENT 

CONTINUATION SHEET 

INSPECTION # 

txift:fi:oAi=>co1 ~o 
MOTOR CARRiER 

OPERATOR 

GONZALES 
LF.ST NP,J·1E 

- CP # 

JOE 
fii<ST l-JAI'1E 

51212007 6:18:06Aiin - -

TO DRIVER: This report must be furnished to the motor carrier whose name appears on fiils report NOTE TO MOTOR CARRIER: tRC Chapter 
quires the Motor Carrier to execute the certification on the reverse side and return this report to Texas Department of Public Safety, Motor Carrier 
Section, PO Box 4087, Austin, Texas 78773-0001 within fifteen (15) days. 

VIOLATIONS 
VIOL. CITE Unit- OOS OCS POST VIOLATIONS DISCOVERED 

No. YIN DISP ACC 

393.11 2 DEFECTIVE ID LAMP (FRONT/REAR) - RR 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
CLE Pursuant to aUthority contained in TRC Chapter 644 I hereby declare "Out 
ervice'' the vehicle/s with defects followed by ''YES'' in the Out 0f Serv1ce 
ron of this report. No person sf1all remove the out of service stickers 
ied to these vehicles or 0pcrate such vehicles until the out of service 
cts have been repaired and the vehicles have been restored to safe operating 
ition, or proper operating authority has been obtained. 
TINUATION SHEET X TROOPER COMMENTS: 

VIN 0683961 

0 DRIVER Pursuant to authority contained in 
TRC Chapter 644 I hereby notify and 
declare the driver- named on thls repor-t 
Out of Service. No motor carrier shall 
permlt or require driver to drive or 
operate any motor vehicle until 

·aos D!SPOS!~IOIJS 
.P. .. Repaired at Scene 
Obtained Oper-. Auth. 
B. Tcwed/Escorted tG 
Repair Service 
'D. O<:her 
:u. Unknown 
N. Driver OOS 

0 L)-.] Book Exempti_::,;. 

----~C~O~P~Y~~RE~C~E~IVE~~D~B~Y~-----------------

ED BY: 

'"lBBY LYNN 

8Y: 

liD/REGION/DISTRICT/1\.RE.I\ TIHE COMPLETED REPORT PREPARE[! BY: PERRY, BOBBY LYNN 

04075 2 A 06 6:28AM REFERRAL ID 

:BRAKES INSPECTED BY: 

EPAH0042001258 



CES Environmental· 
Services, Inc. 

Equipment and Facility Work Order· 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

r;-· !~prnent Type or Area 
/ aaf ~~ l..e_r 

Description of Job j . 
i I ~h.rs (I vd: C&rrV~If'J 

Description of Work Preformed Cost of Parts Labor Hours Worked 

(PO~ l(fj bt1t~t~r I~ ...f-rc; ;t, ~" /. C/ ""!:,,~ ~ ,. 
7 I 

SLu1;) 
r· . 
/,__..c~ J I, c) )c~-

Total Cost for Parts $ 2 0 ~ 
r;-r- c_ . ..., 

Total Labor (hours x $55.00) $_._,=--.:::J ____ _ 

Total Cost to Complete Work $ lf.c:i ~--

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001259 



D ARRE I TK 0 g - 15 PJI.SS. fOR HIRE 

TXDPS COMMERCI~L VEHICLE ENFORCEMENT c p # : Q 151818 LF.\TE'.L 

2 

0 COM. EH.. [] 16 PASS. FOR HIRE CONSTRUCTION ZONE 

"fi,,.J *iJAPC01 
[] ACCI ENT (] 16 PASS. NOT FOR HIRE 

0 CDL ' [] SCHEDULE [] CHARTER 

SP PROG: 0 INTERSTATE [] YES 0 NO 

[] INTRASTATE [] OCCUPIED 

(]FIXED 0ROADSWE 

SCALE 
HOUSE 

[] 1\i,CH [] C•:·; 

[] SW [] TE 

05/02(20()7 TIME: 6: 18 AM COUNTY: POLK 
·--·-~·----~· --· ------ --------- HWY: (2t US-0059 IN POLK CO. (406-4' M.P.#: 428 DATE: 

LESSEE/MC: 

ADD/CITY/ST/ZIP: 

OWNER: C E S ENVIROMENTAL SERVICES 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 

OPERATOR: JOE A GONZALES RACE/SEX: 11M 

I'.DD/CITY/ST/ZIP: 

DOB: 

DL #: 

USDOT#: 

ICC/MC#: 

PHONE#: 

0869392 

400234 

005516524C 

7136761460 

MED CARD: 09 10 07 

ST: TX DL CLP.SS: A 

VEH SEARCH: b YES REASON FOR STOP: []WARN []CITATION []INSPECTION CONTRABAND LOCATED: []YES []No 

[]OTHER TYPE OF SEARCH: [] CONSENT []PC [] INC. TO ARREST []INVENTORY TYPE OF CONTRABAND: []DRUGS []WEAPONS []CURRENCY 

ltll!IDIIili~~ll'i~lt~~~'JAIIIJ;jf!l ~r~~~~~ 
1 TT PTRB 289 TX 

X Cf 
llv· 2 ST OTHR 254 TX 

1111111111111111111111111111111111111111111111 
SIGNATURE:: . 

[] I HEREBY PROMISE TO APPEAR AT THE TINE AND 
PLI\.CF. DESIGNATED IN THIS NOTICE. !THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

0 COPY RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NOTifiED TO APPSAR 

JUDGE: CCURT: 

PHONE: ON/BEFORE 

ADDRESS: 

SEAL #'S REMOVED: 'DEPT. SEAL #; INSTALLED 

SHIPPING #: 

COMMODITY: 

'NONE 

EMPTY 

,HM CATEGORYiCODE 
L_ 

CONSIGNOR: 

ORIGIN: 

307 

PCT. I PLACE: 

AT 

CVSA DECAL-TT 

NA 

HOUSTON 

L 

GROUP WEIGHT: 

LOAD DISP: 

PERMIT #: 

RG WT #1 80000 

RG WT #2 
GVWR #1 

GVWR #2 

'CVSA DE:CAL-ST CVSA DEC.ll.L-ST 

NA 

TX 
DE~'TINATION: 

SHREVEPORT 

;z\LLEGED SPEED · 

'SPEED. LIMIT 

AX- 5 
1 
AX 6 ' AX 7 .. AX 8 R..Z\DAR C:I'.L. 

TTCKE.T:VTOL. CITE 1J~it (JOS OOS POST VIOLATIONS DISCOVERED 
No. Y/N DISP ACC DRIVER:PLEASE: COMPLY WITH Dl.RECTIONS ON BP•.CK SIDS Ot~ THIS fURI1 

393.11 2 DEFECTIVE SIDE MARKER LAMP- LR 

393.11 2 pEFECTIVE LICENSE PLATE LAMP (if) -

393.11 2 

___ ) 
DEFECTIVE ID- LAMP (FRONT/REAR) - LR 393.11 

393.11 2 DEFECTIVE ID LAMP (FRONT/REAR) - CR 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
·oos '1)1SPOS!T10NS 

LA 

o·vEifit_L.E Pursur~nt· to authorify cont~ined in 'f"RC.Chapter s·44··r·her.:eby deClai€· 1r61it i""[:j""IJRTVER ·purSuiirif.fo authority corital.n€ct in 
of Service" the vehicle/s with defects followed by 11 YES" in the Out of Service i TRC Chapter 644 I hereby notify and 
column of this report. No person shall remove the out of service stickers 1 declare the driver named on this report 
applied to these vehicles or operate such vehicles until the out of service . Out of Service. No motor carrier sha:~.1 
defects have been repaired and the vehicles have been restored to safe operating I permit or require driver to drive or 
condition, or proper operating authority has been obtained. operate any motor veh1c1e until 

A. Repaired at Scene 
Obtained Ope:r. Auth. 
jB. Towed/E:scorted to 

1Repair Set'vice 
:o. Other 

sEE coNhNI.JimoN sHEET x 1'8.ciorER coMMENts, .U. Unkr:own 
N. [ltiVP.r 

TEST Y VIN

0 Loq Boo I: SY.P.mpt J o;~ 

COPY RECEIVED BY 

INSPECTED BY: 'ID/REGION/DISTRICTiAREA .TIME C0MPLETED !REPORT PREPARED BY: ]PERRY, BOBBY LYNN 

PERRY, BOBBY LYNN 
CHARGES FI i..E:b BY:. 

04075 2 A 06 6:28AM REFERRAL ID 

i8RAI\ES INSPtCTED BY: 

EPAH0042001260 

(b) (4)

(b) (4)

(b) (4)(b) (4)

(b) (4)



CVE-3 (Rev. 12/03) 

TX07300APT01 LEVEL 
TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0151818 

0 ARREST TKT 0 9 - 15 PASS. FOR HIRE 

0 COM. VEH. 0 16 PASS. 

0 ACCIDENT 0 16 PASS. 

0 

FOR HIRE 
NOT FOR HIRE SP PROG: 

CONSTRUCTION ZONE 
0 INTERSTATE 0 YES 0' NO 

~FIXED [)ROADSIDE 

SCALE 
0 ALCH [J DS 

D sw D TE CDL 
0 SCHEDULE 0 CHARTER HOUSE 2A501 

=="'----
(J INTRASTATE (] OCCUPIED 

DATE: 04/18/2007 TIME: 8: 37 1\M COUNTY: -=C=HAMB==E:=R.:::S:__ ___ _ HWY: (1) IH-0010 IN CHAMBERS CO. (7! M.P.#: 815 

LESSEE/MC: C E S ENVIROMENTAL SERVICES USDOT#: 0869392 
-------

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 ICC/MC#: 400234 

OWNER: C E S ENVIROMENTAL SERVICES TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 PHONE#: 7136761460 

OPERATOR: ~PE~TE~R~JR~~S=EMI~E=N~---------------------- RACE/SEX: BM DOS: MED CARD: 10-08 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 

VEH SEARCH: 0 YES REASON FOR STOP: 0WARN [)CITATION [)INSPECTION CONTRABAND LOCATED: [JYES [JNO --------------
TYPE OF SEARCH: [J CONSENT [JPC 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: [)DRUGS [)WEAPONS [)CURRENCY 00THER 

---D, ...... -..--~ar------~ ,.o.,':_' Y}A> 0,"' " 
1 TT PTRB 283 j j TX 
2 ST FRUE 2815 J  I ME 

11111111111111111111111111 11111111111111111111 
---------,S~IG=N=AT=U"'R"'E:-: -----

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X (10120) --00 (35300) --00 (32300) 

0 COPY RECEIVED BY GROSS WEIGHT: 77,720 GROUP WEIGHT: 0 
YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DI~ -------------------~ 

JUDGE: RANDALL VANDEVENTEB COURT: JP !?CT./PLACE: 2/1 PERMIT #: 
PHONE: (409) 267-8249 ON/BEFORE 18-May-2007 AT 

ADDRESS: P. 0. BOX 971 ANAHUAC TX 77514 

SEAL #'S REMOVED: ---- _______ T _______ -
SHIPPING #: /

2167190 

- -- ------- . -·tm..sT¥/iTER 
COMMODITY: i 

L---.=~ - - ----------- jHM CATEGORY ~ODE 

HOUSTON 
ORIGIN: 

jRQ? /HW? PLACARDS REQ? R 

10: 001\M RG WT #1 80000 pvwR #1 1 

RG WT #2 0 IGVWR #2 I 

-- -~T~Xc~------~wiNNIE 
DESTINATION: 

!ALLEGED SPEED 

jNA I 0 
I SPEC. TANK 

SPEED LIMIT 
AX 1 AX 2 AX 3 AX 4 AX 5 AX 6 AX 7 AX 8 RADAR CAL. 

L 

oos POST VIOLATIONS DISCOVERED 

Yes 1 

DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 
--PVER34,000-LBS. TANDEM AXLE - 35300, 34000, 1300 , "'''r"'c:-"" ·r''" -----+----- !± Y/N 

________ L_______ ---'--~""----'-------------------------------~---------------- --------------

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
-r:rvEHICLE Pursuant to author~ty contaJ.ned ·Ti1TRC chapter 644 I hereby dec~are 'out 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service 
column of this report. No person shall remove the out of service stickers 
applied to these vehicles or operate such vehicles until the out of service 
defects have been repaired and the vehicles have been restored to safe operating 
condition, or proper operating authority has been obtained. 

SE_E ___ CONTINUATION SHEET I !TROOPER COMMENTS: -------------------
-- ----------- -------------------------------
T-Y, VIN

0 DRIVER Pursuant to author! ty conta~ned ln 
TRC Chapter 644 I hereby notify and 
d"eclare the driver named on this report 
Out of Service. No motor carrier shall 
permit or require driver to drive or 
operate any motor vehicle until 

OOS DISPOSITIONS --
A. Repaired at Scene I 
Obtained Oper. Auth. 
B. Towed/Escorted to 
Repair Service 
D. Other 
U. lJnknown 

------------------------- N. Driver oos 

0 Log Book Exemption 
----~C~O~PNY~RE~C~E~IuVE~Dn-B~Yv-----------------·r=------------'-----

'rNSPECTE6B"Y--: -------------,~IDJR.EGION/DISTRICT /AREA IME COMPLETED REPORT PREPARED BY: 
RIDDICK, ALAN S 04584 2 A 04 9:28AM REFERRAL ID 
CHARGE_S_FILED BY: )RIDDICK, ALAN s 04584 2A04 --'-------+.B"'RAKc="'Es~r"'"N"'s"'p"'E=cT~~E=D~B'i-,-: -+---------··-r-----------

---:-:--::--L--~--------
RIDDICK, ALAN S _________ , --

EPAH0042001261 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) 
(4)



0/04) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

DATE: ~GNATURE OF CH3ER OFFICI.~L: 

u~A-&v-.r t:J~)VIff'-'-
TITLE: 

-1+ f t fiii.V?.()ag&v 

ATIENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa.dot. gov/factsfigslformspubs.htm. 

To obtain I FTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/tax in folfuelslifta. html. 

EPAH0042001262 



CES ENVIRONMENTAL SERVICES, INC. 
4904 GRIGGS ROAD 

HOUSTON, TEXAS 77021 
(713) 676-1460 

BANK OF AMERICA, NA 
35-2/1130 

· PAY TO THE Randall Vandevente ORDEROF ____________________________________________________________ ~ 

30134 

5/11/2007 

$ **200.00 

Two Hundred and 00/1 00***************************************************************************************************~ 
---------------------------------------------------------------------------DOLLARS~ 

Randall Vandevente 
Justice of the Peace 
P 0 Box 971 
Anahuac, TX 77514 

CP # 0151818 

i 
i 

--~--·---··---------1 

CES ENVIRONMENTAL SERVICES, INC. 

Randall Vandevente 
Date Type Reference 
5/8/2007 Bill TX07300APT01 

CES Environmental S CP # 0151818 

Original Amt. 
200.00 

5/11/2007 
Balance Due Discount 

200.00 
Check Amount 

30134 

Payment 
200.00 
200.00 

200.00 

EPAH0042001263 

(b) (4)



DATE 05/15/2007 RANDY VAN DEVENTER 
JUSTICE OF THE PEACE, PCT 2 

CHAMBERS COUNTY 

RECEIPT # 15672 

TIME 10:29 

RECEIVED OF: CES ENVIRONMENTAL 
COMMENTS: 

CASE 4F 

MAY 1 8 2007 

129066 

FOR: SEMIEN.PETER JR 

DESCRIPTION: OVER 34,000 .TANDEM AXLE.: UNDER 5, 000 

SEMIEN, PETER ;JtR,, L 

WHITE - OFFICIAL RECEIPT CANARY - AUDITOR COPY 

A RIDDICK 

AMOUNT DUE $200.00 

AMOUNT PAID $200.00 

BALANCE $.00 

,.'~'PAYMENT TYPE K 
CHECK NO 30134 

COLLECTED BY BF 

EPAH0042001264 

(b) (4)



CVE-3 (Rev. 12/03) 

TX073M0BAI06 LEVEL 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0 151818 2 ' 
D ARREST TKT 

0 COM. VEH. 

D ACCIDENT 

0 CDL 

D 9 - 15 PASS. FOR HIRE 

D 16 PASS. FOR HIRE 

CJ 16 PASS. NOT FOR HIRE 

D SCHEDULE D CHARTER 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE D YES 0 NO 

[J INTRASTATE 0 OCCUPIED 

0FIXED []ROADSIDE 

SCALE 
HOUSE 2A301 

0 FILCH 0 DS 

D SW 0 TE 

DATE: 05/10/2007 TIME: 10:37 AM COUNTY: WALKER HWY: (1) IH-0045 IN WALKER CO. (101· M.P.#: 101 

LESSEE/MC: 

ADD/CITY/ST/ZIP: 

OWNZR: C E S ENVIROMENTAL SERVICES 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD q9_D_l TRAI_I.MOBILE) HOUSTON TX 77013 

UPERATOR: JUAN MENDOZA RACE/SEX: 

ADD/CITY/ST/ZIP: 

VEH SEARCH: 0 YES REASON FOR STOP: []WARN []CITATION 

US DOT#: 

ICC/MC#: 

TXDOT#: 

PHONE#: 

0869392 

400234 

005516524C 

7136761460 

DOB: MED CARD: 8/17/2008 

DL #: ST: TX DL CLASS: A 

[]INSPECTION CONTRABAND LOCATED: []YES []NO 

TYPE OF SEARCH: 0 CONSENT []PC 0 INC. TO ARREST [J INVENTORY TYPE OF CONTRABAND: []DRUGS []WEAPONS []CURRENCY []OTHER 
. --··· . ·-- ----- ---

~t[~!1Ibf£S&!LI<g~;~Lt;~~q#&g:~,l\t~~JI~~~,~~I~W 
i .. ! L _TI . !_PTRB I ... _285 J : TX i 
I 2 .l $T_ [_DAIR ! .. 238 I i TX i 

1111111111111111111111111111111111111111111111 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X (0) --00 (Q) --00 (0) 

0 COPY RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: COURT: PCT. I PLACE: 

PHONE: ON/BEFORE AT 

ADDRESS: 

Q GROUP WEIGHT: 

LOAD DISP: 

PERMIT #: 
I 

R:i; wT # 1 [soooo 
1 .. 

RG WT. #210 
~~~~~------~~~~~~~~----~~~~~--~~~ SEAL # 'S REMOVED: !DEPT. SEAL #; INSTALLED fVSA DECAL-TT ICVS~ DECAL-ST 

. ··-·- ;- 15.947893 ____ .. i 

GVWR #l 

IGVWR #2 i 

0 

1 I. i 
[coNSIGNEE: !SVSTECH ENVIRONMENT sHIPPING #, -1662 i 66.888 L. -- l~oNsiGNOR, JrooE:x·· .t. · r 

/w.AsTE: Fi.AMMABLE -- ·I · i PoRT ARTHUR 
COMMODITY: 

----~tft1-c.zi.fE:c3oRY 1tor5E:. !P.diliiw:iil;:~;;~s P.E:<i~i : · 
~~EI< --~---=13_~~ j~pJ:qj·----- ---0 tt_ J ... 

- . 'AXl,AX ~--SPE-C. TANK I_ ..... . 

307 L i I 
I 

r -r 
2:/llx_:f\Ax 

i 

! ' 
TX iFREDC>NIA 

; DESTINATION: 

!ALLEGED SPEED 
I 

\sPEED LIMIT 

4 ,,·AX TAX 6 AX 7 )Ai< 8 ' .. - . . ..... . 
1-- • [RADAR CAL. 

TICK.ET;\rl:OL. CITE: #[Unit'. OOS oos·; E>os( 
DISP: ACC I 

! .. 
VIOLATIONS DISCOVERED 

DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF' THIS E'ORH :No. Y/N 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
'ciOS D!SPciSIT.!QNS 

KS 

crvElrft.LE-·Pi.ii"sUant--bi aUthoritY cOnt.iine·a tn TRC Cllapter -Of'i 1 "heieby aeC:la·re --;·ouf n::roR!Vtk- PUrs·uan"t to. authorftY coritafned in 
of Service" the vehicle/s with defects followed by "YES'' in the out of Service I TRC Chapter "644 I hereby notify and 
column of this report. No person shall remove the out of service stickers ! declare the driver named on this report 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or 

:A. Repaired at Scene I 
iobtained Oper. Auth. 
!B. Towed/Escorted to 
!Repair Service 

condition, or proper operating authority has been obtained. operate any motor vehicle until 
SEE CONTINUATION -SHEET . . - l'r'P.o6PER COMMENTS; - -

VIN  DRUG TESTING-YES 
DRIVER: 830-796-4558 
TXDOT REQUIRED-NO 

ID. Othe< 
iu. Unknown 
IN. Driver OOS 

WASTE FLAMMABLE LIQUIDS,NOS,CONTAINS HEXANE,ETHYL ACERATE,UN1993,PGII 
xb~~~c~ 
--...,C,..,O.-P_Y ___ RE_C_E_I_VE_D_B_Y _________ 0 Log Book Exemption 

INSPECTED BY: 

BOYD, PERRY 
CHARGES FILED BY: 

,ID/REGION/DISTRICT/AREA TIME COMPLETED REPORT PREPARED BY: :BOYD, PERRY 

L0241 6 M 02 11: 01AM REF'ERRAL ID 

.BRAKES INSPECTED BY: 

EPAH0042001265 

(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) (4)



(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

I CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: I TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state. tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. govlfactsfigs/formspubs. htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 

EPAH0042001266 



TX07.3R0ABS05 
CVE 3 (Rev. 12/0J) 

LEVEL 

0 ARREST TKT 

0 COM. VEH. 

[J ACCIDENT 

0 COL 

[] 9 - 15 PASS. FOR HIRE 

[] 16 PASS. FOR HIRE 

rxoPs coMMERCI~L v~~NFORCEMENT CP# : 
.~ 0151818 

CONSTRUCTION ZONE ::x= NTERSTATE [] 0FIXED []ROADSIDE 
[!] 

[] 16 PASS. NOT FOR HIRE 

[] SCHEDULE [] CHARTER 

SP PROG: 0 
0 

YES ltJ NO 
~ ~TRASTATE [J OCCUPIED 

SCALE 
HOUSE 3A303 

---DATE: 05/15/2007 TIME: ___ 7.:._:_:: 3:c6:::Po::M COUNTY: VIC -::J:"'ORIA HWY: (2) US-0059 IN VICTORIA CO. ( 6: 

[J ALCH [J OS 

D sw 0 TE 

M.P.#:~-
LESSEE/MC: 

USDOT#: 
ADD/CITY/ST/ZIP: 

0869392 

ICC/MC#: 400234 
OWNER: C E S ENVIROMENTAL SERVICES 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON T>C__-~~-7~01~3~~-----------------------
0PERATOR: GUADALUPE CAMPOS RACE/SEX: 11M DOB: 

TXDOT#: 005516524C 

PHONE#: 7136761460 

MEO CARD: 2-09 
ADD/CITY/ST/ZIP: _____ __-------------- DL #: ST: TX DL CLASS: A 

[] YES li2J NO []WARN Q CITATION 
-------------~---------~-

VEH SEARCH: REASON FOR STOP: []INSPECTION CONTRABAND LOCATED: []YES 

X~ 
r--------nS'IG~N~A~T~U~R~E~:---------

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00--00 

0 COPY RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: HENRY A WELFEL 

PHONE: (361) 573-5073 

pCT./PLACE: 4/0 

AT lO:OOAM 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

Ill II llllllllllllllllllll/1/llll/lllllllllll/l 

GROUP WEIGHT: 

LOAD DISP: 

--crvEHICLE PursuanttO--alithoritY--Contained in--TRC Chapter 644-~uittlll IX)i:fl[~ffi:JRcY~\1lV~!!:i'hRIPP;;-utrr<s;;-u;c;a:on•t•t~o--au~t~h--o-n-· t-y-·cccoifnittaaiiinO.eiCdiTinnT()r~ffi<=FFO~=---
of Service" the vehicle/s with defects followed by "YES" in the Out of servlce decla ap er 64~ I hereby notify and Oos DISPOSITIONS 
column of this report. No person shall remove the out of service stickers Out 0 ~e5 ~he. dr1ver named on this report A. Repaired at Scene ; 
applied to these vehicles or operate such vehicles until the out of service . permit rv~ce._. .... No motor carrier shall Obtained Oper. Auth. 
detects have been repaired and the vehicles have been restored to safe operating or req~.i're driver to drive or B. Towed/Escorted to 
condition, or proper operating authority has been :::_o:::_b.::ta"..:i:::n::_e::_d:_. -----~---~ ~~;r;:e any motor vehicle until ~~P~~~e;ervice 

SEECONTllfUATIONSffEETTX]TROOPER COMMENTS: ---- NS PROPER COL ENDORSEMENT u. Unknown 

FLAMMAEiLEL-IQU!DS, N.O.S., UN 1268, PGli, DRIVERHAS-HAZ-MAT ENDoRSEMENT ------- N. Driver OOS 
ONLY, NEED TANK ENDORSEMENT ALSO, TEST DATES V K EXPIRED 4-07, PRODUCT 
LOADED 5-18-07, LAST DUTY STATUS IS IN BROWNSVILLE AT ?AM THIS DATE X~ I 

----(c:Co)Jp~Y~REUKC~E~I~VE~D-BRYy----------------- ~~E~em~i~:-
INSPECTED gy,------------------ro~REGION/DISTRICT/AREA riME ~~~PLETED 

1
fl,EPORT PREPARED BY; iLONGORIA EVERARD=r;;;-:__ ________ ~ 

LONGORIA, EVERARDO R _____ L 06191 3 A 03 8: 2~ REFERRAL ID r ' 

cfiA:P.GE_s_riLEi513Y:-li.0NGoRrA-;-E:V:ERA.Rno R 06191 3A03 !BRAKES INSPECTED BY: I 
I 

EPAH0042001267 

(b) (4)

(b) (4)

(b) (4)

(b) (4)



IIIII Ill II II 

(Rev 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN .THE 
TICKET BOX, INDICATES CHARGES FILEDAeAmSTTHE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

jUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

~Mo c~s S~DtD 
DATE: I TIME: 
LJ.....t~ ... o-, ~~ 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF ~ER OFFICIAL: TITLE: DATE: 

~)~ tTS £ fV~C.v\cqt-- 5-J7-D7 
I 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Faiiure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. Y0u wii! lose that rignt if, on or before your" appearance dare, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-seJVice order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration -contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. gov/factsfigs/formspubs. htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us!taxinfo/fuels/ifta. html. 

EPAH0042001268 



CVE;-3.i (12/03) 

TXDPS COMMERCIAL 
VEHICLE 

ENFORCEMENT 

CONTINUATION SHEET 

INSPECTION # 

TX073ROABS05-0 
MOTOR CARRIER 

OPERATOR 

CAMPOS 

LAST NAME 

CP # 

GUADALUPE 

FIRST NAME 

DATE 

5/15/2007 7:36:00PM 

MI 

This report must be furnished to the motor carrier whose name appears on this report. NOTE TO MOTOR CARRIER: TRC Chapter 
i 644 requires the Motor Carrier to execute the certification on the reverse side and return this report to Texas Department of Public Safety, Motor Carrier 

Safety Section, PO Box 4087, Austin, Texas 78773-0001 within fifteen (15) days. 

VIOLATIONS I 

I 
I TICKET VIOL. CITE # Unit OOS Y/ oos POST VIOLATIONS DISCOVERED 

No. N DISP ACC 

~ ~ 
180.407(0) 2 fE'AIL TO PERFORM REQUIRED PERIODIC TEST ON CARGO TANK - V 

1395.8 (f) (1) D pUTY STATUS NOT CURRENT - THIS DATE 7AM 

i 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
~VEHICLE Pursuant to author1ty conta1ned in~TR~c~•c~h~a~pt~e~r~6~4r4-I~h~e~re~b~y~d;ec~l~a~r;e-·~·o~u~t~~~~D~RIRV~E•R-P~u~r~s~u;an~t~t~o-a~u~t~h~o~rTit~y~c~o~nt~a~i~n;ed~i~n~~oo~ss~D~l~SP~o~sTIT~Ino~N~S------

of Service" the vehicle/s with defects followed by "YES 1
' in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene 1 

column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET 1 X (TROOPER coMMENTS: =:---=:-===1---o_a_T_A_I_N_s_P_R_o_PE_R_c_D_L_E_ND_o_R_s_EME __ N_T_. __ ~: g~~~~;n 
008 

FLAMMABLE LIQUIDS, N. 0. S. , UN 1268, PG II, DRIVER HAS HAZ-MAT ENDORSEMENT 
ONLY, NEED TANK ENDORSEMENT ALSO, TEST DATES V K EXPIRED 4-07, PRODUCT 
LOADED 5-18-07, LAST DUTY STATUS IS IN BROWNSVILLE AT 7AM THIS DATE X~ 

·j 

0 Log Book Exemption 
----~C~O~P~Y~RE~C=E~IVE~D~B~Y~-----------------;==--·---~~--~ 

INSPECTED BY: ·~ID/REGION/DIS~T~R~I~C~T:-/~A-=R-=E~A~~~I~M-=E~C~OM_P_L_E_T~E-0-,R_E_P_O_R_T_PR_E_P_A_R_E_D_B_Y_.-. -,-LO_N_GO_R_I_A--,--E-VE--RARD-~-0--R-_-__ ·-_-.. __ ~~----~ 

LONGORIA, EVERARDO R L 06191 3 A 03 J 8:25PM REFERRAL ID 
CHARGES FIL-ED BY 'lLONGORIA;--EVERARDO R 0 6191 3A03 BRAKES INSPECTED BY: 

EPAH0042001269 



IIIII 1.11 II II 

(Rev. 8/0~) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THiS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
! CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

'-~-CC--92 l/\eS SLtoP 
DATE: j TIME: 

5-t~-o( ~A~ 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

P~~v'V.yfJ/,.Jf.~ J+SE 1}/~,,~~'- .- /7-07 :J-
, 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-052i 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You wiii iose that right if, on or before yot~r appeamnce date, you do not provide the cou(t with notice of your (equest to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager ot the Motor Carrier Bureau or the director's 
designee within 1 0 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs/formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfo/fuels/ifta. html. 

EPAH0042001270 
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Date 5 - I 8' - 6 :J 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

Equipment Type or Area 

Description of Job 

l'5o I ..J nSy">c. cT /pJ,V 

Description of Work Preformed Cost of Parts Labor Hours Worked 

C.o vv, f\ I<:. /e /JoT L1 5{><:- c·-r;·b0 Gal!-~ lo 

Total Cost for Parts $ &., 0 ~ 
Total Labor (hours x $55.00) $-----'5"'---=-s_o-o _____ _ 

Total Cost to Complete Work $ ItS ~ 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001272 



II 

CVE-3 (Rev. 12/03) 

TX074D0AOF02 
D ARREST TKT 
liZJ COM. VEH. 
0 ACCIDENT 
liZJ COL 

D 9 - 15 PASS. FOR HIRE 
D 16 PASS. FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0 151818 LEVEL 
~---l 
. 2 I 

0 16 PASS. NOT FOR HIRE 

CJ SCHEDULE CJ CHARTER 

SP PROG: 
CONSTRUCTION ZONE 

liZJ INTERSTATE O YES li:j NO 

CJ INTRASTATE CJ OCCUPIED 

[)FIXED liZJROADSIDE 

SCALE 
HOUSE 

1 .... _____ : 

D ALCH 0 DS 

CJ SW CJ TE 

DATE: Q_~(0_6_GOQ_7 TIME: 8: 45 AM COUNTY : CHAMBERS HWY: (2) SH-0061 IN CHAMBERS CO. !41 M.P.#:_ 466 

LESSEE/MC: US DOT#: 0869392 

ADD/CITY/ST/ZIP: ICC/MC#: 400234 

OWNER: C E S ENVIROMENTAL SERVICES TXDOT#: 005516524C 
·~. . --· -

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 PHONE#: 7136761460 

OPERATOR: DEREK LEONDAS TUCKER RACE/SEX: BM DOB:  MED CARD: NONE - ~-- -

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 

VEH SEARCH: CJ YES REASON FOR STOP: []WARN 0CITATION [)INSPECTION CONTRABAND LOCATED: []YES []No 

OoTHER TYPE OF SEARCH: [] CONSENT OPe 0 INC. TO ARREST []INVENTORY TYPE OF CONTRABAND: 0DRUGS 0WEAPONS []CURRENCY 

l£~~f1t~~i:~rzw¢!gl~(a2l~:w~~"r r~~t~ 
i 2 _! __ ST ! PION i _205___ :. j JX' 

CJ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) }{ 00 

1iZJ COPY RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 

1111111111111111111111111111111111111111111111 

00 
GROUP WEIGHT: 

LOAD DISP: 

PCT./PLACE: --- --'-- ·- I 
PERMIT #: I 

JUDGE: COURT: 

PHONE: ON/BEFORE 

ADDRESS: 

AT RG :W'f '#i l8oob-o -
RG w'f-#T~ 

[GVWR-#1 

!GVWR- #2 i 

SEAL #'S REMOVED: DEPT. SEAL #; INSTALLED 
I -------- - ·1 

rVS~ DECAL-TT ~CVSA DECAL-ST ---rV~A DECAL-ST 
I 
I 

! 

~CES YARD 

r-rx 

-
J 

.· :vEHICLE/DRIVER OUT OF SERVICE NOTICE 
·-o~:..YE-Hic~:-t5lJisUan{-t:f>~at.tEhOi-i tY C:ontained--Tn TRc· ch·a-pter .. 64_4_ r· h€i-eby cteC!ai:-_e_ •·out 

of. Service" the . .v:ehicle/s with defects followed by 11 YES" in the Out of Service 
column.o~~ _thi~.· iepOrt. No person s0all remove the out of service stickers 
.:ippJied to th'esa~.vebicles or operate" such vehicles until the out of service 
defeCt~· hit'{i'··fieen _repaired and the vehicles have been restored to safe operating 

-. G:9ndition, Or- proper operating authority has been obtained. 

.sitE;-CONTI~NUATfofl; SHEE'T __ i __ --ITRcio'PEI\."coMMENTS ,--- - - - ---
-- -·-·---~ _____ ·--~·- ..... -··-·-- L __ 1.-_ -----··-·· --···- ····-· ________ _ 
TIBSTING-Y 

10 DRIVER Pursuant to· authority COntained in 
i TRC Chapter 644 I hereby notify and 

declare the driver named on this report 
Out of Service. No motor carrier shall 
permit or require driver to drive or 
operate any motor vehicle until 

COPY RECEIVED BY 

'oos DISPOSITIONS 
!A. Repaired at Scene I 
!obtained Oper. Auth. 
!B. Towed/Escorted to 
!Repair Service 
jD. Other 

--~~: ~~1~~~n OOS 

! tJ Log Book Exemption 

INSPECTED BY: . iiD/R~~ION/DISTRICT/AREA 

l 06220 2 A 05 

IME COMPLETED jREPORT PREPARED BY: jSMITH, DONALD LEE 

SMITH, DONALD LEE 

CHARGES FILED BY: 

II Ill IIIII 

9:00AM :REFERRAL ID 

jBRAKES INSPECTED BY: 

I 

EPAH0042001273 

(b) (4)
(b) (4)

(b) (4)

(b) (4)



(Rev. 8/0~) 
"' . 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

lif!l~AN 
NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

Ce-s DATE: I TIME!: 
te . - ~ -orr ~~'Y'Jht ....._,. 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPL!Jl;NCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

~GNATUA:~ER OFFICIAL: TITLE: DATE: 

,.., J. Ll .A ~L-A-- 1-}S£ 111\t=.n~ 6-7-'{)7 
I 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on th1s report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew-
al of your driver's license. .. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able td'require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You'' will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license . 

. "A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager oi the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424" 
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
c~l. · 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. gov/tactsfigs/formspubs. htm. 

To obtain /FTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
111/IJI.IIA/ tt11inrlr.IM ~I!:~ fa +v r l~lf-::Jvinfrdf, u:::J/clift!:l htrnl 

EPAH0042001274 



·~--~ .. ---~-;:-=-·==~==-====:;:======:::;? 
~P-3 (Rev. 6/01) c· (/il( U HOUR 

TEXAS DEPARTMENT OF PUBLIC SAFETY ~ 0 f- ,.~ ~:} F} / 1 
M. 

DRIVER 

VIOLATION (2) 

mitted to a minor degree or with extenuating 
circumstances present. No P!ilnalty-wm-~ assessed and furthe r on your part is necessary other than to 
comply with the traffic laws1n the future. Th_)s doe_.sJ!0\"99 om , 71 art of your driving record. 

/" /_ 
/ SIGNATURE /? ft.__......... 

This warni~ is gi~n·t6 you in an effort to secure your cooperation in better observance of the traffic laws 
thus helping-tcJprevent tr IC accidents. The Texas Department of Public Safety believes that good 
citizens will comply traffic laws when reminded of their provisions and of the importance of strict 

1!1~.9:l . 

SERVICE --..,. I,(' A 
REGION/AREA f lff /), Jf ") I.D. NO. I u f7 (J2 'Y 

EPAH0042001275 

(b) (4)(b) (4)



CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Num~er or Description 
:_·• 

CES Customer and Job (for customer 
damage only) 

Eq.~ij!ent Type or Area 
t/3- SI-lo 

Description of Job 

Lttl#f {f)O()JJ( iJJ2mK~18 -

Description of Work Preformed Cost of Parts Labor Hours Worked 

(,a- ~JU)).)f SftJd) 
'R.emooeO OL-D /..;.:f(}ilf f1Jou)J1 6~/i(!i(e~ 

IA13:f fVA~~f) fl i'fll,ZI!J]( IJAJ&Lt I'JmJJf 61/.A?Jit:. ~ /,,7) 
~ 11f!J6eJL R.oaJJtJ fleftt:.efo/13 - ~So 

-stc~,r-.. s;~()/ /.~<:: s~ 
v 

Total Cost for Parts $ I~~ 50 C:M;t[d> 
Total Labor (hours x $55.00) $__,50<...-5=--c.-u---

Total Cost to Complete Work $ ~ 7 . 50 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001276 



Til280:..:030 CVE-3 (Rev. 2/04) 

0 ARREST TKT. TX07ATB05N-O HOUSTON POLICE DEPARTMENT TRUCK 
LEVEL 

CP# 0151818 
~ COM. VEH. 8 9 - 15 PASS. FOR HIRE ENFORCEMENT UNIT [2] 

16 PASS. FOR HIRE 0 ACCIDENT 
~ 

CONSTRUCTION ZONE []FIXED ~ROADSIDE 0 0 0 16 PASS. NOT FOR HIRE SP PROG: INTERSTATE B YES ~ NO 
ALCH DS 

~ CDL SCALE 

0 D 0 SCHEDULE 0 CHARTER [_] INTRASTATE OCCUPIED sw TE -------

DATE: 06/07/2007 TIME: 7:40AM COUNTY HARRIS ADDRESS 10600 EASTEX FWY BEAT: 7C40 KMAP: 414T 

LESSEE/MC: C E S ENVIROMENTAL SERVICES USDOT#: 0869392 
ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRA_I_LM_O_B_I_L_E~) _H_O_U_S-TO--N--T-X~7=70~1cc3~--------- .. --.. ----------

ICC/MC#: 400234 
-------------------------- ,,, _______________ _ 

OWNER: C E S ENVIROMENTAL SERVICES TXDOT#: 005516524C 
ADD j CITY /_S_T_/_Z_I_P_:_--:-4"'90-::-:4-G=R=-I=GG=s::-:RD:c=--(::3::9:-::-:0l_T_RA __ I_LM_O_B_I_L_E_)_H_O_U_S_TO-N--Tx77(ii3------------------------

PHONE#: 713-676-1460 

OPERATOR: MATTHEw~-=Tc:-A:c:YL=o=R=----------------------P.Aci:/_s_EX-~-BM .. DOB-: _  
MED CARD: 3/2008 

ADD/CITY/ST/ZIP: D.L.#: STATE: TX 

VEH SEARCH: rl YES ~NO REASON FOR STOP: 0 WARN 0 CITATION 0 INSPECTION CONTRABAND LOCATED: 0 YES []No 

TYPE OF SEARCH: D CONSENT []PC 

TX071\ TBOSN 06359557 OS/07107 

OrNe. TO ARREST [JrNVENTORY TYPE oF coNTRABAND: 0DRUGS []wEAPONS []cuRRENCY 

~Nt't;: ':'1:'\rJi!iE , ·: :1iif7(KE ·' ·:co,# · • !:¥~;~ et£At:'f!E· ·_ :~;;;s:v· 
1 TT PTRB 280 \ TX 
2 ST OTHR 257 

SIGNATURE: 

~-~ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
~- PLACE DESIGNATED IN THIS NOTICE. (THIS IS 

NOT A PLEA OF GUILTY) 

~ COPY RECEIVED BY 

YOU ARE HEREBY NOTIFIED TO APPEAR 

/TX 

TX07ATB05N 06359557 06/07/07 

00 00 

Graphic 

DoT HER 

LOAD DISP: I 
'PE:ru.iri#-,---t--· ---

PHONE: ON/BEFORE AT 

JUDGE: COURT: PCT./PLACE: 

RG WT #~tfao,ooo fGVWR .. lll ~------ .. 
fp:c;-w'T#2- ----------+c;vw'R-#2 l------

)DEPT. SEAL #; INSTALLED )CVSA DECAL TT )CVSA DEC~r:=-~=-~jCV~A -6ECAL=-S~--L:J___ -----------

. I I ~;;~ ~I .. J l 
SHIPPING #: 42556 ' . i co~~~;;-R~ lES ENVIRONME:i'~ ---1~~NS~G;E;~- -'PEAK SULFUR - - .. 

~--;;~MM;DITY: PETROLEuM ______ ---------~-l;~G;~.-. ----fous-Tmr · Tx n~sT~-~ATro;- sHREVEI?oR'T-------~E 
-------------- ~..bNQ~L.~JT~~-g: lRQ?Tfiw?j·i'-1AcARDs R'E<i?J"T11f4j15/s1.1ti 11/2 1-i/2~- f( --,- ~LEGED-·siE.'Eo) __ _ 

/3-J[.Jtl'~r;· --r~ -- LRi i ~PEED-LIMIT---!-- -----

r-· .. ____ -----"' ----- ___ ---- .. 1 AX 1 , AA 2 AX 3 AX 4 AX 5 AX 6 AX 7 AX s 'RADAR CAL~------

''''iii"''~~'~'L~:~f]df:,. ~i ·~~~=J'~~~:~;~il~;;:~;~i~~~~~' "i£'O'L~-:=, "'"""'-
i 393. 83 (g) I l ! I EXHAUST LEAK UNDER TRUCK CAB/ I RIGHT SIDE AT FIREWALL TP427 

I -393-1"1 ____ ,_2_-+-------.J-J -·--·-," DEFECTIVE--SIDE MARKER LAMP II LEFT REAR --------------------- -----RD36S _____ · 

-+ __ ___:_ _ _j__J_ --- ----L----~ - --------- - r 

~-J~ --1-E=l=tt -=- =-~ -_-_ -== -_-_-_______ -.-=1 -_ ·-
r-l VEHICLE Pursuant to authority contained in TRC Chapter 644 I hereby declare. "Out r~) DRIVER Pursuant to authority contained 1n OOS DISPOSITIONS 
1
---' of Service" the vehicle/s with defects followed by "YES" in th~ Out ?f Serv1ce IL._' TRC Chapter 64~ I hereby not if~ and A. Repaired at Scene 1 

column of this report. No person shall remove the out of serv1ce stickers declare the drlver named on thl.s report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating I permit or require driver to drive or /Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

U. Unknown 

~EE-C~~~~~~A!!ON~!~EE::=J[T-------=~-- .. --~~;_E~~~o;~~!~--~~--: ------ ---------------~--- N. Driver oos 

D/A=YES ____ b~~ook--Exe~~on~ 
rNsiicT'E:o -s¥~------------;·-----iiiTiiE:GroN/orsTRrcr !Ali.EA'JTrM'E:-coM'i1E:rE:o REPoRTPREPAREo ·s¥; T094994· VECERA, BRYoN 

VECERA, BRYON I 094994 2 9 v I 8:30 AM REFERRAL ID I 

ADDRESS: 

SEAL #'S REMOVED: 

CHARGES FILED BY: I I I BRAKES INSPECTED BY: I 094994 1 
111111111 11111111 llllllllllllllllllllllllllllllllllllll 

EPAH0042001277 

(b) (4)
(b) (4)
(b) (4)

(b) (4)



IIIII 1111 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY INDICATES CHARGES FILED AGAINST THE 
DRIVER. THIS WILL REQUIRE CONTACTING THE JUOGt: FOR APPROPRIATE DISPOSITION. {JUDGE 
INFORMATION IN HEAVY BORDERED BOX ON DRIVER'S COPY.) 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the below 

certification and return this report to: MOTOR CARRIER SAFETY SECTION 
TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78n3-0521 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE OF THIS 
CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

.~~ C-e0 Sko~ OA~-fl- c9l 'TIME~ A-'""""'-

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS BEEN TAKEN 
TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS THEY ARE APPLICABLE TO 
MOTOR CARRIERS AND DRIVERS. 

TITLE: DATE: 
H~'£ Me- 6-&-o/ 

IMPORTANT MESSAGES 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance 
with the traffic laws and all other users of the highways. Failure to comply with your written promise to appear in 
court as made on this citation will constitute a separate offense with which you may be charged and result in 
warrants being issued for your arrest. The issuance of arrest warrants will make you subject to entry into the wanted 
persons file of this department. Failure to appear in court or failure to satisfy a judgement ordering payment of a fine 
and cost in the manner ordered by the court may result in the denial of renewal of your driver's license. 

You may be able to require that this charge {Violations of Chapter 545, Transportation Code- Operation and 
Movement of Vehicles) be dismissed by taking a driving safety course. However, you will lose that right if you do not 
provide written notice to the court on or before your appearance date of your desire to do so. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your 
driver's license and motor vehicle registration unless you file and maintain proof of financial responsibility with the 
Department of Public Safety for two {2) years from the date of conviction. The Department may waive the 
requirement to file proof of financial responsibility if you file satisfactory evidence with the Department showing that 
at the time this citation was issued the vehicle was covered by a liability insurance policy or that you were otherwise 
exempt from the requirements to provide evidence of financial responsiblity. 

A request for an out-of-service review, regarding opefiiting authority, must be made in writing and forwarded to the 
manager of the Motor Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the 
Motor Carrier Bureau or the director's designee within 10 days of the issuance of the out-of-service order. A request 
for review should be addressed to the Texas Department of Public Safety, Motor Carrier Bureau, P.O. Box 4087, 
Austin, TX 78773-0521 or may be sent by facsimile transmission to {512)424-5712 or via electronic mail at 
MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference call. 

To obtain a TXDOT Motor earner Insurance Certificate or Single State Registration - contact the Texas Department 
of Transportation at 1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carner Safety Administration at 1-800-832-5660 or visit their 
website at www.fmcsa.dot.gov/factsfigslformspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx.us/taxinfo/fuelsl"tfta.html. 

II 

EPAH0042001278 



Date io- ~- 0 '7 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

Equipment Type or Area 

-t r+ vV lL. -r t? L 
I 

Description of Job 

L\= L-eTS 

Description of Work Preformed 

\,;_>cp. I A,C c k.\R \ V\ li-\ V<. I [ t::/7'<. L,J·<j' kT 

C' ~ e-c!L. A If ?- ,_i.t.. Ts -

5 frv p":J 5~..-.__/':/) I I cs 
Total Cost for Parts $ (0. S?" 
Total Labor (hours x $55.00) $ ,"/1 7, 50 
Total Cost to Complete Work $ 3 L/, 3 ~ 

Cost of Parts Labor Hours Worked 

/ <6(-:. . ..-
,_s 

5~ 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001279 



CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

J7 Date t:x:p-01! -Ot 

Equipment Number or Description 

Equipm~[lt Type or Area 
t!.eS # S j) of/ 

I 

Description of Work Preformed 

~-

Total Cost for Parts $_----=-3_3_,_3__.._1 __ 
Total Labor (hours x $55.00) $ S S ~ 
Total Cost to Complete Work $ 8 R v "-\ I 

CES Customer and Job (for customer 
damage only) 

Cost of Parts Labor Hours Worked 

,.5 

\ <l { 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001280 



EPAH0042001281 

(b) (4)

(b) (4)

(b) (4)

(b) (4)



DATE 07/02/2007 ***** OFFICIAL RECEIPT ***** 
*** MARK A. FOSTER *** 
*** JUSTICE OF THE PEACE *** 

TIME 10:07 

RECEIVED OF: TAYLOR,MATTHEW 
COMMENTS: 

FOR: TAYLOR,MATTHEW 

PRECINCT 7 

DESCRIPTION: NO MUD FLAPS/SAFETY GUARDS REQUIRED 

TAYLOR, MATTHEW 

RECEIPT # 72146 

CASE # M07071673 

VICKNAIR, E - DP 

AMOUNT DUE $172.00 

AMOUNT PAID $172.00 

BALANCE $.00 

PAYMENT TYPE D 
CHECK NO 259972 

COLLECTED BY VB 

EPAH0042001282 

(b) (4)



CVE-3 I Rev. 12/03) 

TX0i420AQ008 TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0151818 LEVEL 

[] 9 - 15 PASS. FOR HIRE 

[] 16 PASS. FOR HIRE 

2 0 ARREST TKT 

0 COM. VEH. 

[] ACCIDENT 

0 CDL 

[] 16 PASS. NOT FOR HIRE SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTF.TE [] YES 0 NO 
(]FIXED ftlROADSIDE 

SCALE 
[] Ai,CH [J DS 

[] SCHEDULE [] CHARTER [] INTRASTATE [] OCCUPIED HOUSE [] SW [J TE 

DATE: __ ..... Jl..S/2_6_/?_007 TIME: 10:46 11M COUNTY: BRAZORIA HWY: (2) SH-0288 IN BRAZORIA CO. (4! M.P.#: 504 

LESSEE/MC: 

ADD/CITY /ST /ZIP: 

OWNER: C E S ENVIROMENTAL SERVICES 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD _(3_9_Q_l, 'l'~ILMSJB:Z:_LE) HOUSTON TX 77013 

OPERATOR: ANDRES SOTO RACE/SEX: 11M --- --------~---------

ADD/CITY/ST/ZIP: 

US DOT#: 

ICC/MC#: 

TXDOT#: 

PHONE#: 

DOS: MED CARD: 

DL #: ST: TX 

0869392 

400234 

005516524C 

7136761460 

DL CLASS: A 

VEH SEARCH: [] YES 

TYPE OF SEARCH: [] CONSENT []PC 

REASON FOR STOP: [JWARN []CITATION []INSPECTION CONTRABAND LOCATED: []YES 

[]INC. TO ARREST [J INVENTORY TYPE OF CONTRABAND: []DRUGS []WEAPONS []CURRENCY 

[]NO 

[]OTHER 

m~~~.!a'i~DIIl}~i~iJ 
I 1 · TT ! PTRB • 291 : TX 
r-- - -· --- ! - l· ·· · -----· ·- --- -- -~ ··· 

X 
[_ J L. ST : QTf:IR 207 ; TX 

II 11111111111111111111111111111111111111111111 

0 I HEREBY PROMISE TO APPE:AR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE:. (THIS IS 
NOT A PLEA OF GUILTY) X 

~ COPY RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: WAYNE DUBOSE COURT: JP 

00 00 
GROUP WEIGHT: 

LOAD DISP: 

PCT./PLACE: 2/2 PERMIT #: 
PHONE: (979) 864-1402 ON/BEFORE 27-Jun-2007 

ADDRESS: 111 E. LOCUST, RM 110 ANGLETON TX 77515 

AT 10: OOAM RG WT # 1 :aoooo 
RG WT #2 :o 

'GVWR #1 80000 

:GVWR #2 'o 
~EAL # 'S REMOVED: !DEPT. SEAL #; INSTALLED iCVSA DECAL-TT !CVSA DECAL-ST CVSA DECAL-ST 

...... !. 
1662i663ei 

SHIPPING #: 

.. !sLuDGE 
COMMODITY: 

--- t 

! 

:coNSIGNOR: 
! ·r 
!oRIGIN: 

'CES ENVIROMENTAL 

;aousToN TX 

CONSIGNEE: 
REPUBILCAN WASTE 

FREEPORT 
DESTINATION: 

iHM CATEGORY !coDE . [RQ? !HW? :PLACARDS REQ'?; . 21/4 ALLEGED SPEED 

~~~=:~=~F- . I .. L_.L Ef ~-R; SPEED LIMIT 

frcK:E:'i']'li6I:~ -ci'r"E.#TITnitl 
i 1 No. ' 

Yes:"J§s::3(A) (!.) r··.2 ! 
! I ! 
r :fg!;. 8 (f) (ij [ D. : 

SPEC. TANK AX 1:AX 2 'AX 3 [AX 4 •AX S :AX 6 AX 7 .AX 8 :RADAR CAL. 

!L 

6os 1 6os·: i?os'l'r· - VIOLATIONS DISCOVERED 
Y /N i DISP! ACC [ -·DRIVER: PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

. iBRAKE OUT OF ADJUSTMENT -

' ·~.;' 

i 
PUTY STATUS NOT CURRENT -

i 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

COS DISPOSITIONS 

TX 

-o VEHICLE ·pur.SUanf tO aUtho"i:lti COritalnect Tn .. ~TRc CfiEiptei:' 044 f hereby declare "Out 
of Service" the vehicle/s with defects followed by "YES" in the Out of Service 
column of this report. No person shall remove the out of service stickers 
applied to these vehicles or operate such vehicles until the out of service 
defects have been repaired and the vehicles have been restored to safe operating 
condition, or proper operating authority has been obtained. 

:0 DRIVER Pursuant to authority contained in 
' TRC Chapter 644 I hereby notify and 

declare the driver named on this report 
Out of Service. No motor carrier shall 
permit or require driver to drive or 
operate any motor vehicle until 

P. •• Repa1red at Scene 
·obtained Oper. Auth. 
B. Towed/Escorted to 
Repair Servic:e 

SEE CONTINUATION SHEET [ :'TROOPER COMMSNTS: . 
.L __ l._. 

TESTING YES VIN 

'-'· Other 
U. Unknown 
N. Driver OOS 

X llnd..-e.s gpt'CJ 

. 0 Log Book Exemption 
----~C~O~P~Y~RE~C~E~I~VE~D~B~Y~----------------

INSPECTED BY: . :ID/REGION/DISTRICT /AREA TIME COMPLETED REPORT PREPARED BY: .ADAMS, BARRY LANE 

ADAMS , BARRY Ll'INE 

'cHARGEs· rr1E:i5-sY:· iADAM:s; 
1 07839 2 A 02 11 :22AM REFERRAL ID 

··' 
BARRY LANE 67839 2A02 'BRAKES INSPECTED BY: 07839 

EPAH0042001283 

(b) (4)

(b) (4)
(b) (4)

(b) (4)

(b) (4)



Ill IIIII Ill 

(CVE -3 R~y. U04) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): 

/") 

REPAIR WORK COMPLETED 
DATE: 

5-~~-c\ ---~~ cCc; C.~~ SL'\o,=> 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 

I 
TIME: 

ttf'>) \"1 

I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SI~TU~~ ~F. C~~ ?FFICIAL: 

~')~~ 
DATE: 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that you were otherwise exempt from the reQuirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. govlfactsfigs!formspubs. htm. 

To obtain I FTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfo/fuefs(ifta. htmf. 

I I I I 

EPAH0042001284 



CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

Equipm~nt Type or Area 

t/!3- 8)/ofJ 

Description of Work Preformed Cost of Parts Labor Hours Worked 

ji 

~~l.JJ~A'S r ~o ()I I l1>/!fl/(Cj / ;? c,l't )flfJt, l) 11\o3 J/ntl( ': !,v 

I 
II "' • \.,1 .;-.._...- ~ • .,. .. --~ ~'- ~: 

lVr!r/ii'' 'l~·-'1·x1'""· ,"1 i).o (; . ,, j A ' l: 1 / / / ~/ //-:~>:;A;,;s / 
-. -.jf.... ?U ()p /-1; < i? h J.)iJ'I · ;~ / Jr.> "l ; ''l' ,f ~-~ ,f'.t,""' ·~ " i . .{ • J • · . < •• • ~· , c I •. ,r ~ .! 

Total Cost for Parts $ ______ _ 

Total Labor (hours x $55.00) $ _____ _ 

Total Cost to Complete Work $ ______ _ 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001285 



CES ENVIRONMENTAL SERVICES, INC. 
4904 GRIGGS ROAD 

HOUSTON, TEXAS 77021 
(713) 676-1460 

BANK OF AMERICA, NA 
35-2/1130 

30924 

612012007 

__ J_ud_,g,_e_W__::__,ay,_n__:._e..=D--=u:.:.::.b_::_os::....:e:__ ___________________ ___jl $ **125~00 

0 ne Hundred Twenty-Five and 00/1 00************************************************************************************* --------~----__:._~----------------------------DOLLARS~ 

Judge Wayne Dubose 
111 E. Locust 
Room 110 
Angleton, TX 77515 

CP # 0151818 

u• 0 ~ 0 9 2 ~ u• 

.CES ENVIRONMENTAL SERVICES, INC. 

Judge Wayne Dubose 
Date Type Reference 
6/19/2007 Bill CP # 0151818 

CES Environmental S CP # 0151818 

Original Amt. 
125.00 

6/20/2007 
Balance Due Discount 

125.00 
Check Amount 

30924 

Payment 
125.00 
125.00 

125.00 

EPAH0042001286 

(b) (4)



• .J.orm: eTicketO 
{' 

<:" 
\4r 

Louisiana Department of Transportation and Development 
Attn: Weights & Standards Office 

P.O. Box 94042, Baton Rouge, LA. 70804-9042 

Issued the 25th day of June, 2007 at 08:25AM 

I 
Highway: 1-10 W Parish: Calcasieu 

I VT# 0701 BW-40.RB01 030(0) 
Driver 
Last Name: VANDENBERG, First Name: DAVID M.l. F Suffix: 
Street Address: 
City: 

Operator License Number: Class: A State of Issue: TX D.O.B. 
Owner DBA 
Name: STEVEN K STRICKER Name: ENVIRONMENTAL SERVICES INC 
Street Address: Street Address: 4904 GRIGGS RD 
City: City: HOUSTON, State: TX ZIP: 77021 

Phone: 
Vehicle Information 

Vehicle Year Vehicle Make 
2000 PTRB 

License Year 
2007 

License State 
TX 

Phone: (281) 433-7052 

Vehicle VIN Number 

License Number 
0 

Is Apportioned 
Vehicle D.O.T number 

869392 
Registered Weight 

80,000 
Primary Trailer Information 2nd Trailer Information 

Primary Trailer State Primary nse No 2nd Trailer State 2nd Trailer License No 
~ NA NA 

Permit Information 
Expired 48 Hour Permit No. 
Expired Permit No. 
Permitted Weight: 0 

Commodity Code 
LQ 

Description 
TANKER 

R.S. No. Violation: Description 

Valid 48 Hour Permit No. 
Valid Permit No. 
Control Number: 

47:511.1 No Temporary 48-Hour Trip Permit 
Type: Type 6 Tire width on steering axle: 11.00 No. Of Axles Sets: 3 
Maximum allowable legal I permitted weight- Interstate: 80000 Non-Interstate: 80000 

Axle Set Axle Set 1 Axle Set 2 Axle Set 3 
Type Steering Axle Tandem Tandem 

Legal Weight 15,000 34,000 34,000 
Scale Weight 10,660 28,640 34,240 
Over Weight 0 0 240 

Fine $0.00 $0.00 $10.00 
Weight Table Fine Summary 

731507 

G.V.W. GVW Overage Over GVW lb Over GVW $ Individual Axle Fines 
73,540 0 0 $0.00 $10.00 

Remarks; EXPIRED REGISTRATION --NO TRIP PERMIT 

Primary Fine 
$10.00 

Fine 
$200.00 

Multiple Violation 
$0.00 

Total Fine Is: $200.00 Violation Number: 0701 BW-40.RB01 030(0) 

G 'jlt), f) j 
Driv~~VAND~ 

Officer 

OY\ 

1-6-07 

Raylen Bass 

EPAH0042001287 

(b) (4)
(b) (4)

(b) (4) (b) (4)

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) (4)



Immediate payment may be made by the following options: MasterCard, Visa, or American Express Credit Cards, LA DOTD 
Approved Money Transfers, Posted Bond, Cash, Cashier's Check, Certified Check, Company Checks or Money Order made 
payable to LA DOTD. For information related to payment, please call (225) 377-7100. 

Violation Tickets must be paid or protested as set forth in [1] and [3] within thirty (30) days of the issuance date on the VT. In the 
event payment of the fine has not received within 30 days, LA operators license information will be forwarded to the Motor 
Vehicle Division, Dept. of Public Safety for suspension, revocation, and cancellation; and the vehicle plate will be removed until 
the fine is paid. 

Written protest of a Violation Ticket must be submitted within 30 days of issuance date. Upon receipt of a written protest, the VT will 
be scheduled for review in the regularly scheduled meetings of the v_iola,tion Ticket Review Committee. If additional information 
concerning protesting is needed, Please call (225) 377-7131.-:«..-'jlO () 

LA DOTD Weights and Standards PO Box 94042 Baton Rouge, LA 70804-9042 

0701 BW-40.RB01 030(0) 
According to Louisiana Revised Statute 32:389, paragraphs 4 (a) (b) and (c) and 5: 
"Any owner or driver resisting the payment of the penalty found due, or the enforcement of any provision of this Part In relation 
thereto, shall pay the amount of the penalty assessed to the Weights and Standards police officer, state policeman or other person 
designated in a license receipt and shall give this officer, state policeman or person notice at the time of payment of his intention to 
file suit for the recovery of such penalty." 
"Any owner or driver who pays an assessed penalty under protest in accordance with the provisions of this Section shall have a 
period of ninety days after the date of payment to institute a civil suit against the department to recover the penalty so paid." 
"The right to sue for recovery of a penalty paid under protest shall afford a legal remedy and right of action in any state district court 
for a full and complete adjudication of any questions arising in the enforcement of a penalty respecting the legality of any penalty 
assessed or the method of enforcement thereof. Any such suit may be instituted either in the parish in which the violation occurred, 
the domicile of vehicle, provided the domicile Is within the state of Louisiana, or in East Baton Rouge Parish. In any such suit, 
service of process shall be made on the Department, through the Secretary. The department shall be a necessary and proper party 
defendant in any such suit. 
"No court of this state shall issue any process whatsoever to restrain the collection of any penalty assessed by the department 
pursuant to this Part." 

VIOLATION TICKET DOTD 03-44-0699 (REV. 09/01) 

Please cut and include this stub with your payment 
Louisiana Department of Transportation and Development 
Attn: Weights & Standards Office 
P.O. Box 94042, Baton Rouge, LA. 70804-9042 

Issued to Owner DBA 

DAVID F VANDENBERG STEVEN K STRICKER ENVIRONMENTAL SERVICES INC 
4904 GRIGGS RD 
HOUSTON, TX 77021 

State of Issue: TX D.O. B. 06/30/1949 Vehicle D.O.T. 869392 Operator License Number:09292966 Class:A 
Violation Ticket Issued the 25th day of June, 2007 at 08:25AM 1 Highway: 1- 0 W Parish: Calcasieu 

Revised Statute Number Description 
47:511.1 No Temporary 48-Hour Trip Permit 

Your Total Fine Is: $200.00 Violation Number: 0701 BW-40.RB01 030(0) 

Amount Enclosed: Payment Type: Date: 

EPAH0042001288 

(b) (4)
(b) (4) (b) (4)



TIME: 07:55:12am 

STEERING: 10660 
Drive: 28680 
TRAILER: 34240 

TOTAL: 73620 

STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION 

AND DEVELOPMENT 
CALCASIEU PARISH 

I-10 WEST BOUND 

DATE: Jun 25 2007 

lb. 
lb. 
lb. 

~ ~ 
lb. 

to 

~ G-/2s-

EPAH0042001289 



LJtH;;o~ 

0 301/(c 

fl/ t!J 

EPAH0042001290 



form: eTicketO 
Louisiana Department of Transportation and Development 

Attn: Weights & Standards Office 
P.O. Box 94042, Baton Rouge, LA. 70804-9042 

Issued the 9th day of July, 2007 at 10:04 AM Highway: 1-10 W Parish: Calcasieu 

I VT# 0701 BW-03.SH00534(0) I 
Driver 
Last Name: WOOD, First Name: WILLIAM M.l. B Suffix: 
Street Address: 
City: 
Operator License Number:  Class: A State of Issue: TX D.O.B.  
Owner DBA 
Name: STEVEN K STRICKER Name: CES ENVIRONMENTAL SVCS INC 
Street Address:
City: 
Phone: 
Vehicle Information 

Vehicle Year Vehicle Make 
1997 PB 

License Year 
2008 

License State 
TX 

Primary Trailer Information 

Street Address: 4904 GRIGGS RD 
City: HOUSTON, State: TX ZIP: 77021 
Phone: (713) 679-1460 

Vehicle VIN Number 

License Number 

Is Apportioned 
Vehicle D.O.T number 

869392 
Registered Weight 

80,000 
2nd Trailer Information 

Primary Trailer State Primary Trailer License No 2nd Trailer State 2nd Trailer License No 
TX NA NA 

Permit Information 
Expired 48 Hour Permit No. 
Expired Permit No. 
Permitted Weight: 0 

Valid 48 Hour Permit No. 
Valid Permit No. 
Control Number: 

Commodity Code Description 
LQ SODIUM HYDROXIDE 
R.S. No. Violation: Description 
32:386 1. Over Legal Gross Vehicle Weight or Over Legal Axle Weight 

Type: Type 6 Tire width on steering axle: 11.00 No. Of Axles Sets: 3 
Maximum allowable legal/ permitted weight- Interstate: 80000 Non-Interstate: 80000 

Axle Set Axle Set 1 Axle Set 2 Axle Set 3 
Type Steering Axle Tandem Tandem 

Legal Weight 15,000 34,000 34,000 
Scale Weight 10,740 35,560 32,280 
Over Weight 0 1,560 0 

Fine $0.00 $15.60 $0.00 

G.V.W. 
78,580 

Remarks: 

GVW Overage 
0 

Weight Table Fine Summary 
Over GVW lb Over GVW $ Individual Axle Fines 

0 $0.00 $15.60 
Primary Fine 

$15.60 

Fine 
$0.00 

Multiple Violation 
$0.00 

Total Fine Is: $15.60 Violation Number: 0701 BW-03.SH00534(0) 

Driver WILLIAM B WOOD Officer Sarah G Hebert 

EPAH0042001291 

(b) (4)
(b) (4)

(b) (4)(b) (4)

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) (4)



Highway 

1-10 

Description: PAID BY DRIVER 

I 
I 

Cash 

RECEIPT OF PAYMENT 

Control Number: 0701 BW-SH000715 
Issued the 9th day of July, 2007 at 10:13 AM 

V.T. 0701BW-03.SH00534(1) 
Parish I Statute 

Calcasieu I 32:386 

I 

Statement 

Fine Amount 

Amount Paid (prior receipts) 

Balance 

Amount of this payment 

Balance Due after this payment 
Payment History 

No prior receipts. 

Disposition Code: 02 

Driver 
Name: WILLIAM B WOOD 
Last Name: WOOD, First Name: WILLIAM M.I.B Suffix: 
Street Address:
City: Phone: 
Operator License Number: Class: A State of Issue: TX 
Owner DBA 

_I Issuing Officer 

I Sarah G Hebert 

I 

$15.60 

$0.00 

$15.60 

$15.60 

$0.00 

Name: STEVEN K STRICKER Name: CES ENVIRONMENTAL SVCS INC 
Street Address:  Street Address: 4904 GRIGGS RD 
City: City: HOUSTON, State: TX ZIP: 77021 
Phone: Phone: (713) 679-1460 

Vehicle Year Vehicle Make Vehicle VIN Number License Year License State License Number 
1997 J PB 2008 TX 

Trailer State Trailer License No 
TX 

Receipt Issued by: Sarah G Hebert 

EPAH0042001292 

(b) (4)
(b) (4)

(b) (4)

(b) (4)
(b) (4)

(b) (4)

(b) (4) (b) (4)

(b) (4)



TIME: 09:57:15am 

Weighment 
Weighment 
Weighment 

TOTAL: 

TARE 
TIME 
DATE 

TOTAL: 

1: 
2 : 
3 : 

10740 lb 
35560 lb 
32280 lb 

78580 lb 

78580 lb. 

STATE OF LOUISIANA 
DEPARTMENT OF TRANSPORTATION 

AND DEVELOPMENT 
CALCASIEU PARISH 

Scale 1 
Scale 2 
Scale 3 

I-10 WEST BOUND 

DATE: Jul 09 2007 

EPAH0042001293 



TX075J0DBD02 
0 ARREST TKT D 9 - 15 PASS. FOR HIRE 

~ COM. VEH. D 16 PASS. FOR HIRE 

0 ACCIDENT D 16 PASS. NOT FOR HIRE 

~ CDL 
D SCHEDULE 0 CHARTER 

HARRIS COUNTY SHERIFF'S OFFICE 

CONSTRUCTION ZONE 
SP PROG: ~ INTERSTATE DYES ~NO 

0 INTRASTATE 0 OCCUPIED -------

CVE-3 (Rev. 12/03) 

LEVEL 

CP#:0151818 
(]FIXED 

SCALE 
HOUSE 

~ROADSIDE 
D ALCH D DS 

0 SW 0 TE 

DATE: 07/18/2007 TIME: _ ____22_00 AM COUNTY: !!_~_!_§: _________________ HWY: _!__l) ___ I_H_-0010 IN HARRIS CO. (742- M.P.#: 745 

LESSEE/MC: USDOT#: -------------------------------------------------------·------ 0869392 

ADD/CITY/ST/ZIP: -----------------------------··------------------------------ ICC/MC#: 400234 

OWNER: .=Cc..E=-.=S-'E=NVI:.:..:.::::R:.::O:::ME=Nc..:T:.:AL=-...:S:.:E:::R.:.:VI=C:::E:=S:__ ______ -------------·-··------------------- TXDOT#: 005516524C 
·-------

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE)~H~O~U~S_TO~N~T~X~7-'7-=0~1~3-------~----------- PHONE#: 7136761460 

OPERATOR: ROLANDO MORALES RACE/SEX: HM DOB: MED CARD: 07/15/2008 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 

VEH SEARCH: D YES REASON FOR STOP: OwARN (]CITATION (]INSPECTION CONTRABAND LOCATED: (]YES 

TYPE OF SEARCH: [J CONSENT [JPC D INC. TO ARREST D INVENTORY TYPE OF CONTRABAND: []DRUGS []WEAPONS []CURRENCY []OTHER 

j,UNIJ"~"!;iJ?('ip~;};-lt,tvle;!(g.j i;'i,:\¢Q##• --~::1~%,'PI~;"J'~" - ·' --~~hl);.g 

"SIGNATURE: ~ 

CJ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 

1 I TR -~PTRB I 298 ! TX I 

___ 1_ 
1~-j_~- 24i=l ___ - -~ Ill 1111111111111111111111111111111111111111111 

NOT A PLEA OF GUILTY) X 00 00 ------ ---------
~ COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
0 VEHICLE Pursuant to authority contained 1n TRC Chapter 644 I hereby declare "Ou·t I 0 DRIVER PUiSUantto--aUthoritYCoiltai!l~ oos DISPOSITIONS 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers 1 declare the driver named on this report Obtained Oper Auth 
applied to these vehicles or operate such vehicles until the out of service 1 Out of Service. No motor carrier shall B. Towed/Esco;ted t~ 
defects have been repaired and the vehicles have been restored to safe operating j permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. I operate any motor vehicle until D. Other 

=~G c~::~~~;:roN SHEET 1 !TROOPER COMM~~~===-=-~~~~:=-~~-=-~=~=~=- -=~~~l-------- ______ .. _______________ -------~: g~~~~;n 005 

UNIT 1 VIN 42276 i L 
I X -------------

INSPECTED BY: 
LENNOX, RICHARD 
CHARGES FILED BY: 

! l!i:J Log Book Exemption 

---·- ·e~~~~:::~R~ci~~,.r~•:,~:'"';' [::~~~~~~,i\'r-~~LI= ~- -
r--------- - /BRAKES INSPECTED BY: i2S-026682 

EPAH0042001294 

(b) (4) (b) (4)
(b) (4)

(b) (4)



ANY ENTRIES lf\J THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDER BOX ON DRIVER'S COPY 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATE OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT or= SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED: 
DATE: 'TIME: 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED Af\JD ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS IN SO FAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

TITLE: DATE: SIGNATUREOF CARRIER OFFICIAL: 

0 • JA & .i?i...~r A t._;f-.v-11'~~~. -v ?V ~ H5E IY1 CtY11/it}f0- 7- tCf-2oo7 
ATTENTION DRIVER: 

ATTENTION DRIVER: 

This report must be furnished to the motor carrier whose name appears on this report. 

TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above 
certif:cation and return this report to: MOTOR CARRIER SAFETY SECTION 

TEXAS DEPARTMENT OF PUBUC SAFETY 
PO BOX4087 

AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws and all other 
users of the highways. Failure to comply with your written promise to appear in court as made on this citation will constitute a separate offense 
with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or failure to satisfy a judgment 
ordering the payment of a fine and cost in the manner ordered by the court may result in the denial of renewal of your driver's license. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver's license and motor 
vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) years from the 
date of conviction. The Department may waive the requirement to file proof of financial responsibility if you file satisfactory evidence with the 
Department showing thai at the time tilis citation was issued, the vehicle was covered by a liability insurance policy or that you were otherwise 
exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety motorcycle operator training course. You 
will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to take the course. This article 
does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an o'ffe~nse under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibilty Program." 

A request for an out-of-service review, 1·egarding operating authority must be made in writing and forwarded to the manager of the Motor Carrier 
Bureau. If requested, a review will be ;:.cheduled and conducted by the manager of the Motor Carrier Bureau or the director's designee within ·1 o 
days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department of Public Safety, Motor Carrier 
Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512)424-5712 or via electronic mail at MotQr Carrim: 
Bureau@txdp.state.tx.us. The department may conduct the review by telephone conference call. 

To obtain a TXDOT Motor Carrier Insurance Certificate or Single State registration- contact the Texas Department of Transportation at 1-800-
299-1700 or visit their website at www.cjot.state.tx.us. 

To obtain a USDOT Number conta'Gt the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs/formspubs,htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfo/fuels/ifta .. html. 

l'B-019-(08/ 05) 
-:1 

EPAH0042001295 



CVE-3 (Rev. 12/031 

TX075C0ABX02 
0 ARREST TKT 0 9 15 PASS. 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP#:0151818 
FOR HIRE 

LEVEL 
i-···: 

2 ! -
0 COM. VEH. 0 

0 ACCIDENT 0 

0 COL 0 

16 PASS. FOR HIRE 

16 PASS. NOT FOR HIRE SP PROG: 0 

SCHEDULE 0 CHARTER ------------ 0 

CONSTRUCTION ZONE 
INTERSTATE 0 YES 0 NO 

INTRASTATE [J OCCUPIED 

0FIXED 0ROADSIDE 

SCALE 
HOUSE 3A304 __ _ 

DATE: --~-:_34_AM_ COUNTY: J_A_C_K_S_O_N ________ _ HWY: 

LESSEE/MC: ·····-·-·--·------- __ \ ______ ------------------

ADD/CITY /ST /ZIP: ------------------···----------------------------------------

USDOT#: 

ICC/MC#: 

OWNER: <;E ___ ~_~NV_I_R_O_ME_N_TAL __ S_E_RVI_(:_E_S -----·------------------------,---- TXDOT#: 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD __ _Q~~- TRAILMOBILE) HOUSTON TX 7701_3 _______________________ _ PHONE#: 

OPERATOR: LUIS EMANUEL RESENDEZ RACE/SEX: HM DOS: MED CARD: 

ADD/CITY/ST/ZIP: DL #: ST: TX ---

0 ALCH 0 OS 

[] SW 0 TE 

M • P • # : _Ei~O- _ 

0869392 

400234 

005516524C 

7136761460 

DL CLASS: A 

VEH SEARCH: 0 YES 0 NO REASON FOR STOP: OwARN 0CITATION 0INSPECTION CONTRABAND LOCATED: 0YES 0NO 
-·---------------------

TYPE OE' SEARCH: 0 CONSENT 0PC 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS 0WEAPONS 0CURRENCY DoT HER · --- --------- -- -- - ·------·- ---- -·-- -- --- ----- -· rb'N!TY=J=Ypf::-, MAKE -=r=-~c:c;-;---~-?u.:=r-E--:::r-srl_______ ---------

f ~ I ~~ ~~);J -; ~~ L -i%1 !IIU 111111111111111111111111111111111111111 
--------------SIGNATURE;··-·. ---------

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OE' GUILTY) X-0--XX 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
-- tl VE:HfC"LE:··.··pursUafit""'"tO d.Uthor i tY"" cOn tarried- ifl-"TffC"""Chapt·e·r-·~6-4-~r- r··here-by· ··aecrare·"OUf"l-ODRIVt"R"-PUrsuant Eo .. ·au""t"hOi:TEY -contairi"ed "".[[1- "f66"s ·or·SPos·rrroNs··-·- ··-

of Serv1ce" the vehicle/s with defects followed by "YES" in the Out of Service ! TRC Chapter 644 I hereby notify and lA. Repaired at Scene I 
column of this repor-t. No P'~rson :;;hall remove the out of service stickers ! declare the driver named on this report :obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service 1 Out of Ser-vice. No motor carrier- shall lB. Towed/Escorted to 
defects have been repaired and the vehicles have been r-estored to safe operating I permit or require driver to drive or- !Repair- Service 
condition, or proper- oper-ating authority has been obtained. ' operate any motor vehicle until !D. Other 

SEE ~6~~~N~:!rof{ SHEET_-[ _[TR~?PE~- cot1M8NTS: ---~= -=~-~ -~~ --=~-~ ______ _ j_ .. -------------·- _______ -----l g~~~~~n oos 
#1VIN #2VIN - TRAILER HAS NO CMV INSPECTION- VEHICLE HAS I I 

NO EMERGENCY WARNING DEVICE ii X L ~!2( I ______ --··-··--·--···-
! 0 Log Book Exempt1on 

---;:;c'Nop;:;;:y;--;:;-;RE;rC:;::-E:;:;IVE=D-;B;-;;Y,-------- :-·-·- ----- ------ --· ..... -

INSPECTED BY: 

HARP, MELVIN H 

CHARGES FILED BY: 'HARP, MELVIN H 

____ L 
·:.ro;R.sGi:oN;oisr"Ricr /AREA trrME coMPLETED ~~~~o~f~£~~-~~R}:o· sY, ~1?-'-~~v.:r..!l._l! ___ _ 

06355 3 A 03 !11: OOAM l REFERRAL ID , 

06355 3A03 
--·---·-··:sM-KES. ··-rNSPE:cTED-BY: --,----· -·~-----·-----.... _____ .. -- --·-·- -·-

EPAH0042001296 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4) (b) (4)



CES ENVIRONMENTAL SERVICES, INC. 
4904 GRIGGS ROAD 

HOUSTON, TEXAS 77021 
(713) 676-1460 

R W Bobby Doelitsch, JP 

BANK OF AMERICA, NA 
35-2/1130 

31423 

7/19/2007 

$ **160.00 

One Hundred Sixty and 00/1 00********************************************************************************************* 
DOLLARS {iJ 

R W Bobby Doelitsch, JP 
411 N Wells RM 302 
Edna, TX 77957 

~ .... 
fine for Luis Resendez 

Tf.tJ7SCOA8X: o~j CPotS"'1<1"18' 
u• 0 :l • ~ 2 :lu• 

.CES ENVIRONMENTAL SERVICES, INC. 

R W Bobby Doelitsch, JP 
Date Type Reference 
7/19/2007 Bill 

CES Environmental S fine for Luis Resendez 

Original Amt. 
160.00 

7/19/2007 
Balance Due Discount 

160.00 
Check Amount 

31423 

Payment 
160.00 
160.00 

160.00 

EPAH0042001297 

(b) (4)



PERMIT EXPIRES 

08:45 AM 06/27/2007 

Effective Date: 
06/25/2007 

The Fee for This Permit Is: 
$50.00 

Owner 
STEVEN K STRICKER 

LOUISIANA DEPARTMENT OF PUBLIC SAFETY AND CORRECTIONS 
OFFICE OF MOTOR VEHICLES 
TEMPORARY PERMIT (48-HR.) 

Number 

LA. 731507 

Issued by: Issue Date: 
Raylen Bass 06/25/2007 
Office: 0701 BW 

NOTE: ANY ALTERATION OF THIS PERMIT REGARDLESS OF TYPE 
OR MEANS USED, VOIDS THIS PERMIT. I Operator 

DAVID F VANDENBERG 
Local Address (Residence or Business) 
Street: 

City: I State: I ZIP 
I 1 

VIN Year Body Style J Make 
2000 6 PTRB 

Registered State City Current License Number 
TX ANGLETON R9BJ10 

THIS PERMIT MUST BE IN THE POSSESSION OF THE VEHICLE OPERATOR AT ALL TIMES 

'"fotal Dlle :J· .. · ·•• .. _·. $50:00 J Amount Paid J $0.00 J Balance Due J ..... $50.00 
fiavmeniHiSto_iV_ -~·-+-:··'·-··:· --, ·----- -- · ·· · ·· --·---- . . 

Officer: Raylen Bass 

Remarks: 

EPAH0042001298 

(b) (4)

(b) (4)

(b) (4)

(b) 
(4)

(b) (4)



RECEIPT OF PAYMENT 

Control Number: 0701 BW-RBOO 1005-48 
Issued the 25th day of June, 2007 at 08:46 AM 

Permit Number: 731507 
Driver: I DAVID F VANDENBERG Highway: 1-10 Parish: Calcasieu 

Officer: I Raylen Bass Statute: 

This Receipt Amount Paid $50.00 
Paid By: Cash 

Total Now Due $0.00 

Receipt 

Issued by: Raylen Bass 
06/25/2007 08:46AM 

Owner 

I Pescription: TRIP PERMIT 

Payment History 
Issued Amt StChg Amt Paid Paid by 

EPAH0042001299 



CVE-3 (Rev. 12/031 

OC075C0ABX02 
(J 9 - 15 PASS. FOR HIRE 

[J 16 PASS. FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0 151818 LEVEL 

r-l 
' 2 I L ___ ! g ARREST TKT 

9 COM. VEH. 

Q ACCIDENT 

Q CDL 

DArE: 

1~ SEE/MC: 

AQ1 /CITY/ST/ZIP: 

(J 16 PASS. NOT FOR HIRE 

[J SCHEDULE [J CHARTER 

07/11/2007 TIME: 

C E S ENVIROMENTAL SERVICES 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE [J YES 0 NO 

[] INTRASTATE [] OCCUPIED 

10:34 AM COUNTY: JACKSON 

ADl)CITY / ST /ZIP: 4904_GRIGql:; RD (3901 ~RAILMOBIL~) HOU.9_TQ_N __ '!'~-~7013 

OPcFATOR: LUIS EMANUEL RESENDEZ RACE/SEX: HM 

~FIXED [)ROADSIDE 
SCALE 

HOUSE ~~~0-~ _ 

US DOT#: 

ICC/MC#: 

TXDOT#: 

PHONE#: 

ADVCITY/ST/ZIP: DL »: ST: TX 
-··-··---~------- . --- ----- ----·--

VEo SEARCH: [J YES !ZJNO REASON FOR STOP: []WARN []CITATION 0 INSPECTION CONTRABAND LOCATED: 
··--· ------ . -----------------------------------~---- ~-----

(J ALCH [] DS 

[] SW 0 TE 

0869392 

400234 

005516524C 

7136761460 

DL CLASS: A 

[]YES 

TY1S OF SEARCH: [J CONSENT []PC 0 INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: []DRUGS []WEAPONS []CURRENCY []OTHER 

~I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
lOT A PLEA OF GUILTY) X-0--XX 

1111111111111111111111111111111111111111111111 

~ COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
-d VEHJCLE _-P-ursua-nt fo·. au-th-oii ~y ·confainea- In --TRc· -cflapfer--64·~·- r--nereby ctecrare·_-.-rout TrJ--DRIVE:R·Pursuant--to ··aufh-orrt-y-··-co-ntainea ·_rn- · ldOS or~rPosrrroNs 

of Serv1.ce" the vehlcle/s w1.th defects followed by "YES" 1n the Out of Serv1.ce ! TRC Chapter 644 I hereby notify and lA. Repaired at Scene 1 
colunm of this report. No person shall remove the out of service stickers 1: declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating 1 permit or require driver to drive or !Repair Service 

588 
~~~~t~AT~dr~~-~~>rope:ati~gR66~~{igb~;N~§~n obt_ai_n_e?:___ _ _____ ___ J operate any motor vehic_l:~:~~~ -- j: g~f~~~n 

005 
#lVIN #2VIN: 018614 - TRAILER HAS NO CMV INSPECTION - VEHICLE HAS i i 

NO EMERGENCY WARNING DEVICE I X L -f"./-2{ 1

1

, (:] Log~~~k~~;;~~pt;_-~-~-
i COPY RECEIVED BY 

INSPECTED BY: 

gp.RP, MELVIN H 

cHARGss riLED EiY: !HARP, MELVIN H 

rD/REGION/DrsTRicT/ARE:A ~I ME: coiwwrii.o I~EPoRfPRE~J\R¢D_E3Y :_ JllAA_P_,~_ ~~v:i:~-X~J 
o 635~63~:o~ A 03 [1~: OOAM - ····IB:;;~:~~s~~-c'rED- BY: I 

EPAH0042001300 

1-.· 

(b) (4)
(b) (4)(b) (4)

(b) (4)

(b) (4)



. y .,., 
(Rev. 8r0o) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONT.A..CTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHE::R SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLEIED 

Ces 
DATE: TIME: 

l"[- IJ..-o! 10 A"'-\ 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOI=AR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: DATE: 

g...rAA~ (- /2-07 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years !rom the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time l11is citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424_ 
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration -contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. gov/factsfigslformspubs. htm. 

To obtain I FTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfo/fuels/ifta. html. 

EPAH0042001301 



CVE-3 (Rev. 12/03) 

LEVEL TX075J0DBD02 
D 9 - 15 PASS. FOR HIRE 
D 16 PASS. FOR HIRE 

HARRIS COUNTY SHERIFF'S OFFICE CP#:0151818 
D ARREST TKT 
0 COM. VEH. 
D ACCIDENT 

0 CDL 

D 16 PASS. NOT FOR HIRE 

D SCHEDULE D CHARTER 

SP PROG: 0 
D 

INTERSTATE 

INTRASTATE 

CONSTRUCTION ZONE 

DYES 0 NO 
D OCCUPIED 

(]FIXED 0ROADSIDE 

SCALE 
HOUSE 

D ALCH D DS 

0 SW 0 TE 

DATE: ____ _Q_7j__~~~007 TIME: 7: 00 AM COUNTY: HARRIS HWY: (1) IH-0010 IN ~I!3 __ C9. __ Q_42· M.P.#: --~5 

LESSEE/MC: 

ADD/CITY/ST/ZIP: 

OWNER: C E S ENVIROMENTAL SER~~~-- ----------- __ 

ADD/CITY/ST/ZIP: 

USDOT#: 

ICC/MC#: 

TXDOT#: 

PHONE#: 

0869392 

400234 

005516524C 

7136761460 

OPERATOR: RO~O I«>RAL~!) ________________________________________ RACE/SEX: 11M DOS: _  MED CARD: 07/15/2008 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A -----

VEH SEARCH: D YES REASON FOR STOP: [JwARN OciTATION OINSPECTION 
---------------~-------------------------------------------

TYPE OF SEARCH: 0 CONSENT [JPC [J INC. TO ARREST [J INVENTORY TYPE OF CONTRABAND: (]DRUGS (]WEAPONS (]CURRENCY (]OTHER 
~---------------------~------- ------------------------------. - .. ------- - ---- -- ----···- -------~-~-------· ·-·--·----------------

~~' ~ _ ~·~ f~~tt1~~~r~~tJ+-T1~-=~-1~~~ =fl~l 
X',{ ic.J 'LG~Ylc~ l L\~-\ ~-~ -- -- --- ·- - -_j_ -- ----- - -- - ·- - ' llllllllllllllllllllllllllllllllllllllllllllll 

--------'i)--- stGNATURE: ~--:c.----

--~ [J I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

TO DISPLAY LICENSE RECEIPT (COMMERCIAL I«>TOR VEHiCLE) -

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

--(] ~~-H;;~e·:~~~S~~~t~~~~~~~~r!I~h c~~1=~~~d~-~~~·;-~;~c~·~p~~~~4f~I~~=r~~-[-~~-c~-:~~~-:~u·f-··ro~~~V~~a:~~~U~~~~-fO·~:~~~~-r~!t~~~n-r~~edTi1"--~~~s-R-~!i~!!T~~N~cen~-~ 
column of this report. No person shall remove the out of service stickers I declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service i Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating 

1 
permit or require driver to drive or Repair Service 

condition, or proper operating authority has been obtained. i operate any motor vehicle until D. Other 

~!~~c~~~~~~~F~N~3~~~~~~~I~]~~~~t>ERc~_Mi1E~Ts:~- - -I -~: g~~~~;noos 

UNIT l YIN 42276 I X l~~~g-B~~~~~~~~~~i~= 
INSPECTED BY: 

LENNOX, :RICHARD 

CH-ARGES FILED BY: )" 

ID/REGION/DISTRICT/AREA 

28-026682 2 9 s 

COPY RECEIVED BY 

IME COMPLET~D !REPORT PREPARED -BY: 
7:35AM i REFERRAL ID .... 

!BRAKES INSPECTED BY: 

_L_ 
t~E])INOX, -~II;;H_ARD_~-
i 

-1---- - -· ----
i2S-026682 --- ·r 

EPAH0042001302 
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(b) (4)

(b) (4)

(b) (4)

(b) 
(4)
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ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDER BOX ON DRIVER'S COPY 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVERS COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

,--------------------------------------------------------------------------------------------
CERTIFICATE OF REPAIRMAN 

I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT 0~=' SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

DATE: I TIME: 

SIGNATURE OF REPAIRMANo I NAME OF SHOP (GARAGE)o REPAIR WORK COMPLETED: 

----·--------------------
MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 

CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED Af\ID ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS IN SO FAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

-SIGNATUREOF CARRIER OFFICIAL: TITLE: I DATE: 

-r/~------'-'~_::!--+~-"-----L---H-5 __ E __ IYJ __ C! __ YW)--=---'8-1------'-----;--__!__Cf -?__o_~2_ __ _ 
ATTENTION DRIVER: 

ATTENTION DRIVER: 

This report must be furnished to the motor carrier whose name appears on this report. 

TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above 
certif!cation and return this report to: MOTOR CARRIER SAFETY SECTION 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 

Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws and all other 
users of the highways. Failure to comply with your written promise to appear in court as made on this citation will constitute a separate offense 
with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or failure to satisfy a judgment 
ordering the payment of a fine and cost in the manner ordered by the court may result in the denial of renewal of your driver's license. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver's license and motor 
vehicle registration unless you fife and maintain proof of financial responsibility with the Department of Public Safety for two (2) years from the 
date of conviction. The Department may waive the requirement to file proof of financial responsibility if you file satisfactory evidence with the 
Department showing that at the time tllis citation was issued, the vehicle was covered by a liability insurance policy or that you were otherwise 
exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety motorcycle operator training course. You 
will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to take the course. This article 
does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an oHe~nse under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibilty Program." 

A request for an out-of-service review, 1·egarding operating authority must be made in writing and forwarded to the manager of the Motor Carrier 
Bureau. !f requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's designee within 10 
days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department of Public Safety, Motor Carrier 
Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512)424-5712 or via electronic mail at Mo!Qr Carri~r 
l;l_ureau @lXdQ.state.tx.us. The department may conduct the review by telephone conference call. 

To obtain a TXDOT Motor Carrier Insurance Certificate or Single State registration -contact the Texas Department of Transportation at 1-800· 
299-1700 or visit their website at ww1)Ulgt.state . .tluJ~ 

To obtain a USDOT Number contad the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
'f!LWW. fmcsa. dot. gov/factsfigs/formsQ.llim.btm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www.window.state.tx.us/taxinfo/fuels/itiii.J:llml 

I'JJ.l)I9-(0H/ll5) 
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TX076G0DBZ02 
CVE-j l~ev. lL/Uj) 

0 ARREST TKT 0 9 - 15 PASS. 
HOUSTON POLICE DEPARTMENT CP#:Ol51818 FOR HIRE 

LEVEL 
~-----~ 

! 1 i 0 COM. VEH. 0 16 PASS. 

0 ACCIDENT 0 16 PASS. 
0 COL 0 SCHEDULE 

DATE: 

FOR HIRE 
NOT FOR HIRE 

(] CHARTER 

SP PROG: 0 
---~---~ D 

CONSTRUCTION ZONE 
INTERSTATE _ (] YES 0 NO 

INTRASTATE (] OCCUPIED 

LESSEE/MC: <::__!_~~IROMENTAL -~RVICE_S ________________ ------------------------- __ 
ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 

OWNER: STEVEN K STRICKER 
-------~- --~-~-~------.---------

ADD/CITY/ST/ZIP: 
----------------

OPERATOR: BOBBY RODRIGUEZ 

(]FIXED 0ROADSIDE 

SCALE 
HOUSE 

US DOT#: 

ICC/MC#: 

TXDOT#: 

PHONE#: 

L_ __ __.......j 

(] ALCH [] DS 

[] SW (] TE 

0869392 

400234 

005516524C 

7136761460 
RACE/SEX: HM DOB: MED CARD: 8/7/08 

ADD/CITY/ST/ZIP: 
DL #: ST: TX DL CLASS: }\ 

VEH SEARCH: (] YES 0 NO 
-------~-------------------

REASON FOR STOP: (]WARN (]CITATION (]INSPECTION 
------ ----------···- -------.--------------------------------.- CONTRABAND LOCATED: __ !;JYES (]NO 

TYPE OF SEARCH: (] CONSENT (]PC (] INC. TO ARREST (]INVENTORY 

~ 
X 

TYPE OF CONTRABAND: (]DRUGS (]WEAPONS (]CURRENCY (]OTHER 

11111111111111111111111111 11111111111111 Ill Ill 

[] I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

0 COPY RECEIVED BY 

l--=Y=O~U-A_R_E_H_E""R-EB-Y.,-N""'o""T'""I""F""I""E""o-T""o,...-.,A""P:-:P""E""A""R------------------------,LOA-6 DI SP;- -~ 
GROSS WEIGHT: GROUP WEIGHT: 

JUDGE: COURT: PCT./PLACE: - ---------------~ 
PERMIT #: ! 

PHONE: ON/BEFORE AT R.C; ~Fr lli ;soooo·· 
ADDRESS: TX 

RG . W1' _11:_r 
LS_E_A_L_#_'_S_R_E_M_OV_E_D_: __ ~--_r!D~E~~..,.,~~~-..,.,~-""~~~~L_~#-;-I~N~S~T~A'""L'""L..,.,E~D~---~-~-~-,~~A~_~o~:~~~A~L--~T~T--.~.c~v~sA~D~E~C~AL-ST pvsA DECAL-ST 

i -~~706108 16706108 

393.25 (f) 

-----+- 393. 75(C)~ -1-
, I 
I I 

-----~393. 75 (b}-+-1 

: I I 

-- --- L. __ ~.__ !TriE-iE:ss-;r!iAN 2/32 6F-.AN INcH ..:·z;E:F''i' sroE: 

-- +- +--F•-,,-,.- "'""""" -,1,, o.- ""WOii -, i>ID ""' m•io• 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

iGVWR ifl 

!GvwR #2 

TN 

EPAH0042001304 
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(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) (4)
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ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY INDICATES CHARGES FILED AGAINST THE 
DRIVER. THIS WILL REQUIRE CONTACTING THE JUDGE FOR APPROPRIATE DISPOSITION. (JUDGE 
INFORMATION IN HEAVY BORDERED BOX ON DRIVER'S COPY.) 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the below 

certification and return this report to: MOTOR CARRIER SAFETY SECTION 
TEXAS DEPARTMENT OF PUBLIC SAFETY 
POBOX4087 
AUSTIN TX 78773-0521 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE OF THIS 
CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

-
SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

'" ~0 .{-:/ e_es DA~J,t--C>( ~~~p~ 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS BEEN TAKEN 
TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS THEY ARE APPLICABLE TO 
MOTOR CARRIERS AND DRIVERS. 

~O~aRIER OFFICAL: TITLE: DATE: 
8-2 }-OJ itv . --@0']~ }1-SE ~V\~t>\..-

IMPORTANT MESSAGES 

Any enforcement actions taken against you and any subseGuent court actions are intended to secure compliance 
with the traffic laws and all other users of the highways. Fc~lure to comply with your written promise to appear in 
court as made on this citation will constitute a separate offense with which you may be charged and result in 
warrants being issued for your arrest. The issuance of arrest warrants wili mai<e you subject to entry into the wanted 
persons file of this department. Failure to appear in court or failure to satisfy a judgement ordering payment of a fine 
and cost in the manner ordered by the court may result in the denial of renewal of your driver's license. 

You may be able to require that this charge (Violations of Chapter 545, Transportation Code - Operation and 
Movement of Vehicles) be dismissed by taking a driving safety course. However, you will lose that right if you do not 
provide written notice to the court on or before your appearance date of your desire to do so. 

A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your 
driver's license and motor vehicle registration unless you file and maintain proof of financial responsibility with the 
Department of Public Safety for two (2) years from the date of conviction. The Department may waive the 
requirement to file proof of financial responsibility if you file satisfactory evidence with the Department showing that 
at the time this citation was issued the vehicle was covered by a liability insurance policy or that you were otherwise 
exempt from the requirements to provide evidence of financial responsiblity. 

A request for an out-of-service review, regarding ope~ting authority, must be made in writing and forwarded to the 
manager of the Motor Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the 
Motor Carrier Bureau or the director's designee within 1 0 days of the issuance of the out-of-service order. A request 
for review should be addressed to the Texas Department of Public Safety, Motor Carrier Bureau, P.O. Box 4087, 
Austin, TX 78773-0521 or may be sent by facsimile transmission to (512)424-5712 or via electronic mail at 
MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference call. 

To obtain a TXDOT Motor carrier Insurance Certificate or Single State Registration -contact the Texas Department 
of Transportation at 1-BOD-299-1700 or visit their website at www.dot.state.tx.us. 
To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their 
website at www.fmcsa. dot.govlfactsfigslformspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-BOD-252-1383 or visit their website at 
www. window. state. tx.usltaxinfolfuelsltfta.html. 

II 
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Date Ji--- J I· ol 

·· -e·Es Environmental 
. Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

)?<:::::' K Equipment Type or Area 

Description of Job 
(,\·, t\lc ·1'-';:-l ~J\' 

Description of Work Preformed 

\~<..:f)·~·, __ .\ \.5 . ..) \...J\.._}-./V\~ v,.__., C-. \<c pt,~cc 
/ 

liJS *-'~ 
,., 

1--::,A 0, ' J!.A \-' E \--._. c h'l_:;, 
---:. 

}:(cp)t,CC ,, . 
. '/cvj L·f'-. ki f 

·-
l- (\) I,\ c c: i E:f::l},~ lvc.L l. \ \, ' 

"5 c\ up 'S vt"':>() \ ~ c:s 

Total Cost for Parts $ <D 7 5 !:;S.t.. 

Total Labor (hours x $55.00) $ /Ia ~ 
Total Cost to Complete Work $ '7 'if ..!l ~ 

Cost of Parts Labor Hours Worked 

;r&O c-
J,O 

.---
-> -~c '-<· /t. <,;.__ :_;,) :-

~, i.J~.:_., \Sc':.~ ~~ .... 

d-.5~ 

White- Equipment and Maintenance files Goldenrod -Customer Service (If Applicable) 

EPAH0042001306 
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r-TxO 7 SCOABXO 2 TXDPS COMMERCIAL VEHICLE ENFORCEMENT c p # : Q 151818 LEVEL 

0 ARREST TKT 

0 COM. VEH. 

D ACCIDENT 

D CDL 

[J 9 - 15 PASS. FOR HIRE 

[J 16 PASS. FOR HIRE 

(] 16 PASS. NOT FOR HIRE 

(] SCHEDULE (] CHARTER 

SP PROG: 

-------

CONSTRUCTION ZONE 
0 INTERSTATE (] YES 0 NO 

(] INTRASTATE (] OCCUPIED 

0FIXED (]ROADSIDE 

SCALE 
HOUSE 3A304 

0 ALCH (] DS 

0 SW (] TE 

DATE: 07/11/2007 TIME: 10:34 AM COUNTY: -"J."-'A"'C"-'KS"'-"0'-'N _____ _ HWY: (2) US-0059 IN JACKSON CO. (60( M.P.#: 620 

LESSEE/MC: USDOT#: 0869392 
--~-----

ADD/CITY/ST/ZIP: ICC/MC#: 400234 

OWNER: C E S ENVIROMENTAL SERVICES TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 PHONE#: 7136761460 

OPERATOR: LUIS EMANUEL RESENDEZ RACE/SEX: HM DOB: MED CARD: 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 

VEH SEARCH: (] YES REASON FOR STOP: [JWARN 0CITATION 0INSPECTION CONTRABAND LOCATED: 
--~~~--------~------~~--~----~~-------

DYES 

TYPE OF SEARCH: 0 CONSENT [JPC [] INC. TO ARREST 0 INVENTORY 

rnrl!i.I'JiiR'~~I?E;iillt!fiiiA.'*I:i~ 
1 TR CHEV 107 
2 ST OTHR I TX 

Ill 11111111111111 II 111111111111111111111111111 
I--------,S""I-,G~NA""T""U'"'R=E~:------------

~ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X-0--XX 

~ COPY RECEIVED BY 

~Y~O~U~AR~E~H~E~R~E=BY~N~O~T~I~F~IE~D~T~O~A=P~PE~A~R~------------------------------------------,.L~O~A~D~DviNS~P~:~.------------~----------~-----

GROSS WEIGHT: GROUP WEIGHT: 

JUDGE: ,_R W BOBBY DOELITSC;;-2),URT: JP ~ PCT. /PLACE: 1/0 ------------
- _/ PERMIT #: 

PHONE: (361> 782-525!1 oN/BEFORE 27-Jul-2007 AT !o:ooAM 1«;---w~J:::_~ JGvwR #i-rsoo ___ -

ADDRESS: 411 N WELLS RM 302 EDNA TX 77957 RG WT #~:::::tO:= ____ iGVWR lf2 
1
---------

~EAL~'S REMO~~------_!DEPT. SEAL #; IN,STALLED rvsA DECAL-TT ICVSA DECAL-ST ==rVSA-DECAL='s-r--~---'---------
' . . I J . . --------------- '- ;-·-------------'----- ----------------'-----~------1-cE:s- E:NiliR:o-NMEN'TAL_____________ -"------ ---- -- feE's -E:N'V!RoNM'ENTAL ______ ---

-:~~~~=-r-6oGAr.~K-w7s-TANi5----~::oe' ==• 1 Tx :;::~::T ~~:;LLr LAEcGEE~DA~s-~P-E-ED~··-~- ]T=~ 
IHM CATEGORY jCODE[RQ?jHW? PLACARDS REQ? I R ·-r: - -
INA _____ j L""'~ .. - ~ , ~ ,.X ~1'"-T~r-T_·r,~:: ~~:'-J- =. ~ ~ . \ 

~ -- - 1~ 
TICKE·TrvroL. CITE li Tun1tToos-"{/To6suPOST

1 -:__:-_==--=-=-----==--- VIOLATIONS DISCOVERED ---------__ ---~-. 
_,1 L"':.l_ N . I '"' ACC~ ___ DRIVER,PLEASE COMPLY "'" omEcnoHS OH ""'' .sro• " "" ""' ---- /'{ t; v-

yes i ~96 .17 (c) j 2 j 1 XPIRED CMV INSPECTION CERTIFICATE / ANNUAL DOT - NO INSPECTiflN ___ ~ -----:\TT --
J/ ___ (______ _ _! --~--J-- -~~t?'Y f'')\)' 

( yesr!93_._9~(:__l_1_r _ --L _j __ -~~~~~~VE~I~R~~E~-~~IN~-~E-~~~~- -~~-~ARN-~~~ -~E~IC~- -- --- - _'?_\?~-- - 7 -
: II 1 j' . I IFAIL TO DISPLAY LICENSE RECEIPT (COMMERCIAL MOTOR VEHICLE) - / 

I I I 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
-o--vEHfCLE-PUr-suanf--to-a"uth6r1tY-COrlfiTn-eccTn TRC Cflapter 644Ili8re0yCleCiare "Out !' 0 DRIVER Pursuant to· authorlty-contarnea-ln oos DISPOsrrrONS ___ _ 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A. Repaired at Scene 1 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or ~Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

~~~_:_~6N-T~NUA~O~ s~~~--_[~]T_Rooi'~ __ co~ENTS~=---===-~-==---=-- ~: g~~~~~n oos 
#1VIN #2VIN: - TRAILER HAS NO CMV INSPECTION -VEHICLE HAS 

NO EMERGENCY WARNING DEVICE X L ~;2{ ! ________ _ 

1 I[] Lo~B_o_ok Exernpt10n 

:::~r:L~;~-~--------- --- -jCio;e,o;~;~~'';'t';~AAci ~~~~!,'"'/' '::~:~::~' .~u.fi'R'~MU:viN ,.:L ~= ~ 
CiiARGES-FfiED--BY!-IIIARP-, -MELVIN--H--063!55-3Ao3- -------- BRAKES INSPECTED BY: I . -----~--------~--

EPAH0042001307 
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(b) (4)
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v""'~ 
(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTH E:R SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLE:IED 

C6\S 
DATE: TIME: 

't"]- l;l.- 0 I lO A"'-\. 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNAT~IER OFFICIAL TITLE: DATE: 

g-t~ ~ .Jt 5£ Mtu'\a;e--L ,_ /2 -07 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

iMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vel1icle registration u~l~ss you file and maintain pro?f of financi~l responsibi~ity with the _Dep~rt~ent of ~u.~lic .safety for two (2) 
years from the date of conviCtion. The Department may wa1ve the requirements to file proof of fmanc1a1 responsibility 1f you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your rawc;ast to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. · 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 1 0 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa. dot. gov!factsfigs!formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window.state.tx.us/taxinfo/tuelslifta.html. · 

EPAH0042001308 



Date (- 12- or 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

Equipment Type or Area 
\\,)+ ()~<-( 

Description of Job 

Description of Work Preformed . 

,~\ ·--
~· _; ') I ] . \ _s,-.. v: C -f iO "V 

Total Cost for Parts $ ______ _ 
Total Labor (hours x $55.00) $ _____ _ 

Total Cost to Complete Work $_--"'(c-) ._2_..;_:::>::-__ 

Cost of Parts Labor Hours Worked 

0 ~') ~9 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001309 



CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Date '"l- 1 ) __ cr 

Equipment Number or Description 

Equipment Type or Area 

( L/ St;o f- \ ·'--+ ~( c1 

Description of Job 

Description of Work Preformed 

]_--,, .s1 ,., 1, :::.;,~, c,· -'.:; --l r.::i '\·•:J i "'- r. 

,, 
,) ~_.., \ ~ l l - c:'.~ 

v 

Total Cost for Parts $ 3 5 ~-

Total Labor (hours x $55.00) $ d--1 S r:> 

Total Cost to Complete Work $ 0 r_) c; ~"'? 

CES Customer and Job (for customer 
damage only) 

Cost of Parts Labor Hours Worked 

White - Equipment and Maintenance Files Goldenrod -Customer Service (If Applicable) 

EPAH004200131 0 
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/ 

:7""Q; ...... ,.~-~--··"" 
,,.,./r 

CES Environmental 
Serv . . ·· · l·nc. 

Equipment an:tfFacility Work Order 

Date(-' 2- ol 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

Equipment Type or Area 
r, 1.\-+ f)~<..' 

Description of Job 

B ct ...... ' ACE ST c h •• , s .+ j (' )( cf? 

Description of Work Preformed Cost of Parts Labor Hours Worked 

V~oT J.,,sr~~- c+ ~~IV {o:2~ 

Total Cost for Parts $ _____ _ 
Total Labor {hours x $55.00) $ _________ _ 

Total Cost to Complete Work $ __ (o~~;._-__ _ 

White- Equipment and Maintenance File!;! Goldenrod- Customer Service (If Applicable) 

EPAH0042001311 



Date ~- 1 J__ o-r 

. f.· }\ 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description CES Customer and Job (for customer 
damage only) 

I Rl(. ~ to'f 

Equipment Type or Area 

c lJ s 00 f l t\4 f3 f sl 

Description of Job 

Description of Work Preformed 

I.,,T,.,lt SA..Ct: -lj I f<J:t\"3 1 "'-~ 

/ 

:\ t'\ f).f"- SN\,:JI,;;s 
v 

Total Cost for Parts $ 3 5 ~ 
Total Labor (hours x $55;00) $ :;)_I, So 

Total Cost to Complete Work $ 4;>J c; o 

/ 

Cost of Parts Labor Hours Worked 

""36~ 

·5 

, .. 
5~ 

'~ White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001312 



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: fVls · D t"zo.. Prabhakar R. Thangudu 

Mobile:

Fax: 

Phone: Date: 

t/ls. DOR4 

f w : \\ a~p? e. t~ ~ ~o v.Jt. {6 V\s~ cl. e. 9zit: lN1 --/5 

11\~ -t eke+. 
~¥Jl, 

~ 
PJ~ eoJl '4 'f~ 
~ve ~n.1 q/t.-e\i;ch~ . 

EPAH0042001313 

(b) (4)



CVE-3 (Rev. 12/03) 

Tx075C0ABX02 
D 9 - 15 PASS. FOR HIRE 

D 16 PASS. FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0 151818 LEVEL 

0 ARREST TKT 

0 COM. VEH. 

D ACCIDENT 

D CDL 

D 16 PASS. NOT FOR HIRE 

D SCHEDULE D CHARTER 

SP PROG: 0 
D 

CONSTRUCTION ZONE 
INTERSTATE D YES 0 NO 

INTRASTATE CJ OCCUPIED 

0FIXED CJROADSIDE 

SCALE 
HOUSE 3A304 ------

D ALCH D DS 

D SW 0 TE 

DATE: 07/11/2007 TIME: __ !P_:_3_4_AM_ COUNTY: .:.J::..:Ac:C::..:K=.SO.:cN:..:_ ___ ~-- HWY: (2) US-0059 IN JACKSON CO. (60( M.P.#: 620 

LESSEE/MC: USDOT#: 0869392 

ADD/CITY/ST/ZIP: ICC/MC#: 400234 

OWNER: C E S ENVIROMENTAL SERVICES TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 PHONE#: 7136761460 

OPERATOR: =LU.:ci=-S~EMANUE::..:c:c:::..:~L~RE==S~E~ND==E=Z---------------- RACE/SEX: HM DOB:  MED CARD: 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 

VEH SEARCH: D YES REASON FOR STOP: [JWARN [JCITATION [JINSPECTION CONTRABAND LOCATED: 
-~-~---~=---~~---~=------

DYES [JNO 

TYPE OF SEARCH: [] CONSENT []PC D INC. TO ARREST D INVENTORY TYPE OF CONTRABAND: [JDRUGS OwEAPONS DcuRRENCY DoTHER 

-~-~~~Nn1t~~~-~~~:,~:P~.E~;~~·~"M- ~~iijii~~~~~~-------~------~~----~ 
1 T~ ri-ll=\. 107 TX 

-------------.S"'I""'GN'""A'"'T""U"'R""'E_:_ -----

e ST OTHR Zo2- llm~IIIIWIIIIIIIIIIDIIIDIIII 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY 

x-o--xx 
GROSS WEIGHT: t GROUP WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR / LOAD DISP: I 
JUDGE:~ W BOBBY ~URT: JP ~ PCT./PLACE: 1/0 PERMIT#: i ~-~-~ 
PHONE: (361) 782-5259 ON/BEFORE 27-Jul-2007 AT 10:001\M RG WT #1 44000 IGVWR #1-lD5~------

ADDRESS: 411 N WELLS :RM 302 EDNA TX 77957 "Rciw-T #2 0000 ---jc;v-WR#2·r~~--------~ 
SEAL #'S REMOVED: IDEPT. SEAL #; INSTALLED / VSA DECAL-TT ICVSA DECAL-ST fVSA DECAL-ST I ------·--. __ J ________ _L_ 
-----------L.-1 ---~- I I ncL S/IGNOR ·. CES ENVIRONMEN~AL I feES ENV~RONMENTAL -------

SHIPPING #: i 1/"' SERVICES CONSIGNEE: !SERVICES 

11500 GAL TANK W/STAND /ORIGIN: HOUSTON TX DESTINATION: !PORT LAVACA 1:-
lHM CATEGORY 1coDE 1RQ31HW? PLACARDS REQ? 

1 1 

rLLEGED _SPEEilf___ -
~~A ~---J _ / 0 L1 AX 1~ 2 AX 3 AX 4 AX 5 F.X~6 "AX-·d-AX"sk~~__:r~I_T __ ~ -------

L_________ I_ SPEC~-::._!AN~ _L ~-~--,RADAR CAL. i --·-- ' 

'frcK"tffVI6L~- cr'i'E" lil~'OOS¥)' --oos~ i?osf --~--~~---- ~l__ vioLATioNs mscovERED J __ j__ ___ l__---;;;-r -\'01.
3
' 

_.d,_ f'No. 1\JV DISP ACC ---------rnu"VER:PLEASECOMPLY WITH DIRECTIONS ON BACK SIDE OFTifiSFORM·-~---~~--------~~-t':[7"-
( Yes '796 .1 iccT l 2 [) -- --~ --!EXPiRED cMV INSPEcTION cERTIFICATE 1 ANimAL DoT - No INSPECTION_,.. >:Jc.. 

11 
\J\.1 -~----

(-~es)93.9s<f> 1 I pEFECTIVE/IMPROPER WARNING DEVICE- No WARNING DEVICE ~·-~S~ ')~---
~ 1 ~ rAIL TO DISPLAY LICENSE RECEIPT (COMMERCIAL MOTOR VEHICLE) - ~---

COMMODITY: 
--

i 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
-r:J--VE"Ii"ICLE PLirsuanttO-authOrrty-cCmtained-Tiil'RCChapter 644 r hereby declare ''Out 10 DRIVER Pursuant to author~ty conta1ned~n oOSl5ISPOsrTIONS ~------

of Service 11 the vehicle/s with defects followed by "YES" in the Out of Service .
1 

TRC Chapter 644 I hereby notify and A. Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied. to these vehicles or operate such vehicles until the out of service I Out of Service. No motor carrier shall !B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
c·o·n· dition, or p.roper opera·t· ing authority h.as bee:n_ obtained. ·-~~ operate any motor vehicle until D. Other 

s~:~o~TINlfli:_:~-S~ET _[-:.l__ROOt>_E~ COMMENTs:=-----=--==--=---=-==---~ _ ~: g~~~~;noos 
#1VIN  #2VIN:  - TRAILER HAS NO CMV INSPECTION- VEHICLE HAS 

NO EMERGENCY WARNING DEVICE ' X L ~;2£ -~---------~ 
I l CJ Lo~_o()~xempt~()l1__ 

=:,c-T:~~I;~----------------- -H_ e0/6R3E~5-G05~;;3~AI0-~3-~~~~;R~~-- ~~M:EO-~:PLET~D F-BRRA~~~K~E-~S~Ii__N~StP!E~C~VETE-Eri_DD~§_B~~Y,-;-.-flsill~MiLV,N ~~~-----~--~_ =--- --~ 
CHARGES FILED ·s'i'!ji!ARi?;M"EI:vi:N -i 

EPAH0042001314 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4) (b) 
(4)



~ 
PM 

Brakes 

DOT 

REG 

m 
"'U 
)> 
I 
0 
0 
.,J::I. 
~ 
0 
0 
~ 

w 
~ 

01 

Add New I 
202 

202 

FBT 

Drum Trailer 

17YBP202XXB018614 

[97487Y] 

TFI 

Preventive 

brakes 

DOT Inspection 

Registration 

M;s~ Dt!z CA. ' 

Active 

1999 

Quarterly Time 

Quarterly Time 

Annual Time 

Annual Time 

(i) 7haJeh w ~ [,'ceV\~ fld:i 

Trailers 

10/14/04 

Tire Size : 7- 15LT; Empty wt.:2400; 

0 0 0 0 10/06/05 01/06/06 #Name? 

0 0 0 0 10/14/04 01/14/05 #Name? 

0 0 0 0 01/19/07 01/19/08 #Name? 

0 0 0 0 09/01/06 09/01/07 #Name? 

1,-JI)..S, i=ck;le..J -f.tz.- DoT ~~pev"t d71 

@ ~\s t;A:t~ tJ~$ ~")speLled on 1-/q-ol a~ dv-~ -{ch ~s~:CV\ oV) 

} -1 q- 0~. 

(j) tJo~lJ be oJ;,}e ~ WCA~Ve, ~t ..peno.~lq ~~ you on 

~Mnkn 

~ 

(b) (4)



, 

JV\5 . DctJ tt- : 

~ 
, J.k1-1e .l& a Co(JV 4 ~ bcP, Lode.- of J) o T 

~v,s~'Ct:OV' -fih+~:l-e-- ~-~~ l~aiA~ 1Jk'/e q7487 Y 

IIIIIIIIIIIIUII 
801042702 

EPAH0042001316 



uuuuu~uu -IND. XMT JOURNAL- uuuuuuuu DATE JUL-13-2007 ~uu TIME 12:32 uuuu 

DATE/TIME = JUL-13-2007 12:30 

JOURNAL No. = 057 

COMM. RESULT = OK 

PAGE(S) = 004 

DURATION = 00:01:43 

FILE No. = 383 

MODE = MEMORY TRANSMISSION 

DESTINATION = 13617827039 

RECEIVED ID = I 3617827039 

RESOLUTION = STD 

-CES Environmental svcs. -

- ~~~~~ -

EPAH0042001317 



J)CJ c.M-:::t:- 67 :;3 () g --? oq z, 0 1 ~VE-3 (Rev. 12/03) 

TX076D0DBJ01 I LEVEL 

BAYTOWN POLICE DEP,.~TMENQ_I#' CP# : 0 151818 I' -11. 
0 ARREST TKT D 9 - 15 PASS. FOR HIRE Cc· ¥\:f7 '--t IN~ I 
0 COM. VEH. D 16 PASS. FOR HIRE 

D ACCIDENT D 16 PASS. NOT FOR HIRE 

0 CDL 
D SCHEDULE D CHARTER 

SP PROG: 0 
D 

CONSTRUCTION ZONE 
INTERSTATE D YES 0 NO 

INTRASTATE [] OCCUPIED 

0FIXED 0ROADSIDE 

SCALE 
HOUSE 

D ALCH D DS 

0 SW [] TE 

DATE: __ ----~_8/J,7j2Q_Q7_ TIME: 9:00 AM COUNTY: ~];~----------------- HWY: j:!_L_§_!!_:_Q;_4~_!!l__~J:~-_c:o_.__l~8_?· M.p.#: _483 

LESSEE/MC: C _);: S ~I~()_~T~~~_17J:C::~~--------------------------------------------------- US DOT#: 0869392 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 ICC/MC#: 400234 

OWNER: STEVEN K STRICKER TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: -------------------- PHONE#: 7136761460 

OPERATOR: ROBERT _J()_E _!il:_C::~--------------------- RACE/SEX: BM DOB:  MED CARD: 08/03/2007 

DL #: ST: TX DL CLASS: A 

VEH SEARCH: D YES REASON FOR STOP: OwARN OciTATION 0INSPECTION CONTRABAND LOCATED: 0YES 
·---···-·-·--- .. ·-·- ·-··· . -- -- ---- -----

TYPE oF SEARCH: D coNSENT OPe D INC. TO ARREST D INVENTORY TYPE OF CONTRABAND: OoRuGs OwEAPONS DcuRRENCY OoTHER 

)<~-~ 
SIGNATURE: 

lt'J I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) x--oo---00 

i 
JUDGE: Julie Escalante ---- M{T-f:-- -- ---

PHONE: (281) 427-9511 AT -- -w-T'-#:L!Bo~"ooo ____ ----'G'vwR'-#T ,-- ---

ADDRESS: 3120 N MAIN RG .. i;iT---#2 -fo--- - ---- ~8vwR.-fi ... 
b~==::----~~~~=~-~--::::-::::::-::-=---c:~=:! -------- -·----
SEAL # 1 S REt10VED: DEPT. SEAL #; INSTALLED (:VSA DECAL-TT :CVSA DECAL-ST 'CVSA DECAL-ST 

SHIPPING #: 

COMMODITY: 

. - ----------- -- --- -------+-------------------------------- ----1-------. ------ _________ j 

002160384 · ----'rcEs-ENVrRoMiiili'Ai- :lio:L-rix 
CONSIGNOR: i i CONSIGNEE: , 

-~si~ =-~(f~:=~~-~=--j~~~~: _1BEAUM:~~~-===~~==-J-~~~t isi~~~;~~~J~~~RTE -~ ~~~-= ~ ~ ~ 
HMCATEGORYCOD~ RQ?_ -~~?-~~~~~~~~-~E-~~J R ~ 1 i 11/2:1 5/8: 1 5/8; 11/2! 

1 1 :ALLEGED SPEED: 

_BULK 3 It'! I D ' 0 i ' ; i i ! I i I !SPEED- -LIMIT - !
-- - "----!SPEC':' TANK =-~_X _ _l_,Ax-'i;ix=ii~JCU~X:~i_tl\J{~_I~_~X:~~~X:~fip:ADAR CAL. j 

'- -- ---- - - ----1 i 1 I 1 1/2 j 1 3/8 j 1 3/4 i 1 3/8 I i I 
307 i L! i I 'I i I . I ! 

: I ! I : . I I 
-----Toos :POST;"_________ VIOLATIONS DISCOVERED 

. DISP' ACC :----DRIVER: PLEASE COMPLY WITH DIRECTIONifoN-BA<':'r{ SIDE OF THIS--FORM ___ _ 

'!Mi>ROPER- TRACTOR :PR'oi'iic'TioN' vAi.Vi - rioEs NOT-· cuT-OFF -8E:l!'oRE: -20-Psi/o'RoP'io (j 
i 

i TX 

---iFAi:LURE:To PRoi>ERI:Y' MARK MANUAL REMOTE- sauToi:F-oEvicE'-=-'Nom:---------------------------

-- f1%' ___ - -- -- -- --- ------------ -- ----------~-E-~~~~-~~~~~~-~~~~-~-:~~~~~:-~()_~1~-~- -- - - - --- -- --- -
~VEHICLE Pursuant to authority contai!1ed in TRC Chapter 644 I hereby declare "Out 'I 0 DRIVER Pursuant to authority contained iii- -jOO~:; otS."P<SS.lTIO~fs 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service . TRC Chapter 644 I hereby notify and :A. Repaired at Scer.e 
column of this report. No person shall remove the out of service stickers ! declare the driver named on this report iobtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall iB. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or :Repair Service 
condition, or proper operating authority has been obtained. 1 operate any motor vehicle until ID. Other 

~~s~0:!!:~A:::; ~~:~ :i1,i~o~~:;~r ~:~;~-TESTING, YE:~~~- : ------------- ---------------------1~: g~~~~;n oos 
INSPECTED 4200 BLK N HWY 146 S/B; VIN  RED TAGGED ESCORTED TO i X ~· ,...,.J J <#<# ti L 
CONOCO 146/I 10. I {~ ~ -----------~--

. COPY REC~IVED BY P-~<O_g_E!o_:>_k_~}{"_mpj;_ico_"__ 
INSPECTED BY: ----------------Tro7F:E'G-io'N;ois'TR::Icr!A'RiA'-'TJ:'M'Ec0MPiirED 1R.E:£9P.r_-p~J:>i~i;:j) __ ~i~~~:~ii;-lii~'--!{E!Y:~~~=-~"'=====~=- --
nAvrs, KEVIN E . 2Z-001657 2 9 Z i 9:50AM i REFERRAL ID DANEK, DANIEL J -----

CHARGES FILED BY: o.Avis;-uviN E 2z:::ooi6s1 --2-9z _____ ----'------ -------------~ll'RA:K'E_s __ INsrE:cTED-sY: ;2z:.:ooi2ai------ --------

q-/0 -07: (cw~-f;hY'v\ ~ oq z07-/; 
EPAH0042001318 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4)
(b) 
(4)



(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

L~S 
TIME: 

(. -;o 
DATE: 

8-1'7-o-7 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

TITLE: DATE: 

This report must be furnished to the motor carri~r whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

) t J TEXAS DEPARTMENT OF PUBLIC SAFETY 
tJ'Y'..D- t:--~ PO BOX 4087 
f ~ /7;_~ 1--:: 

1 
AUSTIN TX 78773-0521 

{5 zxcy IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license_ 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." ' 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration- contact the Texas Department of Transportation at 
1-800~299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs!formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us/taxinfo/fuelslifta.html. 

EPAH0042001319 



T, ,L:it 

:-1 \D 
.' 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Date ?f- l.,- 0 "7 

Equipment Number or Description 

() -.--
Equipment Type or Area 

\ L \ c:-

D~scription of Job 
\,o{\<.\ Sc::r<u;(,_-

Description of Work Preformed 

I \ ~ \ r:·''\c 

Total Cost for Parts $ :;) OL/ ·50 

,.--

,) 1_>-{) ) l I ~ -_> 

Total Labor (hours x $55.00) $ l(cS -~ 
Total Cost to Complete Work $ 3 <o S · 5o 

CES Customer and Job (for customer 
damage only) 

Cost of Parts Labor Hours Worked 

V \ \ 'J ~~ V I' \ U L-;-

,-c:.. 3. () 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001320 



CVE-3 (Rev. 12/03) 

TX076Y0EDK02 
0 ARREST TKT 

0 COM. VEH. 

[J ACCIDENT 

0 CDL 

(] 9 - 15 PASS. FOR HIRE 

(] 16 PASS. FOR HIRE 

TXDPS COMMERCIAL VEHICLE ENFORCEMENT C p # : Q 151818 LEVEL 

i21 \ ___ j 
CONSTRUCTION ZONE 

(] 16 PASS. NOT FOR HIRE SP FROG: 0 
[] 

INTERSTATE (] YES 0 NO 
(]FIXED 0ROADSIDE 

SCALE 
(] ALCH (] DS 

(] SW (] TE (] SCHEDULE (] CHARTER INTRASTATE (] OCCUPIED HOUSE 

DATE: 7:43 AM COUNTY: ORANGE HWY: (2)_ SH-0073 _IN _ORANGE CQ_,__p76_- M.p.#: _7{!2 

LESSEE/MC: US DOT#: 0869392 

ADD/CITY/ST/ZIP: ICC/MC#: 400234 

OWNER: C E S ENVIROMENTAL SERVICES TXDOT#: 005516524C -- -·-·-·- ~-

ADD/CITY/ST/ZIP: 49()_4__ GRIG(;~ _RD _(_39()1 _'!'RAI!MOBIJ:.~) !{~1J_S'r~l':l TX 77013 PHONE#: 7136761460 

OPERATOR: WILLIAM BRADSHAW WOOD RACE/SEX: WM DOB: _ MED CARD: 07-05-09 ----

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: A 

REASON FOR STOP: (]WARN (]CITATION (]INSPECTION CONTRABAND L_G~}\TE~~ __ QYES __ QN<:J_ 

TYPE OF SEARCH: (] CONSENT (]PC (]INC. TO ARREST (]INVENTORY TYPE OF CONTRABAND: (]DRUGS (]WEAPONS (]CURRENCY (]OTHER 
- ---------~- .. ---· .. -- --- -----· -----· .. -- --- -· ----- ----- - -- ------~------~--- --------------- - ---- - -- ---------

,rlmri~~!,!1~1ID1111~~'JR! ~11! 
[~- ___ t 1 -~---J -~+R~+--~-~~~~---:. Trtl 

1111111111111111111111111111111111111111111111 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
tJ VEii"tCLE PuisUarit to' 3Utl1or.lty E6iltciined iri TRC Chapter .. 64.4 I ~hereby· decla·re .,,Ouf

of Service" the vehicle/s with defects followed by ''YES'' in the Out of Service 
column of this report. No person shall remove the out of service stickers 
applied to these vehicles or operate such vehicles until the out of service 
defects have been repaired and the vehicles have been restored to safe operating 
condition, or proper operating authority has been obtained. 

sEf_c6~!!~~ATI6N ~-HEET:_ r·· _ )'ff<~61?ER··col'1t1EiW~~- -_-___ · 

D DRIVER Pursuant"l6 -aUthOrity contained ill" -roos·-orsPOSfTIONS~ 
TRC Chapter 644 I hereby notify and ,A. Repaired at Scene I 
declare the driver named on this report ',Obtained Oper. Auth. 
Out of Service. No motor carrier shall :B. Towed/Escorted to 
permit or require driver to drive or !Repair Service 
operate any motor vehicle until :D. Other 

:U. Unknown 
;N. Driver OOS 

X I 
1- --- -!D Log Book Exemption 

--~~~~~~~------------. . _ _ J l COPY RE<:_EI~D_Il_~-- __ _ 
IME COMPLETED ;REPORT PREPARE_D_!'l_Y_:__ __ ~F~_~S-' RONNIE GLENN 

...... ·- --~---··-~---------~ ----
INSPECTED BY: liD/REGION/DISTRICT/AREA 

FIKES, RONNIE GLENN _I_ 04553 2 A 05 

C-HARGES- FILED §y;. fFIKES, RONNIE GLENN 04553 2A05 

7:57AM f REFERRAL ID ~ 

lBRAKES INSPECTED BY: 

EPAH0042001321 

(b) (4)
(b) (4)

(b) (4)

(b) (4)



(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
DATE: TIME:0 ct- $'- D 7 /12:!:L._ 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SI~ATURE OF CAR!R OFFICIAL: 

A....o~fC!i&ev"j~ 
TITLE: 

-11-S£~\~ 
DATE: 

7 q-)0 -IJ 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to secure compliance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 1 0 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www. fmcsa. dot. gov/factsfigs!formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window.state. tx. usltaxinfo/fue/s/ifta.html. 

\ 
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CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

D 4 <..<"> A[) ate __ ~C~•~. 1 --~(~;~;:·~· '-~=-~-·, ____________ __ 

Equipment Number or Description 

Equ)pr;ment Type or Area 
A .~. ,,..-, ·;') II r c~'< :.. ......... /. -·r · 

' :.,) • .-:, c) . 

Description of Job 
A/~/' ···.<_//.II 11 

Description of Work Preformed 

Total Cost for Parts$ 78, 5"o 
v 

Total Labor (hours x $55.00) $_5,..5._-___ _ 
Total Cost to Complete Work$ /33,5"D 

CES Customer and Job (for customer 
damage only) 

Cost of Parts Labor Hours Worked 

&1.50 

White- Equipment and Maintenance Files Goldenrod- Customer Service (If Applicable) 

EPAH0042001323 



l~ 

CES Environmental 
Services, Inc. 

Equipment and Facility Work Order 

Equipment Number or Description 

., Equipment Type or Area 
/) { 

/<·~??'(.' 

Description of Job 

Descripti9n of Work Preformed 

i)/.1 
I !>' ,. I 

/ . 

~. 

' I '' ~~/l''\ 

CES Customer and Job (for customer 
damage only) 

t.-> //~:- j C ! I l " / 
/~ .-.. _.,;; / t." ... ..//,.- ' /'(, 

.~ 

' j 

Cost of Parts 

//.{6 I::/!~: 7"17 71 A 

Labor Hours Worked 

y.;~~ \... _..l ' ' l<'<.. j',,.. !~~ 

~/· _.-,- / /~ . :~· i,:~~ ~1~~ ' :.::. (. ( -~ .. ~~ t ~-:- ~'· f 

··--
/-· i' :(:.._ ( 

/ 
1 

1 
; 

-~· . / ' ~ :r_:.~. .' -; { /~ 

.-- r 

-~-) /) { 

Total Cost for Parts $ jLj '). s·.~~ 

Total Labor (hours x $55.00) $ J :x,· )5· , ') ·S 
Total Cost to Complete Work $ / ... / ;·· ·~/, .:'\' (#·-

White - Equipment and Maintenance Files Goldenrod -Customer Service (If Applicable) 

EPAH0042001324 



' 09/24/2007 10:53 14097355197 ORANGE COUNTY JP3 

Dig9tal Receipt 

Pleas~ print thk.; page f')r your records. Ynu will need this information if you need to C<lntact the bureau for 
r.my reason regarding this payment. 

Orange County JP3 

Payment Information Transaction Information 

Payment Type 

Payment Amount 

Convenience Fee Amount 

Total Amount 

Information 

Docket Number 

First Name 

Mlddle Name 

Payment Payment ID 
$219.00 Auth. Response 

$8.76 

$227.76 

Billir'lg Information 

108941 
First Name 

William 

Bradshaw 
Middle Name 

Wood Last Name Last: Name 

Name Suffix 

Telephone 

Address · 4015 E:. Lindbergh Court 

Name Suffix 

Telephon!!l 

Address 

City 

State 

Po!lital Code 

Country 

Credit Card Information 

Card Type 

Exp. Date 

Email Address 

BAYTOWN City 
'' 

Texas State 

77521 ZIP Code 

Unit~d states Country 

Visa Card Number 

xx I xxxx Security Code 

https://certifiedpaymcnts.net/PaymentWizard _1 O.aspx 

24277858 
046702 

CES Environmental 
servlc~ Inc 

CES Environmental 
Service Inc 

713-676-1460 

49 04 Griggs Rd. 
"." .. 

HOUSTON 

Texas 

7707.1 

United States 

xxxxxxxxxxxx3173. 

Hidden for Sec:uril'Y 

Return to tvi'ain Menu 

PAGE 02/02 

9/24/200 
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09/24/2007 10:53 14097355197 

Address: 
2378 W. Roundbunch Road 
P.o. Box 1400 
Bridge City, TX 77$11 
Phone: (-409) 735·8133 
Fax; (409) 735-5197 

-~--···ax······· . ... ·'' 
' ' ' 

Phone: 

Re: 

ORANGE COUNTY JP3 PAGE 01/02 

Janice M~ Menard, Pet~ 3 
Justice of the Peace 

From: Judge Menard .1PI3 . 

Pagos: 2. I 1"1( c ~ aJrv;;/: 

CC: 

0 Urgent 0 For Review D Pleasl! commont D Please Reply C1 Please Reeycle 

The information contaii'led In this faclmile message is privileged and confidential information, intended 
only for the use of the Individual or entity named above. If the reader of this message is not the 
Intended recipient, or the employee or agent responsible to deliver it to the intended recipient, you are 
hereby notified that any dissemination, distribution; or copying of this communication is strictly 
prohibited. If you have received this communication in error. please Immediately notify us by 
telephone, and retum the original message to us at the above address via the U. $; Postal Service. 
Thankyou. · 

CALL CONNIE. ALETA, OR Q AT (409) 735·8133 IN CASE OF FAILURE TO RECEIVE 
COMPLETE TRANSMISSIO~"' 

1 

L. . 

EPAH0042001326 



OKLAHOMA HIGHWAY PATROL (TROOPS) 
COMMERCIAL VEHICLE ENFORCEMENT 
32 N.E. 23RD STREET 

OKLAHOMA CITY, O:K_,.;7;;3~10~-~~~:: 
Phone: (405)521-61 · ax: (405)521-6227 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 

DRIVERNEHICLE EXAMINATION REPORT 
Report Number: OKOOI8060612 
Inspection Date: 09/24/2007 
Start Time: 11: 15 AM End Time: 11 :28 AM 

Insp. Level: 3-Driver/Credential, No HM Insp. 

Driver: VANDENBERG, DAVID F 
License#:
Date of Birth:

State:TX 
HOUSTON, TX 77021 
USDOT#: 00869392 
MC/MX#: 400234 
State#: 

Phone#: (713)676-1460 
Fax#: 

CoDriver: 
License#: State: 

Location: US 75 AND CR 2400 
Highway: US 75 
County: WASHINGTON, OK 

VEHICLE IDENTIFICATION 

Unit Type Make Year State 

TT PTRB 2000 TX 
2 ST OTHR 1995 TX 

License# 

Date of Birth: 
MilePost: Shipper: SYSTECH ENVIRONMENTAL 
Origin: FREDONIA, KS 
Destination: DEER PARK, TX 

Bill of Lading: 001396049FLE 
Cargo: UN 1993 

Company# 

296 
257 

Vin# GVWR 

54,000 
68,000 

CVSA# 

BRAKE ADJUSTMENTS: No Brake Measurements Required For Level 3 

VIOLATIONS 

Section Code Tvpe Unit OOS Citation # Verifv Crash Violations Discovered 
391.45(b) F D N N N Expired medical examiner's certificate 
392.2C F D N N N Failure to obey traffic control device, when required - Haz Mat, fail to stop at 

RIR crossing. 

_liet~M~l_;_f'!()_H~ Tr~_!l~~l!~d_~--------------------------------------------------------------- PICi~~~~-~~---f_!l!9_0 1"~!!~----
-~~Et_~!_a_L~hec:!!!: T~~f!!t? __ ~~()~~me!!!__~----------------------------------------------------------------------------------------------------
State Information: 
WEIGHT GROSS: 40000; PORTABLE (SCALE TYPE): Yes; SEMI-PORTABLE: No; FIXED: No; WIM: No; AXLE (AXLE CONFIG. 
WEIGHED): No; TANDEM: No; BRIDGE: No; GROSS: Yes; INTERSTATE (ROAD TYPE): No; OFF INTERSTATE: Yes; TURNPIKE: No; 
LEGAL (WEIGHT ENF. ACTION): Yes; CITATION: No; WARNING: No; TANDEM (ARREST CONFIG.): No; AXLE: No; INNER BRIDGE: 
No; GROSS: No; OFF LOADED: No; ADJUSTED: No; PERMIT LOAD: No; 0/W > OR = 2000 AXLE: No; 0/W >OR = 5000 GROSS: No; 
DRIVER OOS?: No; VEHICLE OOS?: No; CIVIL PENALTY?: No; SHIPPER STREET ADDRESS: 1420 S CEMENT RD; SHIPPER CITY, 
STATE, ZIP: FREDONIA, KS 66736; VEHICLE OWNER NAME & DOT#: SAME AS MC; 

NOTE TO DRIVER: This report must be furnished to the motor carrier whose name appears at the top of this report. NOTE TO CARRIER: If 
violations are~· please ensure corrections are completed and sign the below certification. Please return the signed copy of this report 
within fifteen ~ays to the 0 homa Hi Patrol, TroopS. Failure to comply may result in forfeiture of OCC Licen~~;. Inc 
Signature Of Repairer X· Facility:CES Ert)! l&ondj f&\'()Me: /q .... z__s-._ o7 
**CARRIER CERTIFICATION: THE UNDERSIGNED CERTIFIES THAT ALL VIOLATIONS NOTED ON THIS REPORT HAVE BEEN 
CORRECTED AND ACTION HAS BEEN TAKEN TO ASSURE COMPLIANCE WITH THE OKLAHOMA MOTOR CARRIER SAFETY 
STATUTES AS THEY ARE APPP.ICA~LE TOM CARRIERS AND DRIVERS. -j ~ (::' . . ~~ 
Signature Of Motor Carrier X: I!-., ~ . vz9t-__ Title: } - IL1v~t?:-- Date: Cf- Zs -OJ 

Report Preoared B~: 

DARRINX 

x0 <- ~ 

Badge#: 
945 

A9s--f---

v 

c~~R~~ ~~ Page' m'llllllll Ull IIIII SJ ~ DKOOI8060612 
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CONCENTRA .tvledical.Centers 
MEDICAL E N R'S CERTIFICATE 

I certify that I have examined 1' 1 in accordance with FMCSR 
49 CFR 391.41-391.49 and with nowledge of the driving duties, I find th person is qualified; and, if applicable, only when: 

0 Wearing Corrective Lenses 

~ng Hearing Aid 

r 0 Accompanied by a------- waiver/exemption 

0 Driving within an exempt intracity zone (49 CFR 391.62) 

0 Accompanied by a Skill Performance Evaluation Certificate 

0 Qualified by operation of 49 CFR 391.64 

NOTE: Driver MUST carry a copy of this certificate when operating a commercial motor vehicle in accordance witli 49-G 
CMCOOTCARD 

(b) (4)

(b) (4)



DATE/TIME = SEP-25-2007 09:42 

JOURNAL No. = 043 

COMM. RESULT = OK 

PAGE(S) = 002 

DURATION = 00:00:28 

FILE No. = 356 

MODE = MEMORY TRANSMISSION 

DESTINATION = 14055216227 

RECEIVED ID = I 405 522 5932 

RESOLUTION = STD 

-CES Environmental Svcs. -

7137488664- ttttttttt 
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•'-'" HIRE 

~ .o ~Ass. FOR HIRE 

(.;i"'fl= : -0151818 

_,..ucNT (] 16 PASS. NOT FOR HIRE 

0 CUL (] SCHEDULE (] CHARTER 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE CJ YES 0 NO 

CJ INTRASTATE CJ OCCUPIED 

0FIXED (]ROADSIDE 

SCALE 
HOUSE 3A307 

=-·---~--

CJ ALCH CJ DS 

CJ SW CJ TE 

_ _Q9[~~(20_()7 TIME: 9: 38 AM COUNTY: REFUGIO 
·-·· --~···- _._ HWY: t22__l!S-0~7 _ IN __ R:E_~~_I_Q _c_~'-- !6~( M.P.#: 624 DATE: 

LESSEE/MC: US DOT#: 0869392 

ADD/CITY/ST/ZIP: ICC/MC#: 400234 

TXDOT#: 0055l6524C OWNER: C E S ENVIROMENTAL SERVICES 
·- -· --- ··-·· 

PHON£#: 7136761460 

MED CARD: 5-s-oa· 

ST: TX DL CLASS:_ A 

ADD/ClTY/ST/ZIP: 4904 GRIGGS RD (3901 TRAILMOBILE) HOUSTON TX 77013 

OPERATOR:G ~"!~ ~_!:~YJ-~~ -=-~-~ ---~-=--~--------------;.::c;~-5~;~-- ~ ~~~-~ -~ ~ 
ADD/CITY/ST/ZIP: ~--~Q_4_~------------------G #:  ___ _ 

VEH SEARCH: __ q_:_::s lif NO RE:ASON_ -~~ _S??.~:- __ p WAR~ __ _Q_c:_~TATIO~ ____ [Jr~:_:~CTION ~?~.:~~~~-~?~~TED_: __ _Q~E_S ___ Q_N? 
TYPE OF SEARCH: 0 CONSSNT OPe 0 INC. TO ARREST OrNVENTORY TYPE OF CONTRABAND: OoRuGs OwEAPONS OcuRRSNCY OOTHSR 

SIGNATURE:; 

0 I HEREBY PROMISE: TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS 
NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY 

YOUA!<E HEREBY NOTIFIED TO APPEAR 

JUDGE: 'Lorra-ine Lopez 

-~61) 526-4877 ON 

ADDRESS: 808 COMMERCE REFUGIO TX 

SEJl.L il 'S HE!•!OV£D: 

LOAD DISP: ,---
·r· -PCT. I PLACE: l/0 

AT 

CVSA DECAL-ST 

i ---
fVSA DECAL-ST 

! 
)CVSA DECAL-TT 

----~ 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

jGVwR #1 i 
iGvwR J12 iss, boo 

i 
--1 
l 

TX 

Hiti..E Pur"Sti."&nt tO author1ty contained in TRC Chapter 641f ~I-11eieby" dec fire "oUt-! croR-fVER-P-U.rSuari"t to· aUfhOr'.lty··contaTnecr·fn·-·JOos··ors·P6S.I1'tbNS 
f Service" the vehl.cle/s wl.th defects followed by "YES" 1n the Out of Serv1ce TRC Chapter 644 I hereby notify and )A. Repaired at Scene 1 

colilmn of this report. No person shall remove the out of service stickers declare the driver named on this report ;Obtalned Oper. Auth. 
appl1.ed to these vehicles or operate such vehicles unt.il the out of service Out of Service. No motor carrier shall ;s. Towed/E:scon:ed tv 
defects have been repaired and t:he vehicles have been restored co safe operating permit or require driver to drive or ,Repair Service 
condition, or proper operatin9 authority has been obtained. operate any motor vehicle un.til ;o. Other 

SEE CONT}NUATION SHE:ET -[ iTR66i?im COMMENTSi - ··- - [u. Unknown 
_ .. --· .. ·~- .J. • N Driver 00$ 

FLAMMABLE Lrouro Nos iiN 126a· PG J:i i"coi<ER oA:s-coNTACT- w.t::iERi · -- -- -- T -- - -- -- - - - - - - - - - i · 
VIN #l I X 9'J ~ iD L~g Book Exemptio~. 

__j COPY RECEIVED BY ~--· - -· - --

MILLER, STEPHEN. A 

CHARGES FILED liY:-fMILLER, 

--- - -~rii/RE~:;;~r~TR~C~~AREA~~M:E~~:~r:ETEor~~~fJ~E~tjQ_j_t£ \l!iiER-;=~1-~i!fi'X:-=: ___ =- - -
STEPHEN -A---64476-- 3io3-- ---- ~- ------ ---j8Rl\~~:S INSPECT~li sY: +------ ----- --

EPAH0042001330 
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CES ENVIRONMENTAL SERVICES, INC. 3281.7 

Judge Lorraine Lopez 
Citation for Noah Berry . 

9/28/2007 
320.00 

\ 
\. r·····-\ \ 

CES Environmental S CP# 015181S,Y TX07730ABVOD 320.00 

• 
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MAY-11-2007 08:49 AM CITY.SHOREACRES 2814718955 

SHOREACRES MUNICIPAL COURT 

601 SHOREACRES BLVD 
SHOREACilES, TEXAS 77571 

281-471-3340 

Payment of lines may be made in person 
Monday- Thursday 7:30 ;l.m. to S:JO p.m. 

Friday 7:30a.m. to Noon. 

P.02 

If pa)·rncnts are made in full pr·ior to your court date, your appearance is not necessary. 
However, it is recommended that you contact the court clerk .t8 hours prior your court date and check tha' 

your payment was received. 

PAYMENTS WILL ONLY BE ACCEPTED IF THE DEFENDANT (DRIVER) ENTERS A 
PLEA AND SIGNS l'HE BOTTOM PORTION Of' THIS COI,Y 

Acceptable method of payment includes, cash, money order. cashiers "~heck. company check or personal checks. 

FOR FINES AMOUNTS CONTACT THE COURT CLERK 

!f you are convicwd (~{operating a motor vehicle without evidence r?ffinancial re.wonsibi/i~'y', your driver ·s /iansi! 
is subject to suspension by the Department of Public Safety. 

REQUEST F<lR TRIAL 

If you choose to enter a plea of "NOT GUil.TY" for the offense you are charged with and you would like to hm·e 
trial on your case. YOU MUST appear on your scheduled court date listed on your citation. On your appearance 
date you will he given another date to reappear for trial. 

-- ·-- -<~'Ptti;i_,;;1ui.~. :\:-~· - ·-.. -- -- - (7f.7·M.(•\Tf :fiiJ..·iJ~i-- -· - ~-- -~ 7-r-"Fii.iJ\i;Jiir.:-::·.::--- -~· ·-·- -·-; tT.-tUA(T~~uif:-~\f --- -- ~- --· -··· (--:U·.ili~.\~r/0~;7\7. ~- -M ·-· 

f:ncJmu! 1his pt>rtion t~(rht·form wah ~vour payment 

PAYME:NTS WILL ONLY HE ACCEPTED IF THE llEFENDANT (DRIVER) ENTERS A PLEA AND SIGNS THE BOTTO!\' 

...-, II 
Defendant's Name: .f2an d.,Jo 1<-..os;~e.r Case#_{)? 3._C_o_])~;l.__ 

I hereby enter a plea of L 1 GUILTY [v( NO CONTEST to the said offense(s) as charged, and 
waive my right to a Jury Trial, and agree to pay the penalty prescribed for my offense(s). 

Si~ature: .~-~---:::2-=;::::;;:-______________ D_a,_te_~:~S.£/vJ 
Enclose tlli.-. portion of the form with your payment 

EPAH0042001334 



CVE-3 (Rev. 12/03) 
l 

TX073C0DCY02 SHOREACRES POLICE DEPARTMENT 
LEVEL 

CP#: 0151818 0 !if ARREST TKT D 9 - 15 PASS. FOR HIRE 

!if COM. VEH. 0 16 PASS. FOR HIRE CONSTRUCTION ZONE CJFIXED liJROADSIDE 
0 ACCIDENT CJ 16 PASS. NOT FOR HIRE SP PROG: lti INTERSTATE 

D YES ltJ NO CJ ALCH CJ DS 
SCALE 

~ CDL 0 SCHEDULE CJ CHARTER 0 INTRASTATE 0 OCCUPIED HOUSE 0 SW 0 TE 

DATS~ 04/30/2007 TIME: 12:36PM COUNTY: HARRIS HWY: (2) SH-0146 IN HARRIS CO. (482· M.P.#: 497 

LESSEE/MC: C E S ENVI~TAL SERVICES USDOT#: 0869392 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD {3901 TRAIU«>BILE) HOUSTON 'fX 77013 ICC/MC#: 400234 

OWNER: C E S ENVIROMEN'r.Mo SERVICES TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAIU«>BILE) HOUSTON 'rX 77013 PHONE#: 7136761460 

OPERATOR: CANDIDO M-EXANDER ROSMoES RACE/SEX: BM DOB: MED CARD: NONE 

ADD/CITY/ST/ZIP: DL #: ST: 'fX DL CLASS: -- ---
VEH SEARCH: CJ YES lif NO REASON FOR STOP: C]WARN QCITATION CJINSPECTION CONTRABAND LOCATED: DYES CJNO 

TYPE OF SEARCH: D CONSENT OPe (JINC. TO ARREST D INVENTORY TYPE OF CONTRABAND: C]DRUGS OwEAPONS OcoRRENCY (JOT HER 

UNIT! TYPE MAKE CO# PLATE ST 

~~ 
~.I TT PTRB 290 TX 

2 I ST FRUE 1 218 ME 

~I HI WUIIUIIIIIIIIIIIII 11111~111111 X~~ 
/ '--€'rGNATURE: 

ltJ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

2( COP'l RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DISP: 

JUDGE: COURT: Municipal PCT. /PLACE: 0/1 PERMIT #: 
PHONE: (281) 471-3340 ON/BEFORE 14-Jun-2007 AT 7:00PM RG WT u JGVWR #1 I 
ADDRESS : 601 SHOREACRES BLVD SHOREACRES T.K 77571 RG WT #2 IGVWR #21 

~E.'\L # 'S REMOVED: JDEPT. SEAL #; INSTALLED .. pvsA DEC.'\1 TT !CVSA DECAL ST P SA DECAL-ST J 
i 

I ! I ! I 
! i i 

SHIPPING #: 0347960 
CONSIGNOR: 

GULF BAYI?ORT CHEMICALS 
CONSIGNEE: 

GALVESTON COUNTY 

COMMODITY: 
FATS AND OILS TANK BOTTOMS 

ORIGIN: 
PASADENA TX 

DESTINATION: 
ALTA LOMA I TX 

IHM CATEGORY !CODE rQ? !HW? PLACARDS REQ? !ALLEGED SPEED 
- R 

[NA I 0 SPEED LIMIT 

I SPEC. TANK AX 1 AX2 AX3 AX 4 AX5 AX6 AX 7 AX 8 AR CAL. 

' L 

TICKET VIOL. CITE # Unit oos oos POST VIOLATIONS DISCOVERED 
No. YIN DISP ACC DRJVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

:resj 391.41(a) D NO. MEDICAL CERTl:Fl:CATE ON PERSON (CA:RD) - DRIVER CLAIMS DID NOT GET MEDICAL CAlU) 

Yes! 396.17(c) 2 I!!XPI~ CMV INSPECTION CERTIFICATE / ANNUAL DOT - NO CURRENT STICKEa OR PAl?ERWO~ 
! i --1-----~iRE:---zx.TINOOISHER VIOLATION - Oisciw<G£o --·------·----·-··-·-----·---··-·--------·----I 393.95(a) 

I 
1 

393.11 2 pEFECTIVE IP LAM!' (FRONT/REAR) -MISSING 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
CJ VEHICLE Pursuant to authorlty contamed ln TRC Chapter 644 I ner(!OY decJ.are •out 0 DRIVER Pursuant to authority conta~ned ~n OOS DISPOSITIONs 

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and A~ Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor cart"ier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET !TROOPER COMMENTS: u. Unknown 
N. Driver OOS 

3500 SH 146 S/B FROM CHOATE RD. DRIVER#  CELL. ORIVER SAID 
OFFICE WAS MAILED RESULTS AND MoL THE PA!>ERWO:RK FROM HIS PHYSICAL. 

X ~ Log Book Exemption 

COPY RECEIVEP BY 

INSPECTED BY: TO/REGION/DISTRICT/AREA IME COMPLETED REPORT PREPARED BY: ~LESCU, DOOEUS P. 

~LESCt.J, DODEt.JS P. 2Q-000906 2 9 Q 1:20PM REFERRAL ID 

CHARGES FILED BY: JMANOLESCU 1 DOOEt.JS P. 2Q-000906 29Q BRAKES INSPECTED BY: I 

EPAH0042001335 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4)



'c 

Ill II I II 

(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON tHE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

' CERTIFICATION OF REPAIRMAN • 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. · 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

~ CQ Ce-s 
DATE: I TIME: 

1--t--- 0 ? ?"30 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OI!J'!:::,FFICIAL' TITLE: ·DATE: ;; . HS£ ~~ 5--z~o/ ~~ l<vdz,_ 
I 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
POBOX4087 · 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 

; 

Any enforcement actions taken against you and any subsequent court actions are intended to. secure compliance with the traffic laws 
and all other users ofthe highways. 'Failure to comply with your written promise to appear in court as• made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

. ' ' 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority; must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txctps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.(X.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www; (mesa. dotgovlfactsfigslformspubs.h(m. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www window. state.tx. us/taxinfo/fue/s/ifta.html. 

II I I 

EPAH0042001336 



CVE-3 (Rev. 12/03) 

LEVEL TX073C0DCY02 
rtf ARREST TKT 
rtf COM. VEH. 
0 ACCIDENT 
(!J CDL 

0 

SHOREACRES POLICE DEPARTMENT CP#:0151818 
9 - 15 PASS. FOR HIRE 

0 16 PASS. FOR HIRE 

0 16 PASS. NOT FOR HIRE 

0 SCHEDULE 0 CHARTER 

SP PROG: 
CONSTRUCTION ZONE 

0 INTERSTATE 0 YES 0 NO 
D INTRASTATE D OCCUPIED 

(JFIXED ft1ROADSIDE 

SCALE 
HOUSE 

0 ALCH (J DS 

(J SW 0 TE 

DATF:~, 04/30/2007 TIME: 12:36PM COUNTY: =HARR=:.:I:::S::_ _____ _ HWY: (2) SR-0146 IN RARRIS CO. __ (48<!_· M.p.#: 497 

LESSEE/MC: C E S ENVI~TAL SERVICES USDOTII: 0869392 

ADD/CITY /ST/ZIP: 4904 GRIGGS RO (3901 TRAILMOBILE) HOUSTON T.K 77013 ICC/MC#: 400234 

OWNER: C E S ENVIROMENTAL SERVICES TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: 4904 GRIGGS RO (3901 TRAILMOBILE) HOUSTON T.K 77013 PHONE#: 7136761460 

OPERATOR: CANDIDO ALEXANDER ROSALES 

ADD/CITY/ST/ZIP: 

RACE/SEX: 11M DOB: MED CARD: NONE 

DL #: ST: T.K DL CLASS: 

VEH SEARCH: 0 YES REASON FOR STOP: IJWARN (JCITATION (JINSPECTION CONTRABAND LOCATED: (JYES (JNO 

TYPE OF SEARCH: 0 CONSENT [JPC CJ INC. TO ARREST 0 INVENTORY TYPE OF CONTRABAND: 0DRUGS (JWEAPONS (JCURRENCY (JOTHER 

UNIT I TYPE MAKE CO# I PLATE l STj 

X~ =±Bt=- ---~Rco:T~--=~,-_,__t---=---~-==--i~ ---'- ~l II mUIWIIIIBIIIIIIDIIIIII 
/ --.....erGNATURE : 

~ I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 

~ COP't RECEIVED BY GROSS WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR 

JUDGE: COURT: Municipal 

PHONE: (281) 471-3340 ON/BEFORE 14-Jun-2007 

SPEC. TANK 

L 

00 
GROUP WEIGHT: 

LOAD DISP: 

I PCT • /PLACE : 0/1 PERMIT #: 

AT 7:00PM RG WT #1 

RG WT lf2 

TICKET VIOL. CITE #Unit OOS OOS POST VIOLATIONS DISCOVERED 
No. YIN DISP ACC DRIVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SID;:,;E~O;;-F--;T;;;-H;-:;Ic;;S-;;;FO~'RM""------------

r:,Y:=-e-S-+I-3"'9'"1'."41'(;-::aco)-t--:::D-t-----t---+--tN;::;CO:-;-;ME;;D;:oc:I~CAL~~CER;'=.:;::;T:tFICATE ON Pl!lRBON _(CA!U)) - DRJ:VER CLA:tMS DXD NOT GET MEDXCAL CAlU) 

Yes; 396.l7!cl 2 EXP:I~ CMV :INSPECTION CERTIFICATE / ANNUAL DOT - NO CURRENT ST:IC:KER OR PAPERWORK 
_____ , _____ l......_..l _______ ! •••••-••••c••l•- ' 

393.95(a) I 1 · 

l---t--,3""9''""3'."'11.---i---;;;2-t---+--f--l=pE=-FE=c=T=IVE=--:I=o~LAMP==--(=FRONT==;'-REAR=-=-)·---;;MI=s"'s'""IN~=G-------·-----------------------

VEHICLE/DRIVER OUT OF SERVICE NOTICE 
r--cJnHICLE Pursuant to authonty contamed 1n TRC Chapter 64if"Tliii"i:"eoy aeclare ·out 0 DRIVER Pursuant to aufllOilty contamedli1[00S DISPOSITIONS --

of Service" the vehicle/s with defects followed by "YES" in the Out of Service TRC Chapter 644 I hereby notify and .,.. ~~~ Repaired at Scene I 
column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating permit or require driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

r.s~g=E=-CO=N=T~I~N~U~A~T~IO~N~S~H~E~E~T~~~~~1T~R_o_o=p=g=R~C=O~MM~E~N~T-S~:~~~~==~~~===-==~~------------------------------------~·~: g~~~~;noos 
3500 SH 146 S/B FROM CHOATE RD. DRIVER#  CELL. DRIVER SAID 
OFFICE WAS MAILED RESULTS AND ALL THE PAPERWORK FROM HIS PHYSICAL. 

INSPECTED BY: 
MANOLESCU, DODEUS P. 
CHARGES FILED BY: )MANOLESCU, 

ID/REGION/DISTRICT/AREA 
2Q-000906 2 9 Q 

OODEUS P. 2Q-000906 29Q 

I X f-;;1 G!J;;.-L-og_B_oo_k.-Ex_e_m~tio~-
J-..;_-:C:::O:::PY~RE=CE=r=VED=~ay,.,.---------r 

IME COMPLETED REPORT PREPARED BY: ~LESCU, DODEUS P. 
1:20PM REFERRAL ID 

BRAKES INSPECTED BY: I 

EPAH0042001337 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) (4)



Ill II I II 

(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILLREQUIRECONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON tHE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 

~ r.Q C&s 
DATE: I TIME: 

'1--l-- 0? ~"30 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

~JGNATURE O~~FFICIAL: TITLE:. DATE: 

J~.o..t~~ ~~ HS£ IV1o-.~ 5-2-~o/ 
I 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
POBOX 4087 · 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against you and any subsequent court actions are intended to. secure compliance with the traffic laws 
and all other users of the highways. 'Failure to comply with your written promise to appear in court as· made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You will lose that right if, on or before your appearance date, you do not provide the court with notice of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrjerBureau@(Xdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www. dot. state. fx. us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1·800-832-5660 or visit their website at 
www (mesa, dot govlfactsfiqslformspubs. htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window state. tx. usltaxinfo/(uelslifta.html. 

I I I I 

EPAH0042001338 



MAY-11-2007 08:49 AM CITY.SHOREACRES 2814718955 

Date: 

To: 

Fax No: 

Ff''Om: 

Fax No: 

City of Shorec1cres 
6C·l SHORr.ACR£.5 BOL'l.E"JAUW 

SHOREACR£.5, TIXAS 7757! 
PHON[ (2.8l) 47l-2244 

fAX (281) <171-8955 

FA)( COVER SHEET 

?rA..-1=2 n~Ker 

713- b7 (p-I b7 ~ 

r:l)r-Oezdg 

Number of pages: _ 2-

Add·fti on a 1 Information: 

·--------·--------------·--
, _________________________________________________ ____ 

·------------------------------------------------

P.01 

EPAH0042001339 



(Rev. 8/05) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. 

,JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

CERTIFICATION OF REPAIRMAN 
! CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED. 

OF REPAIRMAN: NAME OF SHOP (GARAGE): 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I ERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. . 

~N::URE %1A:I.ERJFFICIAL: I TITLE: DATE 

~----IL~t-u 
7 
~ I ttO:E ~ q /rz)21Jo7 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF PUBLIC SAFETY 
PO BOX 4087 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
Any enforcement actions taken against'you and any subsequent court actions are intended to secure compitance with the traffic laws 
and all other users of the highways. Failure to comply with your written promise to appear in court as made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
:1i!ure to satisfy a judgement ordering payment of a fine and cost in the manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satisfac
tory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance pol
icy or that you were otherwise exempt from the requirements to provide evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully completing a driving safety course or a motorcycle operator 
training course. You ·vvil! lose that right if, on or before your appearance date, you do not provide the court vvi!h nct!co of your request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review, regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773-0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MotorCarrierBureau@txdps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration -contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.dot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832-5660 or visit their website at 
www.fmcsa.dot.gov/factsfigs/formspubs.htm. 

To obtain IFTA information contact the State of Texas Comptrollers Office at 1-800-252-1383 or visit their website at 
www. window. state. tx. us!taxinfo/fuels/ifta.html. · 

EPAH0042001340 



-

_I IIIII I II II 
CVE-3 (Rev. 12/03) 

TX07730ABV0D 
TXDPS COMMERCIAL VEHICLE ENFORCEMENT CP# : 0151818 LEVEL 

0 ARREST TKT 

0 COM. VEH. 

[) ACCIDENT 

0 CDL 

[) 9 - 15 PASS. FOR HIRE 

[) 16 PASS. FOR HIRE 
[~] 

[) 16 PASS. NOT FOR HIRE SP PROG: 

[) SCHEDULE [) CHARTER 

0 
[] 

CONSTRUCTION ZONE 
INTERSTATE [) YES liJ NO 

INTRASTATE [) OCCUPIED 

0FIXED [)ROADSIDE 

SCALE 
HOUSE 3A307 __ _ 

[) ALCH [) OS 

[) SW [) TE 

DATE: __ _Q_9/12(_2_~~ TIME: 

LESSEE/MC: 

ADD/CITY/ST/ZIP: 

OWNER: C E S ENVIROMENTAL SERVICES -·--------· ---·----·- -------~--------~---

ADD/CITY/ST/ZIP: ~9_'!_~G~I~_!> RD _Q_~~ TRAILMOBILE) HOUSTON TX 77013 

OPERATOR: NOAH DEAN BERRY RACE/SEX: 

ADD/CITY/ST/ZIP: 

VEH SEARCH: [) YES 0 NO REASON FOR STOP: 
-··--·· --··· ~------- ----~-------

US DOT#: 

ICC/MC#: 

TXDOT#: 

PHONE#: ---- -----------

BM 

DL #: ST: TX 

0869392 

400234 

005516524C 

7136761460 

DL CLASS: A 

[)INSPECTION ~?~.:~BAN~?~~ED: __ j:l~~S _____ g_N() 

TYPE OF SEARCH: [) CONSENT [)PC TYPE OF CONTRABAND: [)WEAPONS []CURRENCY [)OTHER 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THis,~~~

NOT A PLEA OF GUILTY) 

0 COPY RECEIVED BY 

YOU ARE HEREBY NOTIFIED 

WEIGHT: 

LOAD-DISP·; --~-------

PERMiTT:- T- -- --PCT ./PLACE: 1/0 JUDGE: rLorraine Lopez 

~61) 526-4B77 ON AT lO:OOAM ~~ ~T-~~-~-]~o~~o~- -~ --- -----!GVWR lfi -~-
RG WT #2 to -----rGVWR-l2 -w~,66o-ADDRESS: BOB COMMERCE REFUGIO TX 

SEAL # 'S REMOVED: [CVSA DECAL-TT CVSA DECAL-ST - -f:vsA --DECAL~ST-
---[--- --- --- -- -~ - -r - -

i 

SHIPPING #: :4a535 -[co~;-~-G-~~~;---'rTRANSMONTAINGE: PRODUCT I c;~~~~-N-~~,- -rc:Es ENVIROMENTAL 

coMMODITY: IFI.AMMABLE :Li<iuios- -------i~~~-G~~-,---BRovmsvii'LE-----,--p-x)o~-5~r~l\TioN;-taousioN-,-_ -_ --~-- --

- -----'----1HM- cATEGORY 1co5E(Ro? JHw?lr1AcARDs REQ? . --- 1 1 T----t- --T-l--f _ __LfLLEGED_s_i'E:sor ,,. 
13--uLic- ----13---n:rl c:r+-----0 -- -, R I 1 · 1 1 1 1 isJ?E:E!S-LIMYT---~-- -

I __ -- ------ __[ ____ - --~----L~r--"'''ioi"'~'["":o: [Ef:if"'·•·tll""~~'fl,-~-y~fofi.-RCAi. - -
·····- ----- ·-· ···---·l·-- -----,--------·-,- ----------------- __________ ___._ ____ L __ I ___ !__ _____ ..... _________ _! ________ _J_ ________ _[ _____ --- -- -- L_ 

TICKET.VIOL. CITE # 1Unic OOS OOS [POST VIOLATIONSDISCO"E_RED __ 

;~NS;~\_ACC_~~:_~~~~~~1~i~~L~~~RD~:t:~~J ~N BA_CK SIDE OF- T~IS FO~M __ 

I, ~~:I Yes-: -f72.32so --r -2 t --~ - T -;!F.Ai:LURE:-- To-t>:RaPE:Ri:i-Miuu<"M.Aiii:JAL"RE:M0"TE"sau"Toil'F -DEvicE:-=-------

I 
-j , 

Yes 393.45. 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

TX 

t H~~~; ~-~-~-~s~~-~t~!~~Y~~~r ~ i-~~c-~~~=~~-=-a-f~~~~~;~ c·~-~P~~-~-~4i-~-rt~:r~~-r~~-c~=~~~:~uElD~~v~~a~~!~-u~~~--io~-=~r ~~~~ ~~~~~nea-1n-~~s~~!i~~T~~Nfc~~~ 1 
column of this report. No person shall remove the out of service stickers ! declare the driver named on this report iObtained Oper. Auth. 
applied to these vehicles or operate such vehicles until the out of service ·

1
: Out of Service. No motor carrier shall !s. Towed/Esc;orted to 

defects have been repaired and the vehicles have been restored to safe operating 
1 

permit or require driver to drive or !Repair Serv1ce 
condition, or proper operating authority has been obtained. : operate any motor vehicle until ;o. Other 

stE.c6NTINUATi6N ·_silEE~~] __ j~~~~ER-_~MM~~'i'_s ,---~=-~-~=~~~--~~=--=-=.::-=-1------------- ____________________ ~~: g~~~~;n 005 
FLAMMABLE LIQUID NOS UN l26B FG II (COKER GAS CONTACT WATER) I I 
VIN #l I X9? ~ 'tfi~~B;~k E:~;.-;;t:-i;~-

MILLER, STEPHEN A 04476 3 A 03 

--.,c"'o"'F~Y:--::RE=c"'E"'I"'VE=o-;::B:-::Y---------F---==~~~:~ 
lriME COMP-~L_E_T_LE_D.-R-E-POc:-Rc-Tc:-P@~AAEDBY~iM!LiER, STE_F_H_E!i_~--------- ----INSPECTEDEiY:---- ----------liD/REGION/DISTRICT /AREA 

CHARGES-FfiED-BY:- ~IL-LER, --STEPHEN Ao4476 3A03 

110: 02AM REFERRAL ID 

[BRAKES INSPECTED BY: 
~-----~-------------·-·· 

EPAH0042001341 

I I 

(b) (4)
(b) (4)

(b) (4)

(b) (4)

(b) 
(4)



COURTS OF REFUGIO 

LORRAINE LOPEZ 
JUSTICE OF THE PEACE, PCT. #I 

808 COMMERCE, ROOM Ill 
REFUGIO, TEXAS 78377 

OFFICE (361)526-4877/F AX (361)5 

***PLEASE READ THIS LETTER BEFORE 
CALLING!*** 

y 

This letter is furnished as a courtesy to you by the Justice Courts of Refugio County, Texas to assist you in 
making disposition of the charge or charges filed against you. 

If you wish to enter a plea of guilty or nolo contendere, please indicate in the proper space provided. A plea 
of Nolo Contendere, means that you do not contest the state's charge(s) against you. The fine for a nolo 
contendere plea is the same as that for a plea of guilty. Either plea indicates that you agree to waive appearance 
before the court for trial. 

You must refer to the schedule on the reverse' side of this letter to .determine the total amount ofvour fine(s) 
and,the costs assessed al!ainst vou. Make vour remittance bv CASmER'S CHECK. MONEY ORDER 
fNO COMPANY CHECKS. CASH or PERSONAL CHECKS ACCEPTED.) 
to the Justice Court encircled at the top of this letter. Retum a copy .of the citation and this letter with your 
remittance to assure proper crediL 

If you wish to enter a plea of "NOT GUILTY" and desire a trial, you must so indicate in the proper space 
provided. If you enter a plea of "NOT GUILTY", you must make appearance before the Court. You must 
return this letter, and our copy of the citation not later than the APPEARANCE date shown on the citation. You 
shall be notified hv return mail of the court date set for vour hearing. You have the right to a trial by jury, if you 
so request. A PLEA MUST BE ENTERED .WITH PAYMENT. 

Thank You, 
The Justice Courts of Refugio County, Texas 

******************************************************************************************** 

WARNING 
FAILURE TO RESPOND TO TJ!E CHARGEfSl BY THE APPEARANCE DATE SHOWN ON YOUR 

CITATION WIU RESULT IN AN ADDITlONAL CHARGE OF."FAILURE TO APPEAR" OF WHICH 
THE FINE IS $200.00 AND ISSUANCE OF A WARRANT FOR YOURABREST. THE COURT liMY ALSO 
DENY RENEWAL OF YOUR DRIVER'S UCENSE. 
******************************************************************************************** 
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SCHEDULE OF ACCEPTABLE FINES 
Gross Weight and Axle Violations (Including 1547 permit violations): 

Over weight-Less than 5,000 lbs. 
Over weigbt-5,000 lbs. To 10,000 lbs. 
Over weight-Over 10,000 lbs. 

Permit Violations 
No Motor Carrier Authority(ICC CAB CARD) 
No or Improper reflective Material c 
No or Improper Commercial Motor Vehicle Signs or Markings 
Fire Extinguisher Violation 
No CDL Driver's License 
No/Expired Registration or MVI Certificate 
No Hazardous Materials Shipping Papers 
No Medical Card on Person 
Display/Fail to Display Hazardous Material Placards When Needed/Not Needed 
Oversize-All Width, Length, height Violations 
Improper Loading Loose Materials, and Inadequate Bed Violations 
No/Improper Load Securement 
No/Improper Load Securement - lntermodal Container 

~I Vehicle Equipment Violations (Defective Brakes, Lights, Etc.) 
/ Operating Out of Service Vehicle 

No Current Record of Duty Status 
False Log Book 
Over Hours Driving 
No Proof of Liability Insurance 
Disregard Traffic Control Sign 
No/Fail To Display TX DOT Insurance Certificate 
No Annual DOT Inspection 
Driving with Detectable Amount of Alcohol About Person 
Illegal Extension to Rear 
Fail to Display Current License Receipts 
Driver in Possession of Radar Detector 
Brakes Out of Adjustment 
NO SAFETY BELT 

$250.00 
470.00 
750.00 
300.00 
160.00 

~ 
~ 

250.00 
160.00 
160.00 
160.00 
160.00 
160.00 
160.00 

160.00 
600 

0 
0 

160.00 
250.00 
160.00 
340.00 
160.00 
160.00 
160.00 
250.00 
160.00 
160.00 
200.00 
160.00 
160.00 

******************************************************************************************** 
FOR ANY VIOLATIONS NOT. LISTED, CoNiA<1:T·COURT. 

AN ADDITIONAL CHARGE OF szsft)Q~~~~~YMENT ARRANGEMENTS. 
***************************************************~**************************************** 

·. J,UJP~YYJJ,Ji¥, ··· 
Mall to the Justice Court CIRCLED Ill th~ 'tlftlijfil/tifli'(]i(e;:iP,_~CE DATE on the citatio11. 
CHECK ONE OF THE BELOW: ' 

1. ___ 1 herebv enter a plea of GUILTY and waive appearance at triaL A CASlllER'S CHECK, MONEY 
ORDER in the amount of ji11e (s) is e/lclosed. 

2. ___ 1 herebv enter a olea of NOLO CONTENDERE an waive appearance for trial. A CASHIER'S 
CHECK, MONEY ORDER in the amount of fine(s) is enclosed. 

3. ___ 1 hereby enter a plea of NOT GUILTY and request of (jury or non-jury trial). CIRCLE 
ONE I (Will or Will Not) be represented by counsel. 

DATE .. · ____________ SIGNATURE: ____________________________ __ 

WARNING: "A conviction of on offense under a traffic IDW of this state or a DolitiCal 
subdivision of this state mav result in the assessment on your driver's license of a surcharge 
under the Driver Responsibility Program. 
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$ CHECKS 

RETAIN THIS RECEIPT 
FOR YOUR RECORDS 

$ CASH RECEIPT 
NO. DATE NAME 

THE MUNICIPAL COURT OF SHOREACRES 
601 SHOREACRES BOULEVARD 
SHOREACRES, TEXAS 77571 

281-471-3340 

DOCKET NO. 

29651 

SIGNATUR"E ) 

TICKET 
NO. 

EPAH0042001344 



MAYOR 
Nancy R. Edmonson 

Date: 

/ 

&·!$<o 7 

City of Shoreacres 
MUNICIPAL COURT 

601 SHOREACR£S BOULEVARD 
SHOREACR£S, TEXAS 77571 

281-471-3340 

A COMMUNITY Of BEAUTifUL HOMES ON GALVESTON BAY 
HOME Of THE HOUSTON YACHT CLUB 

COURT CLERK 
Brenda Kent 

Re: Cause Number: 07 3c' D PC Vo c.· 
I · T . ' ..-! 1./~ -rc _s·o (' " --f.-Offense: N._o ;J I.e:.,. {'.a.::-f c ~ f9::-.StO ~ - /vtJ t. /n ..;--!"' i -"'·.f 

Defendant: 

The above cited has been set/reset for the following docket: 

Time: Date: 

( ) Trial to Court and I expressly waive Jury 

( ) Arraignment 

~ 
( ) Pre-trial 

CJ;!ad--
Municipal Court Clerk/Deputy Court Clerk 
City of Shoreacres 

q-/:?J? 07 

Defendant 
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(Rev. 8105) 

ANY ENTRIES IN THE VIOLATIONS' SECTION OF DRIVER'S COPY, WHERE THERE IS "YES" IN THE 
TICKET BOX, INDICATES CHARGES FILED AGAINST THE DRIVER. THIS WILL REQUIRE CONTACTING 
THE JUDGE FOR APPROPRIATE DISPOSITION. -

JUDGE INFORMATION IS IN HEAVY BORDERED BOX ON DRIVER'S COPY. 

PAYMENTS FOR FINES SHOULD BE SENT TO THE COURT LISTED ON THE DRIVER'S COPY. 
DO NOT SEND PAYMENTS TO TX DPS/MCB. 

r. 

CERTIFICATION OF REPAIRMAN <. 

I CERTIFY THAT THE REQUIRED REPAIRS SHOWN IN THE "OUT OF SERVICE" COLUMN ON THE OTHER SIDE 
OF THIS CERTIFICATE HAVE BEEN SATISFACTORILY COMPLETED.· 

SIGNATURE OF REPAIRMAN: NAME OF SHOP (GARAGE): REPAIR WORK COMPLETED 
.• DATE: I TIME: .. 

--,, 

MOTOR CARRIER CERTIFICATION OF ACTION TAKEN 
I CERTIFY THAT ALL VIOLATIONS NOTED UPON THIS REPORT HAVE BEEN CORRECTED AND ACTION HAS 
BEEN TAKEN TO ASSURE COMPLIANCE WITH THE MOTOR CARRIER SAFETY REGULATIONS INSOFAR AS 
THEY ARE APPLICABLE TO MOTOR CARRIERS AND DRIVERS. 

SIGNATURE OF CARRIER OFFICIAL: TITLE: DATE: 

ATTENTION DRIVER: This report must be furnished to the motor carrier whose name appears on this report. 

ATTENTION. DRIVER: TRC Chapter 644, Revised Statutes, requires the Motor Carrier to execute the above certification 
and return this report to: MOTOR CARRIER BUREAU 

TEXAS DEPARTMENT OF. PUBLIC SAFETY 
PO BOX 4087<" ' 
AUSTIN TX 78773-0521 

IMPORTANT MESSAGES 
' .f';- '- ' 

Any enforcement. actions taken against you and any subsequent court actions are intended to, secure compliance with the traffic laws 
and all other users of the highways. 'Failure to comply with your wiittet't promise to appear in court as'made on this citation will consti
tute a separate offense with which you may be charged and result in warrants being issued for your arrest. Failure to appear in court or 
failure to satisfy a judgement ordering payment of a fine and cost in ihe manner ordered by the court may result in the denial of renew
al of your driver's license. 

"A second or subsequent conviction of failure to maintain financial responsibility will result in the suspension of your driver license and 
motor vehicle registration unless you file and maintain proof of financial responsibility with the Department of Public Safety for two (2) 
years from the date of conviction. The Department may waive the requirements to file proof of financial responsibility if you file satis
factory evidence with the Department showing that at the time this citation was issued the vehicle was covered by a liability insurance 
policy or that ¥ou were otherwise exempt from the requirements to provicle evidence of financial responsibility. 

You may be able to require that this charge be dismissed by successfully cOmpleting a driving safety course or a motorcycle operator 
training course. You will lose that right if, on. or before your appearance date, you do not provide the court with notice of yout request to 
take the course. This article does not apply to an offense committed by a person who holds a commercial driver's license. 

"A conviction of an offense under a traffic law of this state or a political subdivision of 
this state may result in the assessment on your driver's license of a surcharge under 
the Driver Responsibility Program." 
A request for an out-of-service review. regarding operating authority, must be made in writing and forwarded to the manager of the Motor 
Carrier Bureau. If requested, a review will be scheduled and conducted by the manager of the Motor Carrier Bureau or the director's 
designee within 10 days of the issuance of the out-of-service. order. A request for review should be addressed to the Texas Department 
of Public Safety, Motor Carrier Bureau, P.O. Box 4087, Austin, TX 78773.0521 or may be sent by facsimile transmission to (512) 424-
5712 or via electronic mail at MgtorCarrierBureau@txctps.state.tx.us. The Department may conduct the review by telephone conference 
call. 

To obtain a TxDOT Motor Carrier Insurance Certificate or Single State Registration - contact the Texas Department of Transportation at 
1-800-299-1700 or visit their website at www.ctot.state.tx.us. 

To obtain a USDOT Number contact the Federal Motor Carrier Safety Administration at 1-800-832~5660 or visit their website at 
www. (mcsa.dot.govlfactsfigs/formspubs.htm. • 

To obtain IFTA information contact the State ofTexas Comptrollers Office at 1-800-252-1383 or visit their website at 
www.window.state.tx.us[taxinfolfuelslifta.html. 
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City of Shoreacres 
MUNICIPAL COURT 
601 SHOREACRES BOULEVARD 

SHOREACRES, TEXAS n571 
281-471-3340 

A COMMUNITY OF BEAUTIFUL HOMES ON GALVESTON BAY 
HOME Of THE HOUSTON YACHT CLUB 

MAYOR 
Nancy R. Edmonson 

Date: 

/ . 

0·/$<o7 

COURT CLERK 
Brenda Kent 

Re: Cause Number: 07 3c-"~ 0 PC:' VoL . 
I -1. I . I.J"' ,.--! i ;!P -r· 5'0 (' '" .-f.-Offense: tl!..tJ ;?It?(.. {',4_,~, c,..__!f;J;-$'D'"- --./VV' ( ,q·z...., ..;--r-'1 i -"··r' 

Defendant: 

The above cited has been set/reset for the following docket: 

Time: Date: 

( ) Trial to Court and I expressly waive Jury 

( ) Arraignment 

eN[~ 
( ) Pre-trial 

//} 1/~ / 
{;)~--

Municipal Court Clerk/Deputy Court Clerk 
City of Shoreacres 

~~ 
-~--
~. 

··---··-~ 

~ 

q-?;;J..J? 0 7 

Defendant 
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CK. 
NO. $ CHECKS 

RETAIN THIS RECEIPT 
FOR YOUR RECORDS 

$ CASH RECEIPT 
NO. 

, 
DATE NAME 

THE MUNICIPAL COURT OF SHOREACRES 
601 SHOREACRES BOULEVARD 
SHOREACRES, TEXAS 77571 

281-471-3340 

DOCKET NO. 

29651 

SIGNATURE J 

02-
TICKET 

NO. 
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CVE-3 (Rev. 12/03) 

TX073C0DCY02 SHOREACRES POLICE DEPARTMENT 
LEVEL 

CP#: 0151818 0 0 ARREST TKT a 9 - 15 PASS. FOR HIRE 
0 COM. VEH. [J 16 PASS. FOR HIRE CONSTRUCTION ZONE 0FIXED lt[ROADSIDE 
0 ACCIDENT [J 16 PASS. NOT FOR HIRE SP PROG: 0 .INTERSTATE 

0 
0 ALCH 0 DS 

0 YES NO SCALE 
0 CDL [J SCHEDULE 0 CHARTER 0 INTRASTATE 0 OCCUPIED HOUSE 0 sw 0 TE 

DATE: 04/30/2007 TIME: l2:36PM COUNTY: IIARRIS HWY: (2) SB-0146 IN HARRIS CO. (482· M.P.#: 497 

LESSEE/MC: C E S ENVIRa-G:Ni'AL SERVICES USDOT#: 0869392 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TRAIU«>BILE) HOUSTON '1'X 77013 ICC/MC#: 400234 

OWNER: C E S ENVnot.!ENTAL SERVICES TXDOT#: 005516524C 

ADD/CITY/ST/ZIP: 4904 GRIGGS RD (3901 TM.IU«>BXLE) HOUSTON '1'X 77013 PHONE#: 7136761460 

OPERATOR: CANDIDO ALEXANDER :ROSALES RACE/SEX: HM DOB: MED CARD: NONE 

ADD/CITY/ST/ZIP: DL #: ST: TX DL CLASS: -- --
VEH SEARCH: 0 YES 0No REASON FOR STOP: 0WARN OciTATION 0INSPECTION CONTRABAND LOCATED: 0YES 0NO 

TYPE OF SEARCH: CJ CONSENT OPe OrNe. TO ARREST (J INVENTORY TYPE OF CONTRABAND: 0DRUGS OwEAPONS OcuRRENCY OoTHER 

X~ 
UNIT TYPE · MAKfi ''CO# ... · ...... PI..ATE .•.... ST' 

1 TT PTRB 290 TX 
2 ST FRUE 218 ME 

m n 1111111111111 ~~~~ m n~ 11111111111 
SIGNATURE: 

0 I HEREBY PROMISE TO APPEAR AT THE TIME AND 
PLACE DESIGNATED IN THIS NOTICE. (THIS IS 
NOT A PLEA OF GUILTY) X 00 00 

0 COPY RECEIVED BY GROSS WEIGHT: GROUP WEIGHT: 

YOU ARE HEREBY NOTIFIED TO APPEAR LOAD DISP: 

JUDGE: COURT: Municipal PCT. /PLACE: 0/l PERMIT #: 
PHONE: (281) 471-3340 ON/BEFORE 14-Jun-2007 AT 7:00PM RG WT #1 JGVWR #1 I 
ADDRESS : 601 SHOBEl'.CRES BLVD SHOREACRES TX 77571 RG WT #2 IGVWR #2 I 

' ; 

t:JEAL #'S REMOVED: jDEPT. SEAL #; INSTALLED PfSA DECAL-TT jCVSA DECAL-ST prsA DECAL-ST 

i I I I J 
SHIPPING #: 0347960 

CONSIGNOR: 
GULF BAYPORT CHEMICALS 

CONSIGNEE: 
GALVESTO~ COUNTY 

COMMODITY: FATS AND O:ILS 'l'ANK BOT'rOMS 
ORIGIN: PASADENA 'l'X DESTINATION: 

ALTA LOMA I TX 

jHM CATEGORY jCODE IRQ? jHW? PLACARDS REQ? jALLEGED SPEED 
R 

F' I 0 SPEED LIMIT 

I SPEC. TANK AXl AX2 AX3 AX4 AX5 AX 6 AX7 AX 8 RADAR CAL. 

L 

TICKET VIOL. CITE # Unit oos oos POST VIOLATIONS DISCOVERED 
No. YIN DISP ACC DRJVER:PLEASE COMPLY WITH DIRECTIONS ON BACK SIDE OF THIS FORM 

s Yes 391.41 (a) D NO MEDICAL CERT:IF:ICATE ON PERSON (CUD) - DR:IVER CLA:IMS D:ID NOT GET MEDJ:CAL CARD 

Yes 396.17(c) 2 ~XPI:RED CMV INSPECTION CERTIFICATE / ANNUAL DOT - NO CUlUUlN'l' STICKER OR PAPERWORK 

393.95(a) l ~IRE EXTINGUISHER VXOLATION - DISCHARGED 

393.11 2 pEFECTIVE ID LAMP (FRONi'/REAR) - MISSING 

VEHICLE/DRIVER OUT OF SERVICE NOTICE 

0 ~H;;~~i~~~s~:~tv!~i~~~~~r~i~h c~~i=~~:d f~~l!~~d C~~P=~~s~4~n 1 t~=r~~f ~~c;:~~ic~ut 0 DRIVER Pursuant to aut~ority contaJ.ned J.n OOS DISPOSITIONS 
TRC Chapter 644 I hereby notify and A. Repaired at Scene I 

column of this report. No person shall remove the out of service stickers declare the driver named on this report Obtained Oper. Auth. 
applied .. to these vehicles or operate such vehicles until the out of service Out of Service. No motor carrier shall B. Towed/Escorted to 
defects have been repaired and the vehicles have been restored to safe operating perm,it or requ.ire driver to drive or Repair Service 
condition, or proper operating authority has been obtained. operate any motor vehicle until D. Other 

SEE CONTINUATION SHEET ~ROOPER COMMENTS: U. Unknown 
N. Driver OOS 

3500 SH 146 S/B FROM CHOATE RD. DRIVER* CELL. DRIVER SAID 
OFFICE WAS MAILED RESULTS AND ALL THE PAPERWORK FROM HIS PHYSICAL. 

X t0 Log Book Exemption 

COPY RECEIVED BY I 
INSPECTED BY: liD/REGION/DISTRICT/AREA- fiME COMPLETED jREPORT PREPARED BY: ~OLES<eu, DODEUS P. ----
~OLESCU, DODEUS P. I 2Q-000906 2 9 Q I 1:20PM I REFERRAL ID 

--CHARGES FILED BY: ~OLESCU, DODEUS P. 2Q-000906 29Q !BRAKES INSPECTED BY: 
I I 
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December 18, 2008 

Re: Joey Sutter 

On December 18, 2008 at approximately 2:00pm, Joey and I went to sample trailer 267. I went up the 

ladder and vented off the valve to relive pressure in the tank. After the pressure was released, Joey 

climbed up the ladder to show me how to open up the dome lid. Still on the ladder, he started to undo 

the wing nuts and then he passed out. I held onto to Joey trying to keep him from falling off the ladder. 

He gasped two times and started bleeding out his nose. I then, screamed for help. I pulled Joey's body 

on top of the trailer as far as I could. The security guard called someone on the radio and hollered for 

help. Brad Wood and the security guard came over to the trailer to assist. I then climbed down the 

trailer and 911 was called. 

Suzi Mock 

$tA.~ 0lc>£/IL 
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Statement from Godefroy Gbery 

On December, 18 2008 I was in the lab, when Suzy ask me to reach Bo because Joey was not OK. I call Bo 

on in cell but the call went on is voice mail. I went out and saw Brian and Brad on the top of trailer 267. I 

went on the top of the trailer to try to help them. At this moment Brian was doing a CPR and one 

moment they try to lay Joey down on the top of the trailer. Denis at this time tries to come up and we 

saw the PAFD truck pass. I came down of the trailer to go the road to direct the PAFD truck. But that the 

security was on 82 and make sign to direct the truck. When they arrived, I just saw them takeover of 

rescue operation. 
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At 7:30a.m. on Thursday December 181
h I asked Joey Sutter to train Suzi Mock on sampling trucks. He 

was informed to train her in the proper method, using proper ppe and following all safety precautions. I 

told him it would be sometimes today and that I would let him know when. .,....,. 

At aprox. 1:30p.m. I saw that Suzi was not to busy and that Joey did not have a lot going on so I asked 

Suzi to pull samples on the trailers that we loaded from RVl. She went to get Joey and off to the trailer 

they went. I was on my way to check on them to review Joey on his training when I got a call from Mike 

about the waste water pump. I went to check on it. About 5 minutes went by when I received a call 

from Suzi asking me to come help give CPR. I immediately ran to trailer 267 to see what was going on. 

Once I got there I noticed Brian and brad pe4rforming CPR. 
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Thursday, December 18, 2008 

Incident report for Joey Sutter 

Brian Weathers- Manager 

Around 2:00 pm, I entered the main gate and was flagged by the security guard to let me know that 

Joey had passed out and was on top of a trailer. I ran to the trailer when I found Suzi Mock, Brad Wood, 

and Brent Sittig on top of the trailer assisting Joey. Suzi came down and I went up. Brad was behind Joey 

holding him in the upright position, tryng to get a response and checking his pulse. Joey had been 

bleeding from the nose. I asked Brad how long he had been up there and he said approx. 5 minutes. We 

immediately moved him to a flat section of catwalk on the trailer and began CPR. In between that time 

Dennis Shaddix came up, and Brent Sittig went down. Dennis monitored his pulse and Brad kept his 

head stabilized. We administered CPR for about 5 minutes until the EMT personnel arrived and took 

over. We then shifted Joey onto a board and the paramedics moved him to the ambulance and then the 

Hospital. 
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Claim Number: 9910000556027 

N otitication Date: 12/ 19/2008 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: JOEY SUTTER 
SSN: XXX-XX  
Mailing 
Address: TX 

County: 

Physical 
Address: 

County: 

Home Phone: 
Date of Birth: 
Marital Status: Not Married 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: 
Tax ID: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date of Injury: 12/18/2008 Time: 14:30 

Date Reported: 12/18/2008 

Fax: 

Nature of Injury: UNKNOWNfNOT REPORTED 

Cause of Injury: MISC. CAUSES-OTHER 
MISCELLANEOUS, NOC 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

Yes 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 
Address: 

4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: WAREHOUSE 
Hire Date: 00/00/0000 State: TX 
Partner/Officer/Owner: No 
Date Lost Time Began: 00/00/0000 
Return to Work Date: 00/00/0000 
Last Paycheck was: 
Wage: 
Frequency: 

Hours/Week: Days/Week: 

Fax:(713)676-1676 

Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: 
Phone: Ext: 

PREPARER OF REPORT 

Name: CHAD 
Phone: (713)966-1796 Ext: 
Email: mmoser@cesenvironmental.com 

INJURY INFORMATION 
Address Where Injury Occurred: 
2420 GULFWA Y DR 
PORT ARTHUR TX 77640-4541 

County: JEFFERSON 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

Fax: 

FATALITY. EE WAS CLIMBING ON A TRUCK TO HELP IN THE CHEMICAL VENTING PROCESS. EE 
STARTED BLEEDING FROM HIS NOSE AND FAINTED. EE PASSED DUE TO ANEURYSM. 
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(b) (4)

(b) (4)

Port Arthur Chemical 
& Environmental Services, LLC. 

INCIDENT REPORT 

Near Miss Accident 

Date of Incident 12-18-08 Time~ 2:00 p. m. 

Result of Incident: Fatality 

1) DFire 2) D Explosion 3) Equipment Damage 4) Property Damage 
5) D Product Loss 6) Production Loss 7) Employee Endangerment 
8) XX Other FATALITY 

Person(s) Directly Involved 

Name: _Joey Sutter, Suzi Mock, Brad Wood, Krissy Reese, Brian Weathers 

Exact Location Where Incident Occurred: 2420 S. Gulfway Dr., Port Arthur, TX 77640, 
Tanker Line/Unit 267 

Investigative Process: Karl A. Guidry, HSE Manager was notified and informed of the incident. 

Upon arrival at the scene, the area around the proximity of Tanker Unit 267 was immediately 

roped off with yellow barricade tape. Witnesses were identified and directed to provide written 

statements while the information was still fresh in their minds. Witness statements are included 

and are part of this investigative report. 

Once notice of the death of Joey Sutter had been made to Karl Guidry, he contacted OSHA at 1-

800-321- 6742 at ~6:04PM Central Time to notify them of the fatality in accordance with the 

provisions of29 CFR 1904.39 which requires notification in case of death or hospitalization of 

three or more employees within eight (8) hours of the incident. Notification was in compliance 

with the requirements of the 29 CFR 1904.39 OSHA Standard. Information provided to the 

recording notification system by Karl Guidry include a brief statement outlining the purpose of 

the notification, the name and address of Port Arthur Chemical & Environmental Services and the 

following personal information regarding Joey Sutter: 

1. Name: Joey Sutter 

2. 

3. SSN: 
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Sequence of Events 

Witness statements indicate normal tanker sampling operations were in process and Joey Sutter 

was training a fellow employee, Suzi Mock on proper sampling techniques. The two individuals 

had sampled one tanker and proceeded to sample Tanker Unit 267. Witness statements indicate 

Suzi Mock accessed Tanker Unit 267 first and was situated atop Tanker Unit 267, where she 

opened one ventilation isolation valve. At this point, Joey Sutter climbed up the ladder to Tanker 

Unit 267 to continue his training of Suzi Mock. While still on the ladder, Joey Sutter began to 

loosen the wing nuts on the dome lid of Tanker Unit 267 when according to Suzi Mock, he 

gasped two times and began to bleed from his nose. Suzi Mock called for help and attempted to 

pull Joey Sutter's body on top of Tanker Unit 267 with her. Security notified Brad Wood, a 

fellow employee who instructed Administrative Assistant Krissy Reese to contact 911. Brad 

Wood proceeded to Tanker Unit 267 and assisted Suzi Mock and began performing CPR on Joey 

Sutter. 911 personnel arrived on site at~ 2: 19 pm, some ten minutes after being notified. Port 

Arthur EMT personnel climbed on top of Tanker Unit 267 and relieved facility personnel of CPR 

duties. Port Arthur Fire Captain Peake directed resources necessary for the removal of Joey 

Sutter from the top of the tanker. 

A facility employee informed Port Arthur Fire Department pe~sonnel of the possibility Joey 

Sutter may have been exposed to toxic fumes. Port Arthur Fire Department personnel lowered 

Joey Sutter to the ground and transported him to Christus St. Mary's Hospital, located at 3600 

Gates Blvd in Port Arthur, Texas. An MSDS was provided to Port Arthur Fire Department 

personnel indicating the material contents in Tanker Unit 267 was sulfurized isobutylene. 

(Document attached) 

Hospital personnel indicated the presence of a strong odor from Joey Sutter's clothes. Hospital 

personnel removed the clothes and placed them in a biohazard bag. Christus St. Mary's Hospital 

staff performed a hazmat wash on Joey Sutter. Port Arthur Fire Department personnel placed a 

meter in the biohazard bag with Joey Sutter's clothes and recorded the following readings; 

• Lel 0 

• H2S 0 

• coo 
• 02 20.9% 
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Describe Fully How Incident Occurred: See witness statements below·. 

Statement from Suzi Mock: 
December 18, 2008 

Re: Joey Sutter 

On December 18, 2008 at approximately 2:00pm, Joey and I went to sample trailer 267. 
I went up the ladder and vented off the valve to relive pressure in the tank. After the 
pressure was released, Joey climbed up the ladder to show me how to open up the dome 
lid. Still on the ladder, he started to undo the wing nuts and then he passed out. I held 
onto to Joey trying to keep him from falling off the ladder. He gasped two times and 
started bleeding out his nose. I then, screamed for help. I pulled Joey's body on top of the 
trailer as far as I could. The security guard called someone on the radio and hollered for 
help. Brad Wood and the security guard came over to the trailer to assist. I then climbed 
down the trailer and 911 was called. 

SuziMock 

713-859-6938 

Statement from Krissy Reese 
December 18, 2009 

Re: Joey Sutter 

I was sitting at my desk when Brad Wood hurried past my desk and told me to call 911. I then 

tried to ca11911 from my desk phone. It would not dial out due to "IP ADDRESS" (internet 

down) displayed on the phone. I then grabbed my cell phone and called 911. The call was placed 

at 2:09pm. Port Arthur Fire department arrived on scene at 2:19pm. 

Statement from Brad Wood: 

12/18/08 Approximately 14:00 

I was in the dispatch office I heard the security guard say something across the radio. I 
relayed back for him to repeat what he said. He said he needed help out here that Joey 
had just passed out on top oftrailer 267 and Suzi was holding onto him. I immediately 
ran out the door and to where the trailer was on line. 

I climbed up the ladder. Suzi said he was bleeding from the nose. I got on top of the 
trailer Joey was laying over the dome lid. I then noticed a little blood on the dome lid 
and his nose. I started calling his name and shaking him. I got no response. 

I told Suzi we needed to roll him over and we did as gently as we could. I noticed he was 
completely limp. Still calling his name; gently shaking him; and gently slapping his face 
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Patriot Security EOC 
Proudest Em ee Owned Com an In TEXAS! 

INCIDENT REPORT 

PRINT INCIDENT DETAILS IN ALL CAPITAL LETTERS 

COMPLETE INCIDENT DRAWING ON BACK 

Security Officer's Si~e:~~ Employee# foot:' 
Confidential and Proprietary 

Patriot Security EOC 

Proudest Em ee Owned Com an In TEXAS! 
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Center: 
Address: 
City: 

Attn: 

Patient Name : 

Patient SSN : 

Profile: 

Reason: 

Rejection: 

Advan~ed Toxicology Network 
4900 Outland Center Drive Ste 103 

MEMPHIS, TN 38118 
(888) 290-1150 

UDS Result Form 

__________ R-'-'e-"-s.;:.;.ul_t_ln_fo_r-"m-'a'-'-ti_o.._n ________ -·----·-·--·~-=-~~=] 
CMC- Houston 1-10 East 
10909 East Frwy 
Houston, TX 77029 

CMCrrX-HOUSTON 1-10 EAST 

EN: 10 PANEL 

Pre-Employment 

Specimen ID : 316666032 
Result: NEGATIVE 
Status: Reported 
Sub Acct: NDOT 

Contact Name : Prabhakar Thangudu 
Location : CES Environmental 
Mail Address : 4904 Griggs Rd 

HOUSTON,TX 77021 

Date Collected : 08/20/2008 
Date Received : 08/21/2008 

Date Reported : 08/21/2008 

Time : 9:42 AM 
Time: 

Time: 
1:25AM 

2:50AM 

Creatinine : 
Ph: 

Specific Grav : 

L __ Screen_ed Summary 

Drug Cutoff/GCMS 

Amphetamine 500 

Barbiturates 200 

Benzodiazepines 200 

Benzoyleogonine 150 

Carboxy-THe 15 

Methadone 200 

Methaqualone 200 

Opiates 2000 

Propoxyphene 200 

Phencyclidine 25 

Date Printed: 08/21/2008 05:50:42 

=:=J 
Cutoff/Screen 

1000 

300 

300 

300 

50 

300 

300 

2000 

300 

25 

Comment Summary ] 

Comment 

~'IE;© lf: JlW!lf:liiJ 
~ AUG 2 5 20011 1!!J 

8 Y: ···---------~---~ ----

Janet Putnam, 

Lab Director 

Page 1 of 1 
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(b) (4)Name: 

Concentra Medical Centers 
10909 East Frwy Houston. TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physical Exam 
SSN: 401-08-2362 

Service Date: 08/20/2008 

Date: 08/20/2008 

PHYS~M ~ Heigh · Weight: \Q Temperature: Vision: Uncorrected Corrected Visual Fields 

B/P Restingai1Cpulse Repeat B/P Rt~ o Near Rt 2&" Near Rt __ 

(2 min of ex)_ Pulf!:£:= u1-0 3D u uYDo 

RJJL 

Distant Rt'2 · Distant Rt __ Col~ AB Respirations/min 

Hearing to forced whisper @ 5 feet u2()\p; Lt ~erception 
u_::QL AB . 

Heart Reflexes 

HEENT Rhythm NL AB Babinski ~ 

Eyes Auscultation NL AB Romberg @ POS 
Globe @AB Abdomen NL AB Pupillary Rt ~AB 
Pupils AB Abd. surg. scar N y Lt AB 
EOM's AB Hernia Accom. Rt 

G0AB 
Funduscopic NL AB Umbilical N y Lt AB 
Ocular Pressure: Inguinal N y Biceps Rt GDAB 

Rt NL AB Femoral N y Lt AB 
Lt NL AB Varicocele N y Knee Rt GJ AB 

Ears Upper Extremity NL AB Lt AB 
Canal Clear y N Hands/Fingers NL AB Ankle Rt ~AB 
TM Visualized y N Legs NL AB Lt AB 
Scarring of TM N y Knees NL AB 
Drainage N y Knee surg. scar N y 

Nose AB Feet/ankles NL AB 
Mouth Varicosities NL AB 

Low. Ext. 
Lt 

Teeth AB Up. ext. strength NL AB 
Throat AB Up. ext. ROM NL AB 

Skin AB Low. ext. strength NL AB 
Rt AB 
Lt AB 

Neck AB Low. ext. ROM NL AB Low. Ext. Rt AB 
Thyroid AB Back/spine ROM NL AB Lt AB 
Chest Wall AB Back surg. scar N y OPTIONAL: 
Lungs AB Neurological Exam: Genitalia 

Cran. nerves 2-12: Breast 
Comments: Rectal 

ANCILLARY STUDIES ~" { rc , {~-
Urinalysis Spec. Gravity: ,Q Albumin ~ Sugar ~ Q Blood 
EKG N/A L AB See Results HPE 

...J.--ec-, 
NL AB 

Comments: Comments:------------------

Lumbar X-Ray N/A NL AB See Results Pulmonary Function Test: 
Comments: FEV1 FVC FEV1/FVC 

Chest X-Ray N/A NL AB See Results 
Comments: 

Respirator Qualified? Y N 

Comments:------------------

Blood Analysis N/A NL AB See Results 
Impairment Rating: 
Comments: 

Comments: ------------------

Audiogram N/A NL AB See Results 
Comments: 

Eval- Pre-Placement Page 3 of4 Revision Date: 01/14/2004 

© 1996- 2008 Concentra Health Services, Inc. All Rights Reserved. 
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Service Date: 

Employee Name: 

Employee SSN: 

Employer: 

Department: 

Concentra Medical Centers 
10909 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

RESPIRATORY FIT TEST ASSESSMENT RECORD 

08/20/2008 Respirator Type: 

Sutter, Joey Respirator Model: 

401-08-2362 Cartridge Type: 

CES Environmental Anticipated Usage: ____ Minutes/day 
____ Hours/day 

____ Days/week 

Qualitative Fit Test (QLFT) Protocol used: 

0 Isoamyl Acetate (Respirator must be equipped with an organic vapor filter) 
Dsaccharin Solution (Must use DeVilbiss Model40 Inhalation Medication 

Exercise (each exercise shall be conducted for one minute 
except for grimace which shall be conducted for 15 seconds) 

Nebulizer or equivalent) 
DBitrex (Denatonium Benzoate) Aerosol 
Quantitative Fit Test (QNFT) Protocol used: 
0 ___ Test Chamber: Circle one of the following: 

Corn Oil 
Polyethylene glycol 400 (PEG 400) 

di-2-ethyl hexyl sebacate (DEHS) 
Sodium Chloride 
Condensation Nuclei Counter: ambient aerosol 

Yes No Subject donned respirator at least 5 minutes prior to assessment 
Yes No Subject conducted user seal check 

Yes No Apparel interfering with a satisfactory fit must be removed or altered. 
yes No Subject given a description of the fit test and his/her responsibilities 

prior to assessment. 
Yes No Subject wore applicable safety equipment during fit test 

Assessment of Comfort (C: Comfortable, NC: Not Comfortable) 
C NC Position of the mask on the nose 

C NC Room for eye protection 

C NC Room to talk 
C NC Position of mask on face and cheeks 

Adequacy of the fit (A: Adequate, NA: Not Adequate) 

A NA Chin properly placed 

Breathing 
Normal 

Deep 

Head 
Turn Left 
Turn Right 

Side: Left 
Side: Right 
Move Up 

Move Down 
Talking 

Name 

SSN# 
Read 
Rainbow Passage observed by tester 

Facial Expressions 
Grimace 

Smile 
Frown 

Body Movement 

Bend at waist 
Jog in place 

Pass 
Pass 

Pass 
Pass 
Pass 
Pass 
Pass 

Pass 
Pass 

Pass 
Pass 
Pass 
Pass 

Pass 
Pass 

Pass 

Pass 

Pass 

Fail 
Fail 

Fail 
Fail 

Fail 
Fail 

Fail 
Fail 

Fail 

Fail 
Fail 
Fail 

Fail 

Fail 
Fail 

Fail 

Fail 

Fail 

A 

A 

NA Adequate strap tension, not overly tight 

NA Fit across nose bridge 

Subject rates comfort of respirator: 2 3 4 5 6 7 8 9 10 

A NA Proper size to span length from nose to chin 

Least - - - - - - - - - - - - - - - - - - Most 
Yes No Subject made no attempt(s) to adjust respirator during assessment. 

A NA Tendency of respirator to slip 

A NA Subject observed self in mirror to evaluate fit and position. 
Assessment(CHECK -/ALL THAT APPLY) 

Test discontinued due to:, 

Physician's Comments 0 --- Hair growth; beard, mustache, sideburns which cross respirator 
sealing surface, 

0 ___ Difficulty breathing, or 

0 --- Comfort or Fit of respirator was unacceptable to employee. 
Recommendation(s) ---------------------------

Class I FVC - 75% or more; FEV1/FVC Ratio 70% or more (Refer to Guideline Chart) 

No Restrictions on Respirator Use 
Class II FVC 60%-70%; FEV1/FVC Ratio 60%-70% of Predicted (Refer to Guideline Chart) 
Some specific restrictions on respirator use: ________________ _ 

Class Ill FVC 50%-60%; FEV11FVC Ratio 50%-60% of Predicted (Refer to Guideline Chart) 

Respirator use not permitted 

Further testing required: --------------:----------------
Subject to return after facial hair is removed for completion of Assessment by ________ _ 

Subject is to be given the opportunity to select another type of respirator and return for assessment by 

1 f' i:VJ./\A. ~ I~..,_..,_ ~~ .Jta a ..,j. D .,__p ,., ...... .:;;a (J' PhYsidan·siQnaium Physician's Name (Print) 

r _resp _fit_test_asses 

This record is to be maintained by the employer in accordance with 29 CFR 1910.134 Paragraph (m) (2)(1)(A)- (E). 
Re-testing must occur ANNUALLY as long as the employee is required to wear a respirator. 

Page 1 of 1 Print Date: 
Revision Date 

08/20/2008 
06/29/1999 
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(b) (4)

Concentra Medical Centers 
10909 East Frwy Houston, TX 77029 

Phone: (713)973-7943 Fax:(713)973-7947 

PLHCP1 WRITTEN STATEMENT for RESPIRATORS (EMPLOYEE) 

Service Date: 08/20/2008 

Employee Narne: 

Sutter. Joey 

Address: 
1125 Ann St 

#74 

PASADENA 

Employer: 

TX 

CES Environmental 

Employee SSN: ------

77506 

You were evaluated in this office of your medical status related to your physical capability 
to wear a respirator. (Check v one that applies) 

~here were no abnormal findings that would hamper your ability to perform your job duties while wearing a respirator. 
0 The abnormal findings listed below were not related to wearing a respirator but should be reported to your 

personal physician for further evaluation. 

Based upon the results of this evaluation it is my opinion that you: (Check/ ALL that apply) 

1Sl.ARE qualified to wear a respirator. 

[!J Have the following restrictions concerning respirator usage: 

DARE NOT qualified to wear a respirator. 
D Require further testing by your private physician who must submit a written report of his/her findings to 

Concentra Medical Centers so that a final decision on your ability to wear a respirator can be made. 
D Must wear Special prescription eye-wear needed to accommodate respirator. 
D Must use an Eye glass conversion kit. 
D May need to shave Facial hair to assure tight seal on certain face masks. 
D Need to stop smoking. 

@heck V7 au that apply~ 
~The above individual.t:I8S.been examined for respiratorfitness in accordance with 29 CFR 1910.134. This limited evaluation is specific to respirator 

use only. Employees should be instructed to report any difficulties in using respirators or change of any physical status to their supervisor or physician. 
This evaluation included the Respiratory Questionnaire outlined in 29 CFR 1910.134. 

0 The above individual~ been examined by me for respirator fitness. The employee's medical evaluation consisted of a review of OSHA's Medical Evaluation 
Questionnaire in Appendix C Part A Section 2. In accordance with 29 CFR 1910.134, this limited evaluation is specific to respirator use only. Employees should be instructed 
to report any difficulties in using respirators or change of any physical status to their supervisor or physician. This evaluation included the Respiratory Questionnaire 

outlined in 29 CFR 1910.134. 
0 In accordance with specific OSHA requirements, I have informed the above named individual of the results of this evaluation and of any medical conditions resulting from 

exposures that rnay require further explanation or treatment. Where applicable, the above named individual has been informed of the increased risk of lung cancer 
attributable to the combined effect of smoking and asbestos, lead and/or other chemical exposure(s). 

Respirators must be properly selected based on the containment and concentration levels to which the worker will be exposed. Failure to follow the use and fitting instruction 
and warnings for proper use contained on the respirator packaging and/or failure to wear the respirator during all times of exposure can reduce the respirator's effectiveness 
and result in sickness or death. Wearer must be trained in the proper care of any respirator.Refer to product literature and packaging for specific information regarding fit, 
use and/or limitations. 

~:;;£~~ <6 .='!\ ;:. ~ '*'· -l i'= «" ~~ V) 
PL ~ PSignatu;;-

d-ct'-1=n I • l);,;:;, ( /--'="' tAcv.> 
PLHCP Name (printed) 
1Physician or other Licensed Healthcare Professional 

To be maintained in the employee's file with a copy to the employee 

r _plhcp _ stmt_res p _employee Page 1 of 1 

Employee's Signature 

Expiration Date 

Print Date: 08/20/2008 
Revision Date: 04/06/2000 
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(b) (4)

(b) (4)

Concentra Medical Centers 
10909 East Frwy Houston, TX 77029 

Phone: (713} 973-7943 Fax: (713} 973-7947 

EMPLOYER AUTHORIZATION AND INFORMATION FOR RESPIRATORY EVALUATION 
~~PLOVER TO COMPLETE THE FOLLOWJNG] 

Employee Name: Sutter, Joey 

Employer: CES Environmental 

~heck-Type of Respirator(s) To Be U~k.tii:eck ../ALL that apply) J 

I::JAi;=p~rlfying (non-powered) -- 0 Air-purifying (powered) 

0 Atmosphere supplying Respirator 

0 Combination air-line and SCBA 

0 Continous-Fiow Respirator 

0 Supplied-Air Respirator 

0 Open Circuit SCBA D Closed Circuit SCBA 

0 Dust Mask 0 1/2 Face with Canisters 0 Full Face with Canisters 

Make: Model: Cartridge: ____ _ 

[Special Work Conditions 
~-Check .,/ALL That Apply When Wearing Respirator) 

0 High Places 0 Enclosed Places 

0 Temperature Extremes 0 Mostly Cold 

0 Protective Clothing 

0 Mostly Hot 

0 Other:-------=:;--------=---~;=:::;------
0 HAND CARRIED 0 MAILED 0 OTHER Questionare will be: 

Address: 

Employee SSN: 401-08-2362 

~nt of Useage I kCheck ../ALL that apply) 

0 On a daily basis __ Total Hours 

0 Occasionally- but not more than twice a week Total Hours 

0 Rarely- or for Emergency situations only --~1 Hours 

~xpected Physical Effort Required I @heck ..,/ALL that apply) I 
0 Light 0 Moderate 0 Heavy 

~xposure to Hazardous Materials I ~r.:C::-;h_e_c:--k-v--;--;;A-:-L-:-L-ct-:-h-at_a_p_p-ly..,.)] 
0 Arsenic 0 Benz.ene 

0 Coke Oven 0 Cotton Seed I Dust 

0 Cadmium 0 Formaldehyde 

0 Methylene Chloride 0 Lead 

0 Textiles 0 Chromium 

Other(s): _________________ _ 

EVALUATION AUTHORIZATION BY:----------
Signature of Employer Representative 

DO NOT WRITE BELOW THIS LINE DO NOT WRITE BELOW THIS LINE DO NOT WRITE BELOW THIS LINE 

PLHCP 1 WRITTEN STATEMENT for RESPIRATORS (EMPLOYER) 
~EfYSICIAN WiLL-COMP-LETE THE FOLLOWING] 
This report·may contain confidential medical information and is intended for the designated employer contact only. The Americans with Disabilities Act 
(ADA} imposes very strict limitations on the use of information obtained during physical examination of qualified individuals with disabilities. All information 
must be collected and maintained on seperate forms, in seperate files, and must be treated as a confidential medical record, with the following exceptions: 

• Supervisors and managers may be informed about necessary restrictions on the work or duties of an employee and necessary accommodations. 
• First aid and safety personnel may be informed, when appropriate, if the disability might require emergency treatment. 

Based upon my findings, I have determined that this individual {Check 7 ALL that apply) I 
0 Employee must schedule a medical examination with Concentra Medical Centers prior to respirator approval and usage. 

~lass I - No Restrictions on Respirator Use 

'0 Class II - Some Specific Use Restrictions 0 To be used for Emergency Response or Escape Only 0 Other:----------

0 Class Ill - Respirator Use is NOT PERMITTED 

0 Further Testing I Evaluation is Required. 2 

0 Fit Test Required 0 Fit Test Performed Satisfactorily 

0 Fit Test Performed Unsatisfactorily D Fit Test NOT Performed at: Concentra Medical Centers 
0 Special prescription eyewear needed to accommodate respirator 0 Special prescription eyewear needed to accommodate respirator 

0 Facial hair needs to be shaved to assure tight seal on certain face masks. 
1 Physician or other Licensed Healthcare Professional 
'Employee must seek further medical evaluation by a private physician who must submit a report to Concentra Medical Centers 
of his/her findings to 

Pflj ician's Signature j 
,_ 1'1--1} 

Physician's Name (Printed) 
tJ ~ l.AJ (')!f .f - ·2_,u - (_I 1 

Physician's License Number (Optional in Most States) Date of Exam Expires On 

r _plhcp_stmt_resp_employer Page 1 of 1 Print Date: 08/20/2008 

To be maintained in the employee's file with a copy to the employee Revision Date: 06/29/1999 
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(b) (4)Name: Sutter, Joey 

Conaentra Medical Centers 
10909 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physical Exam 

SSN:-

Examination Results 

--b-L- Able to perform essential functions as listed. 

Service Date: 08/20/2008 

Date: 08/20/2008 

___ Unable to perform all essential functions as listed. Please list failed essential function(s): 

v··No medical restrictions are indicated. 

___ The following medical restrictions are indicated: 

Recommend further evaluation. 

Remarks: 

Eval - Pre-Placement 

Provider Print Name Here 

U Pr(;ider si9f)8ture 

Page 4 of4 Revision Date: 0111412004 

© 1996- 2008 Concentra Health Services, Inc. All Rights Reserved. 
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(b) (4)

(b) (4)

Port Arthur Chemical 
& Environmental Services, LLC. 

INCIDENT REPORT 

Near Miss Accident 

Date of Incident 12-18-08 Time- 2:00p.m. 

Result of Incident: Fatality 

1) OFire 2) 0 Explosion 3) Equipment Damage 4) Property Damage 
5) 0 Product Loss 6) Production Loss 7) Employee Endangerment 
8) XX Other FATALITY 

Person(s) Directly Involved 

Name: _Joey Sutter, Suzi Mock, Brad Wood, Krissy Reese, Brian Weathers 

Exact Location Where Incident Occurred: 2420 S. Gulfway Dr., Port Arthur, TX 77640, 
Tanker Line/Unit 267 

Investigative Process: Karl A. Guidry, HSE Manager was notified and informed of the incident. 

Upon arrival at the scene, the area around the proximity of Tanker Unit 267 was immediately 

roped off with yellow barricade tape. Witnesses were identified and directed to provide written 

statements while the information was still fresh in their minds. Witness statements are included 

and are part of this investigative report. 

Once notice of the death of Joey Sutter had been made to Karl Guidry, he contacted OSHA at 1-

800-321- 6742 at ~6:04PM Central Time to notify them ofthe fatality in accordance with the 

provisions of29 CFR 1904.39 which requires notification in case of death or hospitalization of 

three or more employees within eight (8) hours of the incident. Notification was in compliance 

with the requirements of the 29 CFR 1904.39 OSHA Standard. Information provided to the 

recording notification system by Karl Guidry include a brief statement outlining the purpose of 

the notification, the name and address of Port Arthur Chemical & Environmental Services and the 

following personal information regarding Joey Sutter: 

1. Name: J 

2. 

3. s 

EPAH0042001391 



(b) (4)

(b) (4)
4. DOB:-

5. Contact info for Karl Guidry, cell phone uuJHll'"'' 

An OSHA representative contacted Karl Guidry and verified the information which had been left 

on the OSHA Notification recording system. The OSHA representative confirmed to Karl Guidry 

notification of Joey Sutter's death was provided in a timely manner and an OSHA Representative 

from OSHA's South Region Office would contact Karl Guidry. 

On Friday, December 19,2008, Karl Guidry received a call from OSHA Representative Kelly 

Knighton indicating she would be handling the investigation of the incident regarding the fatality 

of Joey Sutter. Ms. Knighton requested a copy of the MSDS for the material contents of Tanker 

Unit 267 along with the placard which was on Tanker Unit 267. Karl Guidry contacted Krissy 

Reese and instructed her to scan and e-mail the documents to Ms. Knighton at 

Knighton.kelly@dol.gov. Krissy Reese confirmed sending the documents and Ms. Knighton 

confirmed receipt of the documents. (Hard copy of documents attached) 

Ms. Knighton also requested copies of the manifest for the contents of Tanker Unit 267. Karl 

Guidry contacted Dispatch and requested any and all documents related to Tanker Unit 267 and 

its contents be faxed to Ms. Knighton at fax number 281-286-6352. A total of eleven (11) 

manifests which made up the composite load of Tanker Unit 267 were confirmed faxed to Ms. 

Knighton at the above referenced fax number. (Hard copy of documents are attached) 

Karl Guidry proceeded to the Port Arthur Fire Department and obtained a copy of the incident 

report to be attached and made part of this investigative report of the sequence of events 

surrounding the circumstances of this matter. (A hard copy ofPort Arthur Fire Department 

Incident Report# 08-0012882 is attached) 

Karl Guidry contacted the Jefferson County Coroner's Office whose address is 5030 Highway 69 

S Ste 700, Beaumont. ( 409) 726-2571 and was informed the autopsy report for Joey Sutter would 

be ready Tuesday, December 23,2008. No other details or findings were communicated to Karl 

Guidry as of the writing ofthis investigative report. 

EPAH0042001392 



Sequence of Events 

Witness statements indicate normal tanker sampling operations were in process and Joey Sutter 

was training a fellow employee, Suzi Mock on proper sampling techniques. The two individuals 

had sampled one tanker and proceeded to sample Tanker Unit 267. Witness statements indicate 

Suzi Mock accessed Tanker Unit 267 first and was situated atop Tanker Unit 267, where she 

opened one ventilation isolation valve. At this point, Joey Sutter climbed up the ladder to Tanker 

Unit 267 to continue his training of Suzi Mock. While still on the ladder, Joey Sutter began to 

loosen the wing nuts on the dome lid of Tanker Unit 267 when according to Suzi Mock, he 

gasped two times and began to bleed from his nose. Suzi Mock called for help and attempted to 

pull Joey Sutter's body on top of Tanker Unit 267 with her. Security notified Brad Wood, a 

fellow employee who instructed Administrative Assistant Krissy Reese to contact 911. Brad 

Wood proceeded to Tanker Unit 267 and assisted Suzi Mock and began performing CPR on Joey 

Sutter. 911 personnel arrived on site at~ 2:19pm, some ten minutes after being notified. Port 

Arthur EMT personnel climbed on top of Tanker Unit 267 and relieved facility personnel of CPR 

duties. Port Arthur Fire Captain Peake directed resources necessary for the removal of Joey 

Sutter from the top of the tanker. 

A facility employee informed Port Arthur Fire Department personnel of the possibility Joey 

Sutter may have been exposed to toxic fumes. Port Arthur Fire Department personnel lowered 

Joey Sutter to the ground and transported him to Christus St. Mary's Hospital, located at 3600 

Gates Blvd in Port Arthur, Texas. An MSDS was provided to Port Arthur Fire Department 

personnel indicating the material contents in Tanker Unit 267 was sulfurized isobutylene. 

(Document attached) 

Hospital personnel indicated the presence of a strong odor from Joey Sutter's clothes. Hospital 

personnel removed the clothes and placed them in a biohazard bag. Christus St. Mary's Hospital 

staff performed a hazmat wash on Joey Sutter. Port Arthur Fire Department personnel placed a 

meter in the biohazard bag with Joey Sutter's clothes and recorded the following readings; 

• LelO 

• H2S 0 

• coo 
• 02 20.9% 

EPAH0042001393 



Port Arthur Fire Department personnel donned scrubs supplied by the hospital and were able to 

remove their clothing and shower as a precaution of handling Joey Sutter. Two other Port Arthur 

Fire Department personnel donned Class "B" suits and air packs and assisted with placing Joey 

Sutter's body into two body bags prior to being released to the morgue for autopsy. Joey Sutter's 

clothing and the Class "B" suits used by Port Arthur Fire Department were also sent to the 

morgue. 

Port Arthur Fire Department personnel returned to the facility to perform Draeger readings on 

Tanker Unit 267. Draeger readings indicated a lPPM H2S result. 

A visual inspection was made of the Unit 267 Tanker to determine if any unknown contributing 

factors may have been present. The tanker ventilation and depressurization system was inspected 

and found to be in complete isolation less the one valve on top of the Tanker Unit 267, which had 

been opened by Suzi Mock as part of her training. The tanker ventilation and depressurization 

system is flex piped to release pressure at ground level while personnel access the crash box 

/dome lid area of the tanker. This method insures adequate safety for facility personnel from 

possible overpressure of tankers being sampled. The inspection revealed the Tanker Unit 267 

was not actually vented due to the fact Suzi Mock was being trained by Joey Sutter and had not 

actually opened the ground level valve (second isolation valve) on the ventilation and 

depressurization system. 

During interviews with facility personnel, one employee conveyed that he had been informed by 

a Port Arthur Fire Department employee at the scene assisting with Joey Sutter the following: 

"based on the fact Joey had nose bleed and his body was blue from the chest up indicated some 

sort of aneurism or possible heart attack." 

EPAH0042001394 



Describe Fully How Incident Occurred: See witness statements below. 

Statement from Suzi Mock: 
December 18, 2008 

Re: Joey Sutter 

On December 18, 2008 at approximately 2:00pm, Joey and I went to sample trailer 267. 
I went up the ladder and vented off the valve to relive pressure in the tank. After the 
pressure was released, Joey climbed up the ladder to show me how to open up the dome 
lid. Still on the ladder, he started to undo the wing nuts and then he passed out. I held 
onto to Joey trying to keep him from falling off the ladder. He gasped two times and 
started bleeding out his nose. I then, screamed for help. I pulled Joey's body on top of the 
trailer as far as I could. The security guard called someone on the radio and hollered for 
help. Brad Wood and the security guard came over to the trailer to assist. I then climbed 
down the trailer and 911 was called. 

SuziMock 

Statement from Krissy Reese 
December 18, 2009 

Re: Joey Sutter 

I was sitting at my desk when Brad Wood hurried past my desk and told me to call 911. I then 

tried to call911 from my desk phone. It would not dial out due to "IP ADDRESS" (internet 

down) displayed on the phone. I then grabbed my cell phone and called 911. The call was placed 

at 2:09pm. Port Arthur Fire department arrived on scene at 2:19pm. 

Statement from Brad Wood: 

12/18/08 Approximately 14:00 

I was in the dispatch office I heard the security guard say something across the radio. I 
relayed back for him to repeat what he said. He said he needed help out here that Joey 
had just passed out on top of trailer 267 and Suzi was holding onto him. I immediately 
ran out the door and to where the trailer was on line. 

I climbed up the ladder. Suzi said he was bleeding from the nose. I got on top of the 
trailer Joey was laying over the dome lid. I then noticed a little blood on the dome lid 
and his nose. I started calling his name and shaking him. I got no response. 

I told Suzi we needed to roll him over and we did as gently as we could. I noticed he was 
completely limp. Still calling his name; gently shaking him; and gently slapping his face 

EPAH0042001395 
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on the cheek trying to get him to come around. Suzi said we needed to get him off the 
trailer, I replied there was no way the two of us could accomplish that. I continued to call 
his name and try to arouse him. I checked for a pulse, he had one (checking his wrist). I 
then began pushing on his chest to try and make him start breathing while at the same 
time holding his head and supporting his neck. 

I noticed Brian Weathers driving in the gate and began waving my arm to get his 
attention. He drove up and climbed up. Suzi at this point went down off the trailer. 

Brain began to try and revive him. Brian and I grabbed Joey under his arms and pulled 
him out of the crash box and onto the walkway on top of the trailer. I checked his pulse 
again, he still had a pulse. Brian began to do CPR on Joey while I supported his head and 
kept checking for a pulse. 

Dennis at this point was at the scene, said he knew CPR and climbed on top to assist me 
and Brain by holding Joey's hand and talking to Joey. I'm guessing that a span of 5 or 6 
minutes had passed from the time Brian got on top of the trailer and EMS arrived. 

EMS personnel climbed on top of the trailer and began working on Joey. The company 
forklift got to the trailer with a pallet and lifted the pallet to the top. I got on the pallet 
and was lowered to the ground. By this time the JLG man lift was there. I moved the 
forklift out of the way and watched EMS personnel continue to work on and give Joey 
CPR. 

What Unsafe Acts/Conditions Lead to Incident: There were no unsafe acts involved. It 

appears this incident was the result of a personal medical condition. 

Recommendations to Prevent Reoccurrence: There are no recommendations to prevent 

recurrence since this incident was not job related. 

Preliminary Assumptions: 

Prepared by: insert name Title: insert Initials ---

Approved by: insert spvsr Title: insert Initials ---

EPAH0042001396 



Port Arthur Fire Department Haz-Mat Sampling Tanker Unit 267 (Close-up) 

See Port Arthur Fire Department Incident Report # 08-0012882 Page 3 HR-1 Supplement 

Indicating Draeger Read of 1 ppm ofH2S (Incident Report Attached) 
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Port Arthur Fire Department Haz-Mat Sampling Tanker Unit 267 (Farther Away) 

See Port Arthur Fire Department Incident Report# 08-0012882 Page 3 HR-1 Supplement 

Indicating Draeger Read of 1 ppm of H2S (Incident Rep01t Attached) 
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12/19/2008 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 
mmoser@cesenvironmental.com 

Notification Confirming Receipt of Claim 

Date of Injury: 12118/2008 
Injured Worker: SUTTER, JOEY 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a 
second Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please 
submit a copy of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of 
the form online at www.texasmutual.com/hcnlhcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (5 12) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m.- 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet: 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www. texasmutual.com/workers/iw ADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m.- 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing foss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001399 
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Claim Number: 9910000556027 

Notification Date: 12/19/2008 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: 
SSN: 

JOEY SUTTER 
XXX-XX

Mailing 
Address: TX 

County: 

Physical 
Address: 

County: 

Home Phone: 
Date of Birth: 
Marital Status: Not Married 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: 
Tax ID: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date of Injury: 
Date Reported: 

12/18/2008 

12/18/2008 

Time: 14:30 

Fax: 

Nature of Injury: UNKNOWN/NOT REPORTED 

Cause of Injury: MISC. CAUSES-OTHER 
MISCELLANEOUS, NOC 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

Yes 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 
Address: 

4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: WAREHOUSE 
Hire Date: 00/00/0000 State: TX 
Partner/Officer/Owner: No 
Date Lost Time Began: 00/00/0000 
Return to Work Date: 0010010000 
Last Paycheck was: 
Wage: 
Frequency: 

Hours/Week: Days/Week: 

Fax:(713)676-1676 

Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: 
Phone: Ext: 

PREPARER OF REPORT 

Name: CHAD 
Phone: (713)966-1796 Ext: 
Email: mmoser@cesenvironmental.com 

INJURY INFORMATION 
Address Where Injury Occurred: 
2420 GULFWA Y DR 
PORT ARTHUR TX 77640-4541 

County: JEFFERSON 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

Fax: 

FATALITY. EE WAS CLIMBING ON A TRUCK TO HELP IN THE CHEMICAL VENTING PROCESS. EE 
STARTED BLEEDING FROM HIS NOSE AND FAINTED. EE PASSED DUE TO ANEURYSM. 

EPAH0042001400 
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A MM DD yyyy Ooelete NF!RS -1 
INH715 I ITX I L_gJ lliJ I 2008 I 12 I 108-0012882 I I OOOI Ochange Basic 
FDID 

* 
State* Incident Date 

* Station Incident Number 
* Exposure * 0 No Activity 

0 Check this box to Indicate that the address for this incident is provided on the Wildland Fire census Tract 
I 1-LJ B Location* Module In Section B "Alternative Location Specification". Use only for Wildland fires. 

~!]street address 
I 24201 l§__J I Gul fwa::l I IDR I LJ 0 Intersection Number/Milepost Prefix Street or Highway Street Type Suffix 

Din front of 
I I I PORT I l!LJ 177640 1-1 I ARTHUR 

ORear of 
Apt./Suite/Room City State Zip Code 

0Adjacent to 
I I ODirections 
Cross street or directions, as applicable 

c Incident Type * Times 
Midnight is 0000 

E2 Shift & Alarms El Date & 

1321 I I EMS call, excluding vehicle I 
Check boxes if Month Day Year Hr Min Sec Local Option 
dates are the 

Incident Type same as Alarm ALARM always required ~ ~ 12 I Date. ~ ~ I 20081114:10:331 
D Aid Given or Received* Alarm * Shift or Alarms District 

Platoon 

OMutual 
ARRIVAL required, unless canceled or did not arrive 

1 aid received 
I ILJ [!] Arrival* ~ ~ I 2oo81114:19:2o 1 

E3 2 OAutomatic aid recv. Their Their FDID 

OMutual aid given 
State CONTROLLED Optional, Except for wildland fires Special Studies 

3 

ll I Local Option 
4 OAutomatic aid given I I 

D Controlled LJ LJ I 
5 oother aid given Their LAST UNIT CLEARED, required except for wildland fires I I I I 

Incident Number Last Unit Special Special N IK]None I!! Cleared I__Ej ~I 20081116:45:03 I Study ID# Study value 

F Actions Taken* Gl Resources* G2 Estimated Dollar Losses & Values 

!.!] Check this box and skip this LOSSES: Required for all fires if known. Optional section if an Apparatus or for non fires. None 
123 I !Extricate, disentangle I 

Personnel form is used. 

Apparatus Personnel Property $I I I I OOOI ,, OOOI D Primary Action Taken (1) 

I 00021 I 00061 Suppression Contents $I I~ I OOOIII OOOI D 133 I !Provide advanced life I 
Additional Action Taken (2) EMS I 00011 I I PRE-INCIDENT VALUE: Optional 

I I I I 
Other I I I I 

$I I I OOOIII OOOI D Property I 
Additional Action Taken (3) 

D Check box if resource counts 
include aid received resources. Contents $I I I I OOOIII OOOI D 

Completed Modules Hl * Casual t i esONone H3 Hazardous Materials Release I Mixed Use Property 

OFire-2 N ONone NN r-Not Mixed 
Deaths Injuries 

10 1- Assembly use 
Ostructure-3 Fire 

I II I 
1 ONatural Gas: slow leak, no evauation or HazMat actions 20 1- Education use 

ocivil Service 
OPropane 1- Medical Fire Cas.-4 2 gas: <21 lb. tank (as in home BBQ grill) 33 use 

0Fire Serv. Cas.-5 Civilian! II I 3 D Gasoline: vehicle fuel tank or portable container 40 1- Residential use 
51 1- Row of stores DEMS-6 

H2 
4 OKerosene: fuel burning equipment or portable storage 53 1- Enclosed mall Detector 

OHazMat-7 Required for Confined Fires. 5 ODiesel fuel/fuel oil :vehicle fuel tank or portable 58 1- Bus. & Residential 
[]Wildland Fire-a 

lc=Jnetector alerted occupants 6 OHousehold solvents: home/office spill. cleanup only 59 1- Office use 
IKJ Apparatus- 9 7 OMotor oil: 60 1- Industrial use 

from engine or portable container 
63 t- Military use 

IK]Personnel-10 2 D Detector did not alert them 8 OPaint: from paint cans totaling < 55 gallons 65 1- Farm use 
OArson-11 UOUnknown 0 0 Other: Special HazMat actions required or spill > 55gal., 00 I- other mixed use 

Pl.ease compl.ete the HazMat form 

J Property Use* Structures 341 D Clinic, clinic type infirmary 539 []Household goods,sales,repairs 

342 D Doctor/dentist office 579 D Motor vehicle/boat sales/repair 
131 ochurch, place of worship 3610Prison or jail, not juvenile 571 []Gas or service station 
161 D Restaurant or cafeteria 4190 l-or 2-family dwelling 599 0 Business office 
162 OBar/Tavern or nightclub 429 OMulti-family dwelling 615 []Electric generating plant 
213 0Elementary school or kindergarten 439 0Rooming/boarding house 6 2 9 D Laboratory I science lab 
215 0High school or junior high 449 ocommercial hotel or motel 700 D Manufacturing plant 
241 D College, adult education 459 0Residential, board and care 819 []Livestock/poultry storage(barn) 
311 ocare facility for the aged 4 6 4 D Dormitory /barracks 882 D Non-residential parking garage 
331 OHospital 519 D Food and beverage sales 8 91 KJ Warehouse 

Outside 936 ovacant lot 981 []construction site 

124 0Playground or park 9 3 8 0Graded/ care for plot of land 984 [] Industrial plant yard 

655 ocrops or orchard 946 0Lake, river, stream 

669 OForest (timberland) 951 0Railroad right of way 
Lookup and enter a Property use code only if 
you have NOT checked a Property Use box: 

8 07 []Outdoor storage area 9 6 0 []Other street Property Use 1891 I 
919 onump or sanitary landfill 961 0Highway/divided highway 

!Warehouse I 931 oopen land or field 962 OResidential street/driveway 
NFIRS-1 Revision 03711799 

Port Arthur F.D. NH715 12/18/2008 08-0012882 
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(b) (4) (b) 
(4)

(b) (4)

Person/Entity Involved IECA Environmental Services 1409 1-1293 1-16854 
Local Option 

rv1 Check This Box if 
~ same address as 

incident location. 
Then skip the three 
duplicate address 
lines. 

Business name (if applicable) Area Code 

I IPORT ARTHUR 
Ap"'"t-. ;'"'s'""u""it-e...,/R_o_,om city 

-._1 ----' 

[]More people involved? Check this box and attach Supplemental Forms (NFIRS-lS) as necessary 

Phone Number 

LJ 
Suffix 

LJ 
Suffix 

K2 Owner [] 
Same as person involved? 
Then check this box and skip 
The rest of this section. .__ _ _,I - I 1- '-I __ _, 

Local Option 

[] Check this box if 
same address as 
incident location. 
Then skip the three 
duplicate address 
lines. 

L Remarks 
Local Option 

Business name (if Applicable) Area Code Phone Number 

LJ 
Mr. , Ms., Mrs. First Name MI Last Name 

LJ 
Number Prefix Street or Highway Street Type 

Post Office Box Apt. /Suite/Room City 

LJ I 1- L--1 _ ____. 
State Zip Code 

<<LOgS>> 14:11:03 00005150 : sc enrte ; 14:14:36 00005062 : PER 5014 CALL BACK ADVISED 
FULL ARREST/E2 EMS ADVISED ; 14:19:30 00005062 : E2 1410 1419 ; 14:19:54 00005062 : 

LJ 
Suffix 

LJ 
Suffix 

RETONE ; 14:20:17 00005062 : W2 REQUEST R1 ASSIST ; 14:21:44 00005062 : TURN AT 
TALON'S/ENVIRONMENTAL//RD BEFORE IC BRIDGE ST COM ON RIGHT DOWN DIRT RD ; 14:28:08 00005145 
: e2-heavy set man ontop of the tanker ; 14:30:06 00005145 : bringing him down now ; 
14:33:23 00005145 : hr1 has a firefighter riding with ems to hospital enroute to pick him up 
////st mary ; 14:45:56 00005145 : e2 to st marys to give information ; 14:56:51 00005145 : 
e2 at st mary ; 15:03:45 00005145 : told unit 3 to call the chief the hospital is tre.ating 
this as a hazmat incident ; 15:19:40 0000514~ : e2 leaving st mary going back to scene ; 
15:31:04 00005145 : hr1 toned out of service ; 15:32:18 00005145 : e2 back on the csene ; 
16:04:51 00005145 : msds is non toxic ; 16:07:20 00005145 : e2 back in service going to 
station ; 16:14:27 00005145 : ernout to st mary hospital ; 16:23:31 00005145 : at st mary 
again ; 16:45:03 00005145 : Incident Closed ; 

On 12/18/2008 at 14:10:33 dispatched To 2420 S Gulfway DR /PORT ARTHUR, TX 77640. The 
location is a Warehouse. The incident was determined to be a(n) EMS call, excluding 
vehicle accident with injury. 

14:19:20 arrived on scene. 
The following actions were performed on scene: 

Extricate, disentangle 
Provide advanced life support (ALS) 

Units responding were: 
Unit E2 responded. 

L Authorization 

Officer in charge ID Signature 

ICA ~ l.l:..§J I 
Position or rank Assignment Month Day Year 

129450 !PEAKE, THOMAS W 

ICA ~ ~ I 
Position or rank Assignment Month Day Year 

Check 2 SO 
Box if IKJ ._I _9_4 ______ ____, 
same 
as Officer Member making report ID 

!PEAKE, THOMAS W 
Signature 

in charge. 

20081 

20081 

Port Arthur F.D. NH715 12/18/2008 08-0012882 

EPAH0042001402 



MM DD 
I NH715 ITX I ~ LilJ I 
FDID 

* State* Incident Date * 

Narrative: 

yyyy 

2oo8 1 I 2 
Station 

1 o8-oo12882 
Incident Number * Exposure * I 

Complete I 
Narrative I I ooo I 

<<Logs>> 14:11:03 00005150 : sc enrte ; 14:14:36 00005062 : PER 5014 CALL BACK ADVISED FULL 

ARREST/E2 EMS ADVISED ; 14:19:30 00005062 : E2 1410 1419 ; 14:19:54 00005062 : RETONE ; 
14:20:17 00005062 : W2 REQUEST R1 ASSIST ; 14:21:44 00005062 : TURN AT 
TALON'S/ENVIRONMENTAL//RD BEFORE IC BRIDGE ST COM ON RIGHT DOWN DIRT RD ; 14:28:08 00005145 : 
e2-heavy set man ontop of the tanker ; 14:30:06 00005145 : bringing him down now ; 14:33:23 
00005145 : hr1 has a firefighter riding with ems to hospital enroute to pick him up ////st 
mary ; 14:45:56 00005145 : e2 to st marys to give information ; 14:56:51 00005145 : e2 at st 
mary ; 15:03:45 00005145 : told unit 3 to call the chief the hospital is treating this as a 
hazmat incident ; 15:19:40 00005145 : e2 leaving st mary going back to scene ; 15:31:04 
00005145 : hr1 toned out of service ; 15:32:18 00005145 : e2 back on the csene ; 16:04:51 
00005145 : msds is non toxic ; 16:07:20 00005145 : e2 back in service going to station ; 
16:14:27 00005145 : ernout to st mary hospital ; 16:23:31 00005145 : at st mary again ; 
16:45:03 00005145 : Incident Closed ; 

On 12/18/2008 at 14:10:33 dispatched To 2420 S Gulfway DR /PORT ARTHUR, TX 77640. The 
location is a Warehouse. The incident was determined to be a(n) EMS call, excluding vehicle 
accident with injury. 

14:19:20 arrived on scene. 
The following actions were performed on scene: 

Extricate, disentangle 
Provide advanced life support (ALS) 

Units responding were: 
Unit E2 responded. 
Unit HR1 responded. 
Unit SC63 responded. 

16:45:03 all units back in service. 

Dispatched to difficulty breathing. While enroute the call was upgraded to a full arrest. 
AOSTF patient on top of a tanker. Company emloyees had begun cpr. Fire engineer Barideaux and 

fire fighter Delacerda climbed on top of tanker and took over cpr. Captain Peake directed 
resources needed for the retrieval of patient from atop the tanker. Company employee made 
mention that the patient may have been exposed to toxic fumes. FD backboarded the patient and 
lowered the patient to the ground and onto waiting Stat Care ems stretcher. Fire fighter 
Thibedeaux rode with patient to SMH to assist ems. 
HR1 went to SMH while E2 gathered patient info. E2 went to SMH and found hospital doing a 
hazmat wash on patient. E2 returned to scene to take drager readings from top of tanker. 
Drager read 1 ppm of H2S. Obtained msds sheet on tanker contents. Msds showed chemical to be 
sulfurized isobutylene. Toxicological Data showed all areas to be: Practically non-toxic. E2 
returned to SMH msds sheet for distribution to the hospital and JP. E2 returned to service. 

HR-1 Supplement: 

HR-1 responded to assist. FF Thibodeaux rode in with EMS to St. Mary. Upon arrival the EMS 
staff complained of a strong odor from the pt. and his clothing. Hospital staff removed 
clothing and placed into a biohazard bag. FD placed a meter in the bag. The meter detected 
no lel, no H2S, no CO, and indicated an 02 % of 20.9. The deceased was placed in a secure 
room ouitside of the ER. FF Thibodeaux was provided with scrubs from the hospital and was 

Port Arthur F.D. NH715 12/18/2008 08-0012882 
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MM DD 

I NH715 ITX I L_gJ L.!.ru I 
FDID 

* State* Incident Date * 

Narrative: 

yyyy 

2oo8 1 I 2 
Station 

1 o8-ool2882 
Incident Number * Exposure * I 

Complete I 
Narrative I I ooo I 

able to remove her clothing and shower. Capt. Achord and FE Richard donned class B suits and 

airpacks and assisted in placing the deceased into two body bags for transfer to the morgue. 
Both the class B suits and the pt.'s clothing went with the decedant to the morgue. 

Port Arthur F.D. NH715 12/18/2008 08-0012882 
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1> .. MM DD yyyy 
0 I NFIRS - 10 I 

I NH715 I ITX I ~ L1&J I 20081 I 2 I I 08-0012882 I I oool Delete 

FDID 
* State* Incident Date * Station Incident Number * Exposure * O Change Personnel 

B Apparatus or 
* 

Date and Times Sent Number Use Actions Taken 
Resource Check if same as alarm date 0 of* Check ONE box for each List up to 4 actions 

People 
apparatus to indicate for each apparatus 

Use codes listed below Month Day Year Hours/mins its main use at the and each personnel. 
incident. 

0 ID IE2 I 
Dispatch lXI l__g[ ~ I 20081 114:10 I Sent ~Suppression LJ LJ 
Arrival IXJl__g[~l 20081 114:19 I [!] L2.l OEMS 

Type L!.!_j Clear lXI L__g[ L.!!!l 20081 116:45 I oother LJ LJ 

Personnel Name Rank or Attend Action Action Action Action 
ID Grade ~ Taken Taken Taken Taken 

29450 PEAKE, THOMAS CA X 
49817 DELACERDA, TRAVIS FF X 
70785 BARIDEAUX, THADDEUS FF X 

0 IHRl I 
Dispatch lXI l__g[ ~ I 2oo8ll14:1o I 

Sent 
~Suppression ID 

[!] LJ LJ 
Arrival IXJL__g[~l 20081 114:30 I L2.l OEMS 

Type l2.Q_J Clear lXI L__g[ L.!!!l 20081 116:45 I oother LJ LJ 

Personnel Name Rank or Attend Action Action Action Action 

ID Grade ~ Taken Taken Taken Taken 

25700 ACHORD, JON CA X 
30005 RICHARD, BRAND AN FE X 
30725 THIBODEAUX, ANGELL FF X 

0 ISC63 I 
Dispatch lXI l__g[ ~ I 20081 114:10 I 

Sent 
osuppression ID 

[!] LJ LJ 
Arrival IXI~U:.rul 20081 114:22 I l_QJ IXJEMS 

Type L?.LJ Clear gg L__g[ L.!!!l 20081 116:45 I oother LJ LJ 

Personnel Name Rank or Attend Action Action Action Action 

ID Grade ~ Taken Taken Taken Taken 

NFIRS-10 Revision 11/17/98 

Port Arthur F.D. NH715 12/18/2008 08-0012882 
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*************** -IND. XMT Journal- **************** Date DEC-22-2008 ***** Time 13:36 ******** 

Date/Time = DEC-22-2008 13:34 

Journal No. = 183 

Comm. Result = OK 

Page(s) = 004 

Duration = 00:00:53 

File No. = 286 

Mode = Memory Transmission 

Destination = 2812866352 

Received ID = I 

Resolution = Fine 

-CES ENVIROMENTAL 

***** DP-C264 ********************** - - ***** - 7137488664- ********* 
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Port Arthur Chemical 
& Environmental Services, LLC. 

2420 S. Gulfway Dr. 
Port Arthur, TX 77641 
Phone: (630) 212-0437 
Fax: (713) 676-1676 

Fax 
To: Texas Mutual 

Fax: 512-224-3889 

From: Karl Guidry 

713-676-1460 

Pages:~L/.Pages to follow 

I~ 
Attn: Karen Crouse Date: January 12, 2009 

See attached requested documentation regarding our employee Joey Sutter 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 
713-676-1676 Fax 
kguidry@cesenvironmental. com 

EPAH0042001407 



Patriot Security EOC 
ee Owned Com _@..£In TEXAS! 

Il~CIDENT REPORT 
r=o.~-PE~~:===== =: : == ::::, 

>o· <T 

11ME:. ~~AM .. 

-~:e..~Pl\1: . . (} 

I WITNESS: . 

-~--~~~L~b~C~A~TI~ON:E~~2~n~~F~w~or~~~~~--~~~~ 

~YW.~ .. · 
POLICE Dllf' i\.RTMENT:· Ex •• .lJ(:at~~o;...;..: n--:-t P:::-D:::-_ ............ ~____,11 

~FIRE DE . MENTi t'i; Beaumont FD 

/:?Ci,.:e/..&~~;;/7 
PRINT INCIDENT DETAILS IN ALL CAPITAL LETTERS 

COMPLETE INCIDENT DRAVVIr\'G ON BACK 

Jf;Y 
I ..C ft /:1! /JA . :262 /A,~J.f:tt '<:Jbq Stt/.7'",r(/ c.;s cR.J:Jih·y;~ 

;:J?v,l? 8tt:c7?'/.J w#S l~flJ~ o·w7 e:;Jrrr:z£ aE zj;J!/;: 

w 1.?:# C7 'C>.Lyt___..~~~=-___;;o--"-"''---"""

t V/!fC /( /oil d/v:()d/lc.>.-.o-u at o/:1/tJ 

J---MI..f.<.t-<"-""'--""''P'If~tLJ,ltf/lJ iA>rl flue'-<-' -~C?~.u..i::J;""":T:.___-4-f);<L:::· ~_./P:~~::::.t..::::D:..:::I,_· --&:-'..!-=:'----"-'/,'9$...c:=-.-"'f,'-"-~'"""~"'-r,,"--,t:-="'t::"'-?t=!?P./1._.:.~-=-?6-St>-i 
/A C.,!/ t /;{ £C;tt 

Security Officer's Signature:~_~ __ Employee #_/oo?' 

C(mfidential and Proprietary 
Patriot Security EOC 

Proudest Em;; ee OJ-vned Com:oanv In TEXAS! 
-.-~-~--~~~· .. ... *-= ' "' ' "" ' ··- . 
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~--~·'!;';,. 

6~k.A- Document Request SUBPOENA # l 
... ''coMPANY: Port Arthur Chemical and Environmental Services 

,t·,'' INSPECTION #: 31196097 5 
,,:'t' REQUESTED DATE: 20 January 2009 

._0: 

ATTACHMENT A 

Item Description 
1 Injury & Illness logs (OSHA 300& 300A) for the past 3 years 

Bill ofladings for the last 11 loads received prior to the 18 December 
2 2008 incident 
3 Document showing all employees 

MSDS for any and all process chemicals at the Port Arthur Chemical 
4 and Environmental Services facility 

Copy of placard on the truck involved with the 18 December 2008 
5 incident 
6 Document showing the witnesses of the 18 December 2008 incident 
7 Copy of the coroners report 

Written procedures for sampling the trailers as it existed at the time of 
8 the incident on 18 December 2008 
9 PPE (personal protective equipment) assessment & certification 

PPE requirements for taking samples of the trailers as it existed at the 
10 time ofthe incident on 18 December 2008 
11 Written Respiratory Protection Program 
12 Hydrogen sulfide program/practices 
13 Written disciplinary program! policy 
14 All near misses and incident reports for 2008 

Specific sampling procedures for extracting samples from trailers as it 
15 existed at the time ofthe incident on 18 December 2008 

The 18 December 2008 sample analysis of the contents ofthe trailer 
16 (#267) 

Written process overview explaining the processes at the Port Arthur 
17 Chemical & Environmental Services site 

Process flow diagram for the processes at the Port Arthur Chemical & 
18 Environmental Services site 

P&Ids (piping and instrumentation drawings) for the processes at the 
19 Port Arthur Chemical & Environmental Services site 

Any and all batch records for the processes from 16 December 2008 to 
20 19 December 2008 

Any and all pH readings for the processes from 16 December 2008 to 19 
21 December 2008 

Date 
received 
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PACES Census 
Employee Phone 

Andersen, Keld 
Brannon, Rickey H 
Crawley, Kevin 0 
Cumberland, Jimmy 0 
Mendoza, Juan  
Mock, Suzi A 
Reese, Krissy H 
Rudd, Michael C 
Saylor, Christopher R 
Shaddix, Dennis M 
Sittig, Charles B 
Sutter, Joey 
Weathers, BrianD 
Wilson, Kevin L 
Wood, William B 

Page 1 of 1 
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manner this e-mail or any attachments to it. If you have received this message in error, please notify the 
sender by replying to this message and delete it from your computer. 

111112009 
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Karl Guidry 

From: Scarpa, Kimi- OSHA [Scarpa.Kimi@dol.gov] 

Sent: Tuesday, December 23, 2008 4:43 PM 

To: Karl Guidry 

Cc: Figueroa, Joann - OSHA; Hurlburt, Tanya - OSHA 

Subject: OSHA document request forCES 

Attached is the document request for both sites. If you have any question, contact me. Thank 
you. 

Kimi 
17625 El Camino Real, Suite 400 
Houston, TX 77058 
281-286-0583 
Fax: 281-286-6352 

OSHA's Mission: To assure safe and healthful working conditions for working men and women. 
HSAO's VISION: Utilizing the talents and skills of OSHA's finest, we will execute "The Missions" professionally, 
effectively, efficiently and with respect toward one another and our constituents. To meet this vision we will use the values 
set forth in TEAM CORE. 

NOTICE: 
This e-mail message and any attachments to it may contain confidential information. The information 
contained in this transmission is intended solely for the use of the individual(s) or entities to which the 
e-mail is addressed. If you are not the intended recipient, or an employee or agent responsible for 
delivering this message to the intended recipient, you are hereby notified that you are prohibited from 
reviewing, retransmitting, converting to hard copy, copying, disseminating, or otherwise using in any 
manner this e-mail or any attachments to it. If you have received this message in error, please notify the 
sender by replying to this message and delete it from your computer. 

1111/2009 
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"";''OSHA- Document Request SUBPOENA #1 
"'iriJ!;" caMP ANY: CES Environmental 

.i!{i%'' INSPECTION#: 311960942 
,~!l·· REQUESTED DATE: 20 January 2009 

-/'~~;,); 

Item 
H1 

H2 

H3 

H4 

H5 

H6 

H7 

H8 

H9 

H10 

ATTACHMENT A 

Description 
Injury & Illness logs (OSHA 300& 300A) for the past 3 years 
Incident report for the rupture on 6 December 2008 
Piping and instrumentation drawings (P&ID) for the oxidizer 
Chemical stream component information 
Procedure(s) used for the activities on 16 December 2008 in and around 
the oxidizer unit. ~ 
Detailed piping and instrumentation drawings for the "oil recycling unit" 
including all emission controls \....--' - ~~ ~ 
Document(s) showing all employees and their job titles and area they 
~ ~~ 
PPE (personal protective equipment) assessment for the Houston CES p .... 
Environmental site -- \(1\-Vv-vt --t ~C""-D 0 
Written Respiratory Protection Program ......- I ' f t: ~ 
Written process overview explaining the processes at the Houston CES ,

11 
·"" ..,...,;uA '"- MfrAwJ 

Environmental site - DfiV> 1 ,- • • 1 
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OSHA- DOCUMENT REQUEST #1 
COMPANY: Goodyear Tire & Rubber Houston Chemical Plant 
INSPECTION#: 311957161 
REQUESTED DATE: 17 June 2008 

ATTACHMENT A 

Item Description 
1 Injury & Illness logs (OSHA 300& 300A) for the past 3 years 
2 Incident report for the rupture on 6 December 2008 
3 Piping and instrumentation drawings (P&ID) for the oxidizer 
4 Chemical stream component information 

Procedure(s) used for the activities on 16 December 2008 in and around 
5 the oxidizer unit. 

Detailed piping and instrumentation drawings for the "oil recycling unit" 
6 including all emission controls 
7 Listing of all employees and their job titles and area they work 

Date 
received 

17 Dec 08 
17 Dec 08 
17 Dec 08 
17 Dec 08 
f1\1f40 

<2\ luLtl 0 q 
s~ ... :>\-
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1exas~ .·.· 
12/19/2008 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 
mmoser@cesenvironmental.com 

Notification Confirming Receipt of Claim 

Date of Injury: 12/18/2008 
Injured Worker: SUTTER, JOEY 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a 
second Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please 
submit a copy ofthe signed, second acknowledgement fom1 to Texas Mutual Insurance Company. You can find a copy of 
the form online at www.texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m. -5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet: 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workersliwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www .texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m.- 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss mns and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; fax: (512)224-3889 

EPAH0042001415 
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Port Arthur Fire Department Haz-Mat Sampling Tanker Unit 267 (Farther Away) 

See Port Arthur Fire Department Incident Report# 08-0012882 Page 3 HR-1 Supplement 

Indicating Draeger Read of 1 ppm ofH2S (Incident Report Attached) 

EPAH0042001416 



Port Arthur Fire Department Haz-Mat Sampling Tanker Unit 267 (Close-up) 

See Port Arthur Fire Department Incident Report # 08-0012882 Page 3 HR-1 Supplement 

Indicating Draeger Read of 1 ppm of H2S (Incident Report Attached) 

EPAH0042001417 



OSHA- DOCUMENT REQUEST #1 
COMPANY: Goodyear Tire & Rubber Houston Chemical Plant 
INSPECTION#: 311957161 
REQUESTED DATE: 17 June 2008 

ATTACHMENT A 

Item Description 
1 Injury & Illness logs (OSHA 300& 300A) for the past 3 years 
2 Bill of ladings for the last 11 loads of SIB received 
3 List of all employees 
4 MSDS for sulfurized isobutylene 

Copy of placard on the truck involved with the 18 December 2008 
5 incident 
6 List of witnesses of the 18 December 2008 incident 
7 Copy of the coroners report 

Date 
received 

22 Dec 08 
19 Dec 08 
23 Dec 08 
19 Dec 08 

19 Dec 08 

EPAH0042001418 



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: USDOL OSHA 

Fax: 281-286-6352 

Attn: Kimi Scarpa 

See attached requested documentation. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

From: Karl Guidry 

 

Pages:/ I Pages to follow 

/b4<r 
Date: January 14, 2009 

EPAH0042001419 
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Tank Farm 
Vents 

Sources 

I 
.... 

Centrifuge 

I 

CES Houston Facility 

"Thermal Oxidizer" 
Process Flow Diagram 

Ambient 

Wet 1 Carbon 
Regenerative 

Thermal Oxidizer 
(RTO) 1330 F -Scrubber System - Gas Flow 

Stack 

• ..t 

Temp 
250-300 F 

CES Environmental Services, Inc. 
4904 Griggs Road 
Houston, TX 77021 

713-676-1460 
CES Houston Facility 

"Thermal Oxidizer" 
Drawn Bv: I CGH/cm 
Date: I November 11, 2008 



CES 
Serv~cesl inc, 

4904 Griggs Road 
Houste:m, TX 7702"1 
Phone; (713) 676-1460 
Fax: {713) 676-1 :fiTS 

Fax 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 77702·1 

713-676-1460 Ext 1 15 
713-676-1676 Fax 
kguidry@c~esenvironmentaU~Qi'D 

Karl Guidry 
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CES Environmental RTO Work Plan 

On 12-6-08 at~ 12:45!!!!!t the CES Environmental Services, Inc. facility, located at 4904 

Griggs Rd experienced a pressure release associated with the thermal oxidizer. This 

unit burns/ oxidizes organics in the air streams vacuumed off the hydrocarbon storage 
tanks and processing operations. It appears the Thermal Oxidizer unit overheated, 

resulting a programmed safety system shutdown of the unit. After a period of cool 

down phase, the unit restart permissive was released in the logic. The CES 

Environmental Services, Inc Processing Director was in the process of restarting the unit 
when the pressure release happened. The pipe rupture was accompanied by a loud 

noise and vibration. 

Preliminary investigation led facility personnel to believe that the air mixture going into 

the Thermal Oxidizer unit may have been oversaturated after the unit cool down 

phase. It appears the saturated air entered the Thermal Oxidizer chamber and appears 

to have flashed causing a rapid expansion of air that ruptured the vent piping. 

CES Environmental Services, Inc hired Donald L. Corwin PE of Therma-A-Cor 

Consulting, Inc whose address is 418 Rawlings Rd., Phoenixville, PA 19460 to perform a 

"root cause analysis" to determine the probable cause of the incident and to make 

recommendations to prevent future occurrences of such an event the subject of this 

report. Below are the work procedures which were in place on December 16,2008. 

Piping Design 
The piping of the fume collection and the tank collection system are designed to carry a 

very dilute and a highly variable organic vent stream from the centrifuge and tank 
areas. The two lines are installed to allow the tank vent line to terminate operation 

during periods of high organic concentration. The centrifuge line is a high flow line 
utilized for odor control. This line will not have high organic concentrations. 

The tank vent line is a sweep through line that has the potential of high organic 
concentrations. These organic materials cannot be fully defined. They are the result of 

the wide variety of materials processed by the facility. The line is segregated from the 

dilute centrifuge line to provide additional control on the feeding of this line into the 

RTO. 

Centrifuge Fume Line 

Therm-A-Cor Consulting Page 1 of 5 
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CES Environmental RTO Work Plan 

1. The centrifuge pipe is designed on a diameter that will span the largest distance 

between the current supports. A minimum of 24 inches would be required for a 
3000 CFM draw rate from the centrifuge room. 

2. A 24 inch diameter light wall duct is needed to have a low pressure drop 0.5 

inwc per 100 effective feet at a flow rate of 3000 CFM. If the flow rate needed by 
the centrifuge room is less than 3000 CFM. 

3. The current shut off valve mounted on top of the ID fan is to be reused. 

4. Pressure indicators will be located at the start and end of the fume line. 

Operational personnel will monitor these indicators on a daily basis. These 

gauges will be ranged on the order of 0 to 15 inwc (negative). 

5. The centrifuge piping should be sloped downward to collect condensed steam 
and liquids. A collection barrel may be located in the containment area adjacent 
to the RTO 

Scrubber Line 

6. The scrubber line is a separate line that enters in the fume manifold immediately 

upstream of the ID blower. 
7. A flame arrester is to be installed as close as possible to the main air manifold. 

The flame arresters will be mounted in vertical piping to prevent liquid from 
collecting in the unit. 

8. The line size of the scrubber line is 6 inches. The maximum fill rate of the tanks 
with the pumps available is on the order of 600 gpm (2 at 300 gpm). 

9. The shut off valve on the scrubber vent line to the RTO is bubble tight shut off. 

This valve will close when the temperature of the oxidizer is greater than 150 
Deg F (actual value to be documented at RTO start up) above the set point 

temperature. An alarm will sound to alert the operators of the high organic 
loading condition. 

10. The plant has determined that the scrubber is to be bypassed when the RTO is 

operating. The control system will be modified to automatically start the 

scrubber when the 

11.Pressure indicators are installed to allow for continuous monitoring of the 

system. The range of the pressure gauges is 0 to 15 inwc (negative). 
12. The scrubber will be removed from the area while repairs are accomplished on 

the RTO. The scrubber will be taken to the MRI shop for repairs. 
13.A blind flange will be installed on the piping from the tanks to the scrubber to 

prevent fumes from entering the RTO fume line until the safe RTO operation has 

been verified. 

Therm-A-Cor Consulting Page 2 of 5 
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CES Environmental RTO Work Plan 

14.The tank conservation vents will be utilized to protect the tanks from over and 

under pressure during this period. When the RTO is functional, the fumes from 
the tanks will be drawn into the RTO. 

Therm-A-Cor Consulting Page 3 of 5 
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CES Environmental RTO Work Plan 

PLC Review 
A. The PLC control will be printed, verified and reviewed with plant personnel. A 

summary will be provided for plant personnel for ready reference. Items on the review 
are: 

a. The hard wired ladder logic will be reviewed to verify that the system will 

provide the required safety. A review document will be generated. 

b. The scrubber vent line will have an RTO shut down temperature 

designated as the high temperature. The scrubber line will be closed. An 
alarm and light will flash indicating the flow from this line is terminated. 

c. The total RTO shut down temperature is designated as the high high 

temperature. This high high temperature will shut down the RTO and 

close the centrifuge vent line. An alarm will sound and a light will flash. 

d. The fresh air valve opens as the temperature exceeds a set point that is 

below the high temperature shut off of the scrubber fume line. This will 
allow additional air into the system to dilute the high organics from the 
scrubber line. 

e. The scrubber line flow will be terminated prior to the maximum 

temperature. The scrubber will vent to atmosphere. 

B. The hard wired safety system is to be reviewed, documented and tested. 

C. The restart of the scrubber line will be by supervisory personnel after any 
termination by a safety switch. 

D. The scrubber line vents to atmosphere when not to the RTO after management 
authorization. 

E. An operational manual will be generated to describe the actions of the unit and 

the typical responses needed by the operational and management personnel to each of 
the alarm conditions. Normal conditions will be defined 

Therm-A-Cor Consulting Page 4 of5 
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CES Environmental RTO Work Plan 

Steps to Restart RTO 
1. System Documentation 

The current PLC logic documentation 
Narrative of the control logic generated 
All safeties will be documented 
Hard wired logic will be documented 
PHA (Process Hazards Analysis) 
Operators to be trained on the RTO changes. 

2. RTO operational evaluation at start up 
All safeties to be tested 
All control parameters to be tested 
Management part of all restarts after safety shutdown 
Verification of all grounding connections in ductwork and RTO 

3. Wet Scrubber 

Remove and repair unit 
Verify operation and rating of all conservation vents on tanks 
Verification of all motor and blower ratings 
Install unit verifying all grounding requirements 
Operators to be trained on the wet scrubber 

4. Evaluation of particulates obtained in RTO 

Therm-A-Cor Consulting Page 5 of 5 
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Karl Guidry 

From: Scarpa, Kimi- OSHA [Scarpa.Kimi@dol.gov] 

Sent: Thursday, January 08, 2009 4:28 PM 

To: Anissa Wright 

Cc: Karl Guidry 

Subject: RE: OSHA document request forCES 

This is to confirm that the email was received. 

~u·~~ 
17 62!5 CO? ?!3a4?l#w itl{Jat. r{!ttJte 400 

f)l;J~, '!J!96770!58 

&81-&86-0!583 

~.V: 281-&86-63!5& 

OSHA's Mission: To assure safe and healthful working conditions for working men and women. 

Page 1 of3 

HSAO's VISION: Utilizing the talents and skills of OSHA's finest, we will execute "The Missions" professionally, 
effectively, efficiently and with respect toward one another and our constituents. To meet this vision we will use the values 
set forth in TEAM CORE. 

From: Anissa Wright [mailto:awright@cesenvironmental.com] 
Sent: Thursday, January 08, 2009 12:05 PM 
To: Scarpa, Kimi - OSHA 
Subject: RE: OSHA document request forCES 

Good morning Ms. Scarpa, 

Attached you will find the Census for both Port Arthur Chemical and Environmental Services and CES 
Environmental Services. Please contact me with any questions. 

Thanks 
Anissa 

From: Karl Guidry 
Sent: Thursday, January 08, 2009 10:36 AM 
To: Anissa Wright 
Subject: FW: OSHA document request forCES 

Anissa, 
If you have completed the census requested by OSHA indicating employees and job titles, please send it to 
Scarpa.Kimi@dol.gov. 

Thanks, 

1111/2009 

EPAH0042001429 



Karl 

From: Karl Guidry 
Sent: Monday, January 05, 2009 9:24AM 
To: 'Scarpa, Kimi ~ OSHA' 
Subject: OSHA document request forCES 

Good morning Kimi, 

Page 2 of3 

You phones are still indicating busy. Please call me at 832~287~0862 regarding delivery of the documents 
requested. 

Karl Guidry 

From: Karl Guidry 
Sent: Sunday, January 04, 2009 10:45 AM 
To: 'Scarpa, Kimi ~ OSHA' 
Subject: RE: OSHA document request for CES 

Good morning Kimi, 

Please call me when you get this message. Your number has been busy since we spoke earlier. 

Karl Guidry 

From: Scarpa, Kimi - OSHA [mailto:Scarpa.Kimi@dol.gov] 
Sent: Tuesday, December 23, 2008 4:43 PM 
To: Karl Guidry 
Cc: Figueroa, Joann - OSHA; Hurlburt, Tanya - OSHA 
Subject: OSHA document request forCES 

Attached is the document request for both sites. If you have any question, contact me. Thank 
you. 

Kimi 
17625 El Camino Real, Suite 400 
Houston, TX 77058 
281-286-0583 
Fax: 281-286-6352 

OSHA's Mission: To assure safe and healthful working conditions for working men and women. 
HSAO's VISION: Utilizing the talents and skills of OSHA's finest, we will execute "The Missions" professionally, 
effectively, efficiently and with respect toward one another and our constituents. To meet this vision we will use the values 
set forth in TEAM CORE. 

NOTICE: 
This e-mail message and any attachments to it may contain confidential information. The information 
contained in this transmission is intended solely for the use of the individual(s) or entities to which the 
e-mail is addressed. If you are not the intended recipient, or an employee or agent responsible for 
delivering this message to the intended recipient, you are hereby notified that you are prohibited from 
reviewing, retransmitting, converting to hard copy, copying, disseminating, or otherwise using in any 

• 111112009 
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Claim 8: Infonnation SC(Vices 
P.O. Bo:o: 12029 

Aust:i11, TX 78711-2029 
l-800-8S9-S995 (512) 224-~800 

Fax (Sl2)224-j889 
January 29, 2009 

C E S ENVIRONMENTAL SERVI 
ATTN: KARL GUIDRY 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury; 
DWC#: 

99J0000556027 
JOEY SUTTER 
401-08·2362 
C E S ENVIRONMENTAL SERVI 
12/18/2008 
09169549 

Dear Karl~ 

Thank you for submitting the attached Wage Statement. We have reviewed the fonn and 
have found information that must be changed to meet the requirements of the Division of 
Workers' Compensation. Please make the following corrections: 

1) Period No. 13 includes the date of injury; please provide wages by adjusting the 
reporting period backward so the date of injury is not included 

2) Period No. 7 reports only 39.13 hours worked Why the decrease in hours for this 
week? 

3) The no. of hours worked appear to reflect more than 40 hours a week except of 
period no. 7. Hours wor/w.d over 40 hours are they overtime hours? 

4) Under Non-Pecuinary wage information, you report that pay period no. 12 and 
no. 13 employer paid health insurance. Did he not have this benefit prior to that 
time? 

5) Under Non-Pecuinary wage iriformation, the employer provided 
clothing/uniforms but no sp~cific value was given. Please provide a specific 
value for this benefits for each reported period this benefit was provided prior to 
the injury of 12118/08. 

Please note that the salary history cannot include, nor go beyond, the date of injury. 
Thank you for your prompt attention to this matter. If you have any questions, please call 
me at 1-800-859-5995 ext. 7291. 

~~~ Post-it" Fax Note 7671 Date /. 3 '0 • "' IP~IloJ~~ 3 
Karin T. Crouse 
CAT WORKERS' COMP SPEC R 

To ~Ar-l ··~ From t'An...:~ 
Co./Dept. c_ t::. ~ Co.\ 'lh\ ~ 

Enclosure:: W 11ge Statemtllt PhOne# Phone # -e_-,ot. '1d-t:t I 
Fax # 1 )"3 1 Lf ~ ';( ~lr, t./ Fax# 

l 'd Hlc 'ON SllnN38 W!J3dS tNd6v: l 600c ·os ·Nvr 
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JAN-29-ZOOS oe:22 CES ENV!RO~ENTAL '7137488664 P.OOS 

Sand to Wiiill~~~e' eo~npun&aiiOn canfer. 

o Initial CAmended EMPLOYER'S WAGE STATEMENT (DWC Form-003) 
The Tene Worile,.• Oornpenaadon Ad. and Worktut' CvrnpeniJIUon ru1111 
raqulra en employur Lo provide en Emplo~r'e We~~& S!Bmonllo Ita worbra' 
compansadon lnBUAin.:& amlar (amtor) and 1/1& lllalmant or lhl ehill'rllnL'• 
mpr.llenlltllvo. If 11nv. 1lla purpo•• of lhe l'vrm laiD pra~• lhl ern~·· 
wage tnro11T\111or~to lhs e~~rrier far c:alculauns the emptoyan Av~n~~~• W•ldy 
Wage' (AWW) to eallbllsh benellls diJaiD lhllutnpiO}'e~ or a benaftclr11y. 
TM ~W'II/ le biMd on tho wogus the emplaYBII II8FIIod In lhe 13 '#oi&Eika 
lmm~~dlallty p111CIIdlng lhu data or Injury (or Ul8 wege a •Jrgjar amploy~~~ 
1111"""' lrll1eemploylll did no I~~ lila! rua 13-\ftlll pllflod), 'Wsg•e"lndude 
111 mnns or remul'llmiUon payablu to en omployoe ror per10nul a~!VIcee, 
Including frlng~t t.nenta. To Dlmplll}r ling, 11111nploy1111 may IIIII wagull In 11 
monthly, bl\welcly, or wallkly m11nner u dlle~MIIIIIJ belbW. · 

NOTE - An ttmployur wt1o flillle _,.lhout goad eauae lu Ur.ly ro. a llllmpluta 
wa;a allltarn•lm\111 l'!qulnld by the Texat Workon' Compiii!Milon Acl. Tnllt 
Lebor Code, Secdon 408,083(c) and Workllr'a CompeM!ltlcl"' Rulo 120.• may 
be aaltiiHw an admlnJ•traUw ponalty. . , 

It! As of totlay'• date, the employee Is not back at work. OR 
[] The employe., returned to WOt'k an . and 19 wondng: 

Ll without reelrlctlon. OR 
C with restrictions and lEi eamlng wages of s · · per 
W08klmonth (drcle one). 

- R\lle 120.3 r~ulra lhe employer ftfe lhe Supplenn,llll Repol1 E,r 
(DWC FORM~) to tvport ct1GI'I(Je8 In Work Slalu1. 1nd P~at-lnjury 

Tho omplo)lllt WJI Umely 111e a l10111plala wage~ lllllemetll In the form and 
JMmGr p11111cri)lld by 11\u Dlvltkm, 
(1) ThD WDge st.lamant ahall ba IU!Id ("flied" ltle8118 reculved) w!ll'l 11111 
earrklr,lho dalm4nt, and lhtl::laimant'l repro1anlaUw {if lillY) within 30 de~ 
aflhllealtlllt af: 

(A) lllll empi~~YH'e: eighth day or dl111blllly; 
CB) 11\a data lhll empll:l)'lllr It nullnsd that lho •mpla)'la Is onUUod to 
f1100me ben!l!l~ 
(C) 11\8 dale Of the emplay011'11 dDIIh IIJ 8 nJ'Uil of II compamabhtlnJ~ry. 

(2) Thll w~~ga ataiBment lhiiR 111&0 bo ~led wl1h 11\D Olvl1lan Within nwn 
day& of raCDivfngll TIIQUB.:l from lhe Otvla!lln (Only When Roquwted~ 

(3) A li11beoquent qgtt llllllamenllhiiU be nled wll/1 OlD Cl!l'tler, emplo)"ee, 
elld 1M 11mploYee'a cepreelltlta~ ~r eny) wlltm'l •awn day• If any 
lrt~llllon COfftalned en Ole rnYioua wage llaternenl Cllllngee (IUch ae If 
ttle empiOyal' diacontlnuoe pf'O\'idl119 a nonpacunl1ry wagu that wuu lniUslly 
c:onUnulld after the dille ar Injury). 

Ail appl'""bllill DWC 111lllf lllln IIG found at www.ldl .. e.to.tx.UII 

EMPLOYMENT STATUS /\T TIME OF INJURY {Chock All That Apply) 
~ Fu!Mimo; amployee \Wio ceeulatly works at 
leut 30 hu~n per -k •nd who•• Khacho~ID IK 
compa111bla ID oth11r emploY'" of U1e company 
alld/ar Othof omployellli In tha BBmD bulllne11a or 
lllclnllywho are c:onsldemd fi.IIMirna. 

1:1 Suaanal: empiO}tlle Who u 111gwlsr muma ar 
I:Onduct angegn In seasonal ot ¥Jia~l 
emplo~nl that may ur may no\ 1:111 a;rlcullwnlln 
natura and lhll dot~a not condnu. Uvvuohaut IIlii 
ya11r. 

IJ Plltotne: RaguJar 'oum of CondiiGt: 0 Minor: employee lesa !han 1B ytara 
tmploY" whau 'mk htalary for lht 12i!lrmlh alld 110t amanolpmlllct by mania!~" or 
partvd p1111:111dlng tho l~ry &hOWl Ulo peliOn cnly er:llon who 11 1110 en tPI'rtniiCB, 
WQitcod ,NMima dwlnlllhBl pDitod. al.udllnL 
g Part-lima: Not RDgular Cour'IB uf Conduat: tl Student: employee eN'OIIurS In 1 courae 
amployn whoae work l'llatcuy for lhq 1Z-month etud~ In high school, caUsae or other lnlllllulll 
pal1~ precedfno lha InJury llf!OWlt part-lime and r~MI hlghttr elfut~~IIon or lechPIICI.IIInilnln;. 
urne wolil dUitng that period. 
g Appnlntlae: employee who I• lucnlng a aklDBd C Trlllr.a: emplo~ un~uruolng ly&lama~c 
lrade or art by pmciii:BI 8llpGI'!&nOB undor lha lrllllnlcllon and pr&cUce In aome art. lrll~a 
dlrectlot! af a lkllled etafta~~~o~r~aril~ee~n,=::::;:JJ~~~Wf~lh~a~VI~WI~IOI'tll~rds~~~~~J 

If the emploraa wa11 nol emplo~ for 13 c:o!Oiuoue Mllkl b11fore !he d.lt& 
The WllplllfcnmQtiDI'I on tl11t fotm lu for. • of Injury, re~rt the wa;ee or an emplo~a wllo hat rralnlng, ctXparlence, 
1ZJ Tho IJ1ured l!mplu)Wv OR IJ A Similar Employ.a (NOTE''~-,: 1; Ilk!~.• · ~ ~gee, ~rable ID the Injured tlrlpll)yae AND who performs 
fliQUtlsted by the Dl'l!llon, lhll a~lgyw shall ldllnllfy lhu slrrlar 8/T¥110)'8!8 "·"'l~:ell'latks CO!"))Qrabla In nDiure and In number of hcu,.. If 110 almlllr 
whoae we-• Mr. pro'lided,) . .. employee D&llta, raport the Dmlt11d aVfiil•blo --sa• aarntld by lila 

SAME OR SIMILAR EMPLOYEE? 

•- lnJurG4.emplo~e prior to tiM! tnJwy, 

DWC FCJRM.OBJ Rlv, 1 OIU~ 

RECEIVED TIME JAN. 29. 8:29AM 

VL l ~ 'ON S1Jj3N38 lV!J3dS V~Jd6v: l 600~ 'OE 'NVr 
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lexasMutuar 
Insurance Company 

6210 E Highway 290 
Austin, Texas 78723-1098 

(512) 224-3800 
(FAX) 1-512-224-2866 

P.O. Box 12058 
Austin, Texas 78711-2058 

1-800-859-5995 
(FAX) 1-800-359-0650 

November 26. 2008 

C E S ENVIRONMENTAL SERVICES INC 
4904 GRIGGS RD 
HOUSTON. TX 77021-320 

Re: Policy No. 0001086044 

Policy Period: 1/25/2008 to 1/25/2009 

Quote No. 0000983818 

Dear Policyholder: 

VIA CERTIFIED MAIL 
7008 2810 0000 3538 7460 

As the state's leading provider of workers' compensation insurance, we strive to set the standard in Texas 
for service, communication, and ease of doing business. It has been our privilege to provide your workers' 
compensation insurance coverage during the past year. 

Expiration Notification 
Your existing policy with us will end on 1/25/2009 . We are required by law to give you this notice. 
Texas Mutual Insurance Companyvalues your business and looks forward to issuing you a renewal 
policy. We have also notified your insurance agent that the insurance coverage is ending and we will be 
working with them to obtain the necessary information to offer a quote for your renewal. It is important that 
you assist your agent by providing the information forT exas Mutual Insurance Company to offer a quote 
for new coverage. You failure to provide information and pay the renewal premium before your current 
policy ends will cause a lapse in coverage. 

Loss History 
The Texas Department of Insurance requires us to provide your loss history for the past 12 months. 
A loss history report will be provided to you under separate cover. 

You may verify your loss history by logging on to www.texasmutual.com and clicking "Loss Run and Claim 
Detail", or by contacting Texas Mutual® in writing or calling 1-800-859-5995. 

Thank you again for giving us the opportunity to serve as your workers' compensation company. We look 
forward to continuing our business relationship. In the meantime, if you have any questions, please 
contact your agent or call us at 1-800-859-5995. 

Sincerely, 

CYNDI PURTEE 

Underwriting Department 

cc: HOUSTOUN WOODARD EASON GENTLE TOMFORDE & 
1 7 76 YORKTOWN #200 
HOUSTON.TX 77056 

EXPIRE-LTR (ED. 10-01-07) 

** 
** 
** 
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ixasMutuar 
C E S ENVIRONMENTAL SERVICES INC 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Insurance Company 

Thank you for choosing Texas Mutual Insurance Company as your workers' compensation insurance 
carrier. We hope that you will choose us again at your policy renewal. 

As of 11/26/2008, our records indicate you previously qualified for the following Texas Mutual® 
dividend(s). 

Individual 
Year Dividends* 
2008 27,783.74 
2007 

2006 20,835.24 
2005 9,858.26 
2004 9,064.83 
2003 3,307.36 
2002 695.36 

Total 71,544.79 

Since 1999, we have paid over $445 million in dividends to qualifying Texas Mutual® policyholders. 
Our philosophy is to share our financial success with loyal customers when funds are available. 
(NOTE: Past dividends are not a guarantee of future dividends, and the Texas Department of Insurance 
must approve all dividend plans.) 

We appreciate your business, and we value you as a customer. We hope we may continue our business 
relationship with you for many years to come. 

For more information about Texas Mutual® dividends, please visit our website's dividend page at: 
WWW.TEXASMUTUAL.COM/DIVIDENDS 

*Individual dividends reward individual policyholders retrospectively for their low claim losses and customer loyalty. 

DIVLTR-060 107 
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1exasMutuar 
Insurance Company 

Supplemental Employee Data Worksheet 

Policyholder's name: _______________ _ Policy/quote no. ________ _ 

Instructions: In order to help us maintain the accuracy of our policy data, please complete 
this form and return it as soon as possible. Use one row for each physical business location, 
and make additional copies if you have more than 1 0 locations. Thank you for your 
assistance. 

State Building No. Of No. Of Max no. Of 
&ZIP height (no. employees work employees 

Physical address (no P.O. boxes) City Code Of stories) by location Shifts per shift 

'·?f£104-e-e~ ~ 
~6tt:n .T ~ G-\ \-tcv~ \)C 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

Are there any special events during the year that would place more than 50 people at one time at one of the 
locations listed above, such as conventions, holiday parties, etc.? Yes No (circle one) 
If yes, please explain:-------------------------------

Name of person completing form:----------------------= Date:-----
Company name: Policyholder 0 Agent 

SUPPEDW (3/22/05) 

Please fax or mail completed form to: 

Texas Mutual Insurance Company 
P.O. Box 12058 

Austin, Texas 78711-2058 
(FAX) 1-800-359-0650 
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UNITED STATES 

DEPARTMENT OF LABOR 

Houston South Area Office 
17625 El Camino Real, # 400 
Houston, TX 77058 

Telephone: (281) 286-0583 
Fax: (281) 286-6352 

EPAH0042001438 



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Phone: (713) 676-1460 

Houston, TX 77021 
Fax: (713) 676-1676 

http://www.cesenvironmental.com 
TCEQ Industrial Solid Waste Permit No: 30948 

U.S. EPA ID No: TXD008950461 ISWR No: 30900 

SECTION 1: Generator Information 

Company: KMTEX 

Address: 2450 South Gulfway Drive PO Box 1421 

City, State, Zip: Port Arthur TX 77641 

Contact: David Title: 
-----------------------------------------

Phone No : (409) 985-4200 Fax : 
~~-------------------------------------

(409) 985-6350 

24/ HR Phone : 

U.S EPA I.D No: TXD988076295 

State I.D: 23491 SIC Code 
----------------------------------------- ------------------------------

SECTION 2: Billing Information 

Company: KMTEX 
-------------------------------------------------------------------------------

Address : 2450 South Gulfway Drive PO Box 1421 

City, State, Zip : Port Arthur TX 77641 

Contact: David Title : 
-----------------------------------------

Phone No: (409) 985-4200 Fax: ( 409) 985-6350 

SECTION 3: General Description of the Waste 

Name of Waste : Water from distillation 

Detailed Description of the Process Generating Waste: 

Liquids from distillation of MEK and toluene that were used in the manufacturing of lube oil and waxes. Toluene and MEK were 
recovered as product to sell. 

Physical State : ~Liquid 

D Solid 

0 Sludge 0 Powder 

D Filter Cake D Combination 

Color: clear Odor: slight hydrocarobn 
------------------------

Specific Gravity (Water=1) : Density: 8 
------------------------ -----------------------

Does this material contain any total phenolic compounds? 0 Yes ~No 

Does this material contain any para substituted phenolic compounds? DYes 

Is the Waste subject to the benzene waste operation NESHAP? (40 CFR Part 61, Subpart FF) 

2812 

2861 

Layers: 

2813 2816 2819 2821 2822 2823 2824 2833 

2865 2869 2873 2874 2876 2879 2891 2892 

~ Single-Phas D Multi-Phase 

2834 2835 

2893 2896 

2836 

2899 

~No 

DYes 

2841 2842 

2911 3312 

Container Type : D Drum D Tote Truck Other (explain) 

Container Size : 5000 

Number Of Units : 8 

Is this a USEPA "Hazardous Waste" per 40 CFR 261.3? ~Yes D No 

If "Yes", then please complete, sign and date the Underlying Hazardous Constituents Form attached hereto 

If "Yes", is it: ~ 0001 D ooo2 D ooo3 

~No 

2843 2844 

4953 4959 

lbs I gal 

2851 

9511 
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Characteristic for Toxic Metals: D 0004 

D ooos 
D ooos 
D ooo9 

D ooo6 
D oo1o 

D ooo7 
D oo11 

Characteristics for Toxic Organics: 0012 thru 0043 (please list all that apply) 

Is this an "F" or "K" Listed waste or mixed with one? ~Yes D No 

If "Yes", then please list ALL applicable codes: F005 

Is this a commercial product or spill cleanup that would carry a "U" or "P" waste code under 40 CFR D Yes 
261.33(e) or (f)? 

If "Yes", then please list ALL applicable codes: 

Texas State Waste Code No : 9000219H 
------------------------

Proper U.S. State Waste Code No : RQ Waste flammable liquids, n.o.s. (MEK, Toluene) 

Class: 3 UN/NA: 2924 PG: II 

Flash Point pH Reactive Sulfides Reactive Cyanides 
<140 5-9 brl mg/1 brl mg/1 

Oil and Grease TOC Zinc Copper 

~No 

RQ: 100 

Solids 
1-3 % 

Nickel 
<1500 mg/1 brl mg/1 brl mg/1 brl mg/1 brl mg/1 

,,:t~QMPONENTS TABLE 
The material I product consists of the following materials 

SECTION 5: Safety Related Data 

water 

MEK 

Toluene 

Dirt, sand, rust 

ConcentrC~tion . 
Ranges are acceptable 

95-100 

0-1 

0-1 

1-3 

If the handling of this waste requires the use of special protective equipment, please explain. 
PPE for flammables 

SECTION 6: Attached Supporting Documents 

List all documents, notes, data, and/or analysis attached to this form as part of the waste approval package. 
none 

SECTION 7: Incompatibilities 

Please list all incompatibilities (if any): 
none 

SECTION 8: Generator's Knowledge Documentation 

Laboratory analysis of the hazardous waste characteristics, listed below, WAS NOT PERFORMED based upon the 
following generators knowledge 

TCLP Metals : ~ 

TCLP Volatilies : ~ 

TCLP Semi-Volatiles : ~ 

2 

,,~nits. 

or% 

% 

% 

% 

% 

EPAH0042001440 



Reactivity : ~ 

Corrosivity : ~ 

lgnitability : ~ 

SECTION 9: Waste Receipt Classification Under 40 CFR 437 

Is this material a wastewater or wastewater sludge ? ~YES 0NO 

If 'YES', complete this section 

PLEASE CHECK THE APPROPRIATE BOX: IF NO APPROPRIATE CATEGORY, GO TO THE NEXT PAGE 

Matals Subcategory: Subpart A 

D Spent electroplating baths and/or sludges 

D Metal finishing rinse water and sludges 

D Chromate wastes 

Air pollution control blow down water and sludges 

Spent anodizing solutions 

Incineration wastewaters 

Waste liquid mercury 

Cyanide-containing wastes greater than 136 mg/1 

Waste acids and bases with or without metals 

D 
c 
D 
D 
D 
D 
D 
0 
D 

Cleaning, rinsing, and surface preparation solutions from electroplating or phospha 

Vibratory deburring wastewater 

Alkaline and acid solutions used to clean metal parts or equipment 

Oils Subcategory: SubpartS 

D Used oils 

0 Oil-water emulsions or mixtures 

0 Lubricants 

0 Coolants 

0 
D 

Contaminated groundwater clean-up from petroleum sources 

Used petroleum products 

0 Oil spill clean-up 

0 Bilge water 

D Rinse/wash waters from petroleum sources 

0 Interceptor wastes 

0 
0 

Off-specification fuels 

Underground storage remediation wastes 

0 Tank clean-out from petroleum or oily sources 

0 Non-contact used glycols 

0 Aqueous and oil mixtures from parts cleaning operations 

D Wastewater from oil bearing paint washes 

Organics Subcategory Subpart C 
0 Landfillleachate 

D 
0 
~ 

0 
0 
0 
0 

Contaminated groundwater clean-up from non-petroleum sources 

Solvent-bering wastes 

Off-specification organic product 

Still bottoms 

Byproduct waste glycol 

Wastewater from paint washes 

Wastewater from adhesive and/or epoxies formulation 

3 
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D Wastewater from organic chemical product operations 

D Tank clean-out from organic, non-petroleum sources 

(1) If the waste contains oil and grease at or in excess of 100 mg/L, the waste should be classified in the oils subcategory 

(2) If the waste contains oil and grease less than 100 mg/L, and has any of the pollutants listed below in concentrations in 
excess of the values listed below, the waste should be classified in the metals subcategory 

Cadmium: 0.2 mg/L 
Chromium: 8.9 mg/L 
Copper: 4.9 mg/L 
Nickel: 37.5 mg/L 

(3) If the waste contains oil and grease less than 100 mg/L, and does not have concentrations of cadmium, chromium, copper, 
or nickel above any of the values listed above, the waste should be classified in the organics subcategory. 

D Metals Subcatego 

D Oils Subcatego 

~ Organics Subcategory 

SECTION 10: Additional Instruction 

If you cannot determine the correct subcategory in Section 9 and you did not furnish data for the concentration of Cadmium, 
Chromium, Copper, Nickel, and Oil and Grease, CES will send offsite to a commercial laboratory a sample to determine these 
concentrations. This will be prior to acceptance. The generator will be responsible for the cost of the analysis. 

SECTION 11: Generator's Certification 

The information contained herein is based on ~ generator knowledge and/or D analytical data. I hereby cerity that the 
above and attached description is complete and accurate to the best of my knowledge and ability to determine that no 
deliberate or willful omissions of composition properties exist and that all known or suspected hazards have been 
disclosed. I certify that the materials tested are representative of all materials described by this document. 

Authorized Signature : 
------------------------------------------ Date: 9/24/2008 

Printed Name I Title : David Spacek I 
----~~----------------------------------

CES USE ONLY (DO NOT WRITE IN THIS SPACE) Process Facility Information : 

Compliance Officer : Prabhakar Thangudu 

Date: 10/21/2008 Status: Approved Rejected 

Approval Number : HOU-3034 

4 
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Port Arthur Chemical 
& Environmental Services, LLC. 

2420 S. Gulfway Dr. 
Port Arthur, TX 77641 
Phone: (630) 212-0437 
Fax: (713) 676-1676 

Fax 
To: Texas Mutual 

Fax: 512-224-3889 

From: Karl Guidry 

713-676-1460 

Pages: 2 Pages to follow 

Attn: Karen Crouse Date: February 3, 2009 

Karen, I have updated Joey's wage report and included the non-pecuniary wage 
information. Under the"# hours worked" box, be advised that all hours over 40 
are considered overtime. For the week of November 2, 2008, Joey did not work 
on Tuesday or Wednesday of that week, therefore decreasing his total number of 
hours reported for the week. 

Please let me know if you have any additional questions. 

Thanks 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 
713-676-1676 Fax 
kgu idry@cesenvironmental.com 
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Employee Name: Social Security #: ury: 

12/18/0 
- The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

PECUNIARY WAGE INFORMATION 

PERIOD # (Week#, 
Month #. or Bi-Week 
FROM DATE: 

TO DATE: 

# HOURS WORKED: 

2 3 

Pecuniary Wages include all wages that are paid to the employee in the form of money. These include, but are 
hourly, weekly, biweekly, monthly, etc. wages; salary; tips/gratuities; piecework compensation; monetary allowances; bonuses; and 
commissions. Earnings are reported in the periods they are earned, NOT when they are paid and some (such as bonuses and 
commissions) need to be prorated. Pecuniary wages don't include payments made by an employer to reimburse the employee for the 
use of the employee's equipment or for paying helpers or to reimburse for travel expenses. Consider as earnings amounts from paid 

and anv vacation, personal or sick leave an emolovee used but not the market value of leave time earned 

4 I 5 I 6 I 7 I 8 I 9 I 10 I 11 I 12 I 13 

10/26/08111/02/08111/09/08111/1 

Insurance I J I I I I I I I I I nobenetit lnobenefitlnobenetJ!i nooenem I 1 101/01/2009 

Laundry/ 
Cleaning 

Clothing/ 
Uniforms .; 

NOTE: With few exceptions, you are entitled on request to be informed about the information that TDI-DWC collects about you. Under §§552.021 and 552.023 of the Government Code, you are entitled to 
receive and review the information. Under §559.004 of the Government Code you are entitled to have TDI-DWC correct information about lou !hat is incorrect. For more information, call the local TDI-DWC 

field office at 800-252-7031. 1111111111111111111111 II 
owe FORM-003 Rev. 10/05 II I Page 2 

(b) (4)

(b) (4)

(b) (4)



Send to workers' compensation carrier: 
CLAIM# 99J0000556027 

(Name and fax number of carrier) CARRIER'S CLAIM#-----------

o Initial DAmended EMPLOYER'S WAGE STATEMENT (DWC Form-003) 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Sutter, Joe 
Employee's Mailing Address (Street or P.O. Box): 

 
City: State: ZIP Code: 

Social Security Number: 

Date of Injury: 

12/18/2008 
0 As of today's date, the employee is not back at work. OR 
[] The employee returned to work on and is working: 

[] without restriction. OR 
[] with restrictions and is earning wages of $ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services 
Employer's Mailing Address (Street or P.O. Box): 

4904 Gri s Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax I. D. Number: 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I underst n th t making a misrepresentation about a workers' 
compensatio ime hat result in fines and/or imprisonment. 

Signature· Date: 1-3~ ·- ()C} 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
~ Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

[J Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

[J Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
[J Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 
[J Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

0 Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
1J Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

1J Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

IZ] The Injured Employee OR [J A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

more one date of injury, you can 
AmnlnvmAnt for the carrier to include in your AWW and this may affect your benefits. 

You can also read rule 122.5 at www.tdi.state.tx.us/wc/rules/. 
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Port Arthur Chemical 
& Environmental Services, LLC. 

2420 S. Gulfway Dr. 
Port Arthur, TX 77641 
Phone: (630) 212-0437 
Fax: (713) 676-1676 

Fax 
To: USDOL OSHA 

Fax: 281-286-6352 

Attn: Kimi Scarpa 

See attached requested documentation. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

From: Karl Guidry 

Mobile: (832) 287-0862 

Pages: 2 Pages to follow 

Date: January 14, 2009 
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2420 S. Gulfway Dr. 
Port Arthur, TX 77641 
Phone: (630) 212-0437 
Fax: (713) 676-1676 

Port Arthur Chemical 
& Environmental Services, LLC. 

Procedures for loading and unloading trailers 

• LOADING TRAILERS: 

• Ensure driver pulls trailer correctly and safely to loading area. 

• The paperwork for loading the trailer will be in the Lab in the hanging box labeled 

outbound loads or the driver may have them with him. 

• The operator will ensure that the proper product is being loaded into the proper trailer. 

If there are any discrepancies or confusion, the operator must check with the Logistics 

Manager before any transfers are made. 

• Once verified, the operator will ground the trailer and ensure that the driver has 

chocked the wheels. 

• The operator will don a respirator, bleed pressure, and open the man way on top to 

confirm that the trailer is empty. (All personnel will have a respirator on when opening 

any dome lid)! No Exceptions. 

• Once confirmed, the operator will hook up the vapor exchange line to the tank being 

unloaded. 

• The Driver MUST be in full PPE and safety watch the operator during the entire loading 

process and assist the operator when asked. 

• The operator will load the trailer and visually check in the man way to ensure the trailer 

is filled to the correct capacity. Close and lock down the man way. 

• Once the transfer is complete, blow down and unhook loading hoses, and transfer hose. 
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• The Driver is to inspect the trailer before moving. The driver is responsible for ensuring 

that the trailer is properly sealed and ready for transport. 

• UNLOADING TRAILERS: 

• Absolutely no trailers are to be unloaded without the proper paperwork, a sample 

taken, and the profile verified in the lab. 

• Will follow same safety procedures as explained in the loading section. 

• The driver will stay in the loading area in PPE throughout the duration of the transfer 

and assist if needed. 
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UNITED STATES OF AMERICA 

DEPARTMENT OF LABOR 

OCCUPATIONAL SAFETY AND HEALTH ADMINISTRATION 

SUBPOENA DUCES TECUM 

TO: CUSTODIAN OF RECORDS FOR Port Arthur Chemical and Environmental Services 

Pursuant to Section 8 (b) of the Occupational Safety and Health Act (29 U.S.C.§657 (b)) you are 
hereby required to appear before the Mark R. Briggs, Area Director or his designee of the 
OCCUPATIONAL SAFETY AND HEALTH ADMINISTRATION, UNITED STATES 
DEPARTMENT OF LABOR, at 17625 El Camino Real, Suite 400 in the City of Houston, 
Texas 77058 on the 27th day of January, 2009, at 1:00 p.m. on that day, to produce records 
regarding the working conditions at Port Arthur Chemical and Environmental Services. 

You are hereby required to bring with you and produce at said time and place the following 
items: as specifically described in Attachment A, items! through 21, which is made a part ofthis 
subpoena. 

Whether or not form is specified in the individual requests below, the terms "document" and 
"record" shall each mean any written, printed, typed, photographic or other graphic matter or 
material of any kind or nature and all mechanical or electronic sound or video recordings or 
transcripts thereof, in the possession, custody and/or control of the Respondent or known by the 
Respondent to exist, and shall also mean all copies of documents by whatever means made, 
including, but not limited to, papers, letters, correspondence, accident/incident reports, 
photographs, video recordings, audio recordings, digital recordings, drawings, sketches, maps, 
diagrams, interoffice communications, emails or other electronically-sent messages, memoranda, 
notes, notations, notebooks, reports, records, accounting books or records, schedules, tables, 
charts, transcripts, publications, scrapbooks, diaries, and any drafts, revisions or amendments of 
the above. 

FAIL NOT AT YOUR PERIL 

IN TESTIMONY WHEREOF I have hereunto affixed my signature and the seal of the 
UNITED STATES DEPARTMENT OF LABOR at Houston, Texas this 20th day of.January, 
2009. 

~~~~~--~~~~~-=------------------
Kelly ighton, Assistant Area Director 
OCCUPATIONAL SAFETY AND HEALTH ADMINISTRATION 
UNITED STATES DEPARTMENT OF LABOR 
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U.S. Department of Labor 

20 January 2009 

Mr. Karl Guidry 
HSEManager 

Occupational Safety & Health Administration 
Houston South Area Office 
17625 El Camino Real Suite 400 
Houston, Texas 77058 
281/286-0583 F ax:281 /286-6352 

Port Arthur Chemical and Environmental Services 
2420 South GulfWay Dr. 
Port Arthur, TX 77640 

SUBJECT: 

Dear Mr. Guidry: 

OSHA Document Request SUBPOENA #1 
INSPECTION NUMBER 311960975 

In order to facilitate the inspection, following documents in Attachment A are being requested by 
OSHA. Please provide the documents on or before 27 January 2009. 

Submit all items with a notation as to which document request item number each satisfies. Items 
already submitted in full shall be addressed as such in a written letter. Should you have any 
questions, please contact our office at (281) 286-0583. Thank you for your time and cooperation in 
this matter. 

£j' 
~Jetdm~ 

Assistant Area Director HSAO 
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OSHA- Document Request SUBPOENA #1 
COMPANY: Port Arthur Chemical and Environmental Services 
INSPECTION #: 31196097 5 
REQUESTED DATE: 20 January 2009 

Return of Service 

I hereby certify that on the ______ day of ________ 200.2, 

for inspection number: 311960975, 

that the within subpoena was served upon: 

Port Arthur Chemical and Environmental Services 
(Company) 

by delivering it in person to-----------------------
(Printed name) 

ru _________________________ _ 
(Location) 

Compliance Safety and Health Officer 
U.S. Department of Labor 
Occupational Safety and Health Administration 

Employer Representative 
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OSHA- Document Request SUBPOENA #1 
COMPANY: Port Arthur Chemical and Environmental Services 
INSPECTION#: 311960975 
REQUESTED DATE: 20 January 2009 

Instructions: 

1. Documents responsive to each request shall be identified and produced by 
reference to the request number and/or subpart to which they are responsive. 

2. Unless otherwise stated, the requests are for original documents. Copies may be 
produced in lieu of originals where certification is made that the copy is a true and 
accurate reproduction of the original. 

3. The custodian need not appear in person to testify under oath if all documents are 
accompanied by an affidavit or declaration certifying that a reasonably diligent 
search was completed and that all documents responsive to the subpoena have 
been provided, or, in the alternative, that there are no documents responsive to the 
request. 

4. Identify each document withheld from production on the grounds that the 
document contains materials for which a claim for privilege is asserted. The 
identification shall include the name, address, position, and organization of the 
author, each recipient of the document, the custodian of the document, the date of 
document, a brief description of the type of subject matter the document contains,. 
and the request to which the document is responsive. The claim of privilege also 
shall include sufficient information to permit a Court to make a determination on 
the record as to whether the claim of privilege is valid. 

5. Each request set forth herein refers to documents and property in custody, control, 
or possession of Port Arthur Chemical and Environmental Services or 
counsel, representatives, agents, servants, employees, investigators or consultants. 

DEFINITIONS 

1. "You" and "your" mean Port Arthur Chemical and Environmental Services. 

2. "And/or" shall be construed conjunctively and disjunctively so as to acquire the 
broadest answer to the particular interrogatory. Similarly, "any," "each" and 
"every" are used in the inclusive sense, and therefore should be read as meaning 
"each and every." 

3. "Document" means any writings of any kind, including the original and non
identical copies, including without limitation any correspondence, memoranda, 
notes, diaries, statistics, letters, materials, orders, directives, interviews, 
telegrams, minutes, reports, studies, statements, transcripts, summaries, 
pamphlets, books, interoffice and intra office communications, notations of any 
sort of conversation of telephone calls or meetings or other communications, 
bulletins, printed matter, teletype, telefax, worksheets, and all drafts, alterations, 
modifications, changes or amendments of any kind, including without limitations 
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OSHA- Document Request SUBPOENA #1 
COMPANY: Port Arthur Chemical and Environmental Services 
INSPECTION#: 311960975 
REQUESTED DATE: 20 January 2009 

any photograph, chart, graph, microfiche, microfilm, videotape records, motion 
pictures, electronic, mechanical or electrical recordings or representations of any 
kind including without limitation any tapes, cassettes, cartridges, disk, chip and 
records. 

4. Terms of art (e.g., process, process hazard analysis) are defined in 29 C.F.R. 
1910.119(b) 
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OSHA- Document Request SUBPOENA# 1 
COMPANY: Port Arthur Chemical and Environmental Services 
INSPECTION #: 31196097 5 
REQUESTED DATE: 20 January 2009 

ATTACHMENT A 

Item Description 
1 Injury & Illness logs (OSHA 300& 300A) for the past 3 years 

Bill of ladings for the last 11 loads received prior to the 18 December 
2 2008 incident 
3 Document showing all employees 

MSDS for any and all process chemicals at the Port Arthur Chemical 
4 and Environmental Services facility 

Copy of placard on the truck involved with the 18 December 2008 
5 incident 
6 Document showing the witnesses of the 18 December 2008 incident 
7 Copy of the coroners report 

Written procedures for sampling the trailers as it existed at the time of 
8 the incident on 18 December 2008 
9 PPE (personal protective equipment) assessment & certification 

PPE requirements for taking samples ofthe trailers as it existed at the 
10 time ofthe incident on 18 December 2008 
11 Written Respiratory Protection Program 
12 Hydrogen sulfide program/practices 
13 Written disciplinary program/ policy 
14 All near misses and incident reports for 2008 

Specific sampling procedures for extracting samples from trailers as it 
15 existed at the time ofthe incid<;mt on 18 December 2008 

The 18 December 2008 sample analysis of the contents of the trailer 
16 (#267) 

Written process overview explaining the processes at the Port Arthur 
17 Chemical & Environmental Services site 

Process flow diagram for the processes at the Port Arthur Chemical & 
18 Environmental Services site 

P&Ids (piping and instrumentation drawings) for the processes at the 
19 Port Arthur Chemical & Environmental Services site 

Any and all batch records for the processes from 16 December 2008 to 
20 19 December 2008 

Any and all pH readings for the processes from 16 December 2008 to 19 
21 December 2008 

Date 
received 
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Port Arthur Chemical 
& Environmental Services, LLC. 

2420 S. Gulfway Dr. 
Port Arthur, TX 77641 
Phone: (630) 212-0437 
Fax: (713) 676-1676 

Fax 
To: Texas Mutual 

Fax: 512-224-3889 

Attn: Karen Crouse 

From: Karl Guidry 

713-676-1460 

Pages: 2 Pages to follow 

Date: January 29, 2009 

See attached requested documentation regarding our employee Joey Sutter. The wage 
statement was faxed in the documents on January 14, 2009. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 
713-676-1676 Fax 
kguidry@cesenvironmental.com 
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CLAIM # 99J0000556027 
Carrier# TEXAS MUTUAL 

SUPPLEMENTAL REPORT OF INJURY 
Part I EMPLOYER INFORMATION 

1. Employer business name I 2. 
Employer phone # 

CES ENVIRONMENTAL SERVICES 713-676-1460 
3. Employer mailing address 

4904 GRIGGS RD. 
4. Insurance carrier name 

TEXAS MUTUAL 
5. Does the employer have return to work (RTW) opportunities available based on the injured worker's current capabilities? yes Ono[Z] 

If so, identify contact person and phone # 

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes D Date no [Z] 

7. Has the employer requested RTW training from DWC or the insurance carrier? yes D no[Z] 

8. Has the insurance carrier provided accident prevention services in the past 12 months? yes D Date r.o[Z] 

9. Has the employer requested accident prevention services from the insurance carrier? yes D no [Z] 

Part II REASON FOR FILING THIS REPORT (deadlines vary, see instructions) 

10. D a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

D b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

D c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

D d. The injured worker resigned or was terminated from employment: File within 10 days. 

Part Ill INJURED WORKER INFORMATION 
11. Injured worker name 12. SSN (last 4 digits) 113. DOl 

JOEY SUTTER xxx-xx 12/18/08 
14. Injured worker mailing address and phone # 

15. First day of lost time or reduced 16. First day of additional lost time 
wages for this injury (mm/dd/yyyy) or reduced wages (mm/dd/yyyy) 

17, Has the injured worker experienced 8 days (cumulative) of lost time or reduced wages as a result of the injury? yes OnoD 

If yes, the date of the 8th day (mm/dd/yyyy) NA 

Date of most recent RTW NA 
I 

19. Has the injured worker resigned, been terminated or died? yes m noD 
18. 

D Full duty, full pay I date of resignation date of termination date of death 12/18.09 
I 

D Limited duty, full pay I 19a. Reason for resignation/termination 

D Limited duty, reduced pay I 19b. Was the injured worker on limited duty when terminated? yes CJnoD 

20. Hours the injured worker was working during the pay period of 21. Weekly/hourly earnings for the pay period of 12-14-08 

7:00AM to 4:00PM 40 hours per week to 12-20-08 :$ weekly or $ 

Indicated hours are: Indicated wages are: 

D Increase from pre-injury D Increase from pre-injury wage 

[{] Same as pre-injury [{] Same a pre-injury wage 

D Decrease from pre-injury D Decrease from pre-injury wage 

This form to be filed with: The employer's insurance carrier and tfJe injured worker in the timeframe as noted in Part II. 

22. To the best of my knowledge the information provided in this report is accurate and may be relied upon for evaluation of eligibility for benefits. 

[Z] Employer D Injured Worker (If no longer working for the employer where injury occurred.) 

f 1- ;;1-01 
Date 

11111111111111111111 II 
DWC FORM-6 (Rev. 10/05) Page I DIVISION OF WORKERS' COMPENSATION 
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Send to workers' compensation carrier: 
CLAIM#---------------

(Name and fax number of carrier) CARRIER'S CLAIM#-----------

D Initial DAmended EMPLOYER'S WAGE STATEMENT (DWC Form-003) 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Sutter, Joe 
Employee's Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Social Security Number: 

Date of Hire: Date of Injury: 

12/18/2008 
ILl As of today's date, the employee is not back at work. OR 
0 The employee returned to work on and is working: 

D without restriction. OR 
D with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services 
Employer's Mailing Address (Street or P.O. Box): 

4904 Gri s Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax I.D. Number: 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand t at making a misrepresentation about a workers' 
compensation lai im that n result in fines and/or imprisonment. 

Signature: Date: }-tJ-9--Ifl 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
IZI Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

0 Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

[J Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
0 Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 
[J Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

D Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
[J Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

[J Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

1Z1 The Injured Employee OR [J A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE - If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact carrier for additional information or call the Division at 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us/wc/rules/. 
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Employee Name: Social Security#: 40 1 Date of Injury: 

12/18/0 
- The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

PECUNIARY WAGE INFORMATION 

PERIOD # (Week #, 
Month #. or Bi-Week 
FROM DATE: 

TO DATE: 

# HOURS WORKED: 

2 3 

I Pecuniary Wages include all wages that are paid to the employee in the form of money. These include, but are not limited to: 
hourly, weekly, biweekly, monthly, etc. wages; salary; tips/gratuities; piecework compensation; monetary allowances; bonuses; and 
commissions. Earnings are reported in the periods they are earned, NOT when they are paid and some (such as bonuses and 
commissions) need to be prorated. Pecuniary wages don't include payments made by an employer to reimburse the employee for the 
use of the employee's equipment or for paying helpers or to reimburse for travel expenses. Consider as earnings amounts from paid 

and anv vacation. oersonal or sick leave an emolovee used but not the market value of leave time earned but not used. 

9 I 10 I 11 I 12 I 13 

TOTALS 

Date Benefit 
Suspended 

• • (if suspended) 
•• ~ ..... - ..... ..... ....,. •- • • •- •- •• - ao 

01/01/2009 
Health 

I" Insurance 

Laundry/ 
Cleaning 

_, I 

" 
With few exceptions, you are entitled on request you are entltlea to 

~~~~i~~~:~;~~~~~~~i~~o;~ation. Under §559.004 of the Government Code ylollalrelelntitlleld 

DWC FORM-003 Rev. 10/05 II 

~r ,, iororr"' '" morn '""''m'"'"· "" the loc•l ~::we 

(b) (4)
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Port Arthur Chemical 
& Environmental Servi,ces, LLC. 

2420 S. Gulfway Dr. 
Port Arthur, TX 77641 
Phone: (630) 212-0437 
Fax: (713) 676-1676 

Fax 
To: Texas Mutual 

Fax: 512-224-3889 

From: Karl Guidry 

713-676-1460 

Pages: 2 Pages to follow 

Attn: Karen Crouse Date: January 14, 2009 

See attached requested documentation regarding our employee Joey Sutter 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0042001462 



*************** -IND. XMT JOURNAL- **************** DATE JAN-14-2009 ***** TIME 12:47 ******** 

DATE/TIME = JAN-13-2009 15:17 

JOURNAL No. = 191 

COMM. RESULT = 634 

PAGE(S) = 000/008 

DURATION = 00:00:00 

FILE No. = 521 

MODE = MEMORY TRANSMISSION 

DESTINATION = 13613870794 

RECEIVED ID = 

RESOLUTION = 

-CES Environmental Service-

713 676 1676- ********* 
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Send to workers' compensation carrier: 

Texas Mutual 713-316-2191 CLAIM#---------------

(Name and fax number of carrier) CARRIER'S CLAIM#-----------

D Initial DAmended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (last, First, M.l.): 

Sutter, Joe 
Employee's Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Social Security Number (last four digits): 

Date of Hire: Date of Injury: 

12/18/08 
0 As of today's date, the employee is not back at work. OR 
D The employee returned to work on and is working: 

D without restriction. OR 
D with restrictions and is earning wages of $ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed (''filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services In 
Employer's Mailing Address (Street or P.O. Box): 

4904 Gri s Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax I.D. Number: 

76-0592985 
Name and Phone# of Person Providing Wage Information: 

Karl Guid 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior t he date of injury (as described on page 2) 
and I unders a at ki epresentation about a workers' 
compensation ult in fines and/or imprisonment. 

Signature: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
1Z1 Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

D Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 
D Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

D Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
D Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

D Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

1Z1 The Injured Employee OR D A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE - If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 

DWC FORM-3 (Rev. 10/05) Page I 1111111111111111111111 DIVISION OF WORKERS' COMPENSATION 
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utter, Jo Social Security#AQ1-Q8-2362 Date 12/18/08 
-The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

PECUNIARY WAGE INFORMATION 

Pecuniary Wages include all wages that are paid to the employee in the form of money. These include, but are not limited to: 
hourly, weekly, biweekly, monthly, etc. wages; salary; tips/gratuities; piecework compensation; monetary allowances; bonuses; and 
commissions. Earnings are reported in the periods they are earned, NOT when they are paid and some (such as bonuses and 
commissions) need to be prorated. Pecuniary wages don't include payments made by an employer to reimburse the employee for the 
use of the employee's equipment or for paying helpers or to reimburse for travel expenses. Consider as earnings amounts from paid 
holidavs and anv vacation, oersonal or sick leave an emolovee used but not the market value of leave time earned but not used. 

PERIOD # (Week #, 
Month #, or Bi-Week #) 
FROM DATE: 

TO DATE: 

# HOURS WORKED: 

GROSS WAGES 
EARNED: 

Insurance 

Laundry/ 
Cleaning 

Clothing/ 
Uniforms 

Lodging/ 
Housing/ 

Food/ 
Meals 

DWC FORM-3 (Rev. 10/05) Page 2 

2 3 4 I 5 I 6 I 7 I 8 I 9 I 10 I 11 I 12 I 13 

9/21/08\9/28/08110/05/08110/12/08110/19/0811 0/26/08\11/02/08l11/09/08l11/16/08l11/23/08l11/30/08l12/07/08l12/14/08 

9/27/08I10/04/0811ot11/08I10/18/0811o/25/o8I11/01tosi11/08/08I11/15/08I11/22/08I11/29/08112/06/8112/13/o8I12/20toall TOTALS 

80:13 173:01 155. 46:05 146:11168:35139:13171:23145:26146:28169:28171:22141:1811752:23 
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OSHA's Form 300 

Log of Work-Related Injuries and Illnesses 
'!<'[{ 

Attention: This form contains information relating 
to employee health and must be used in a manner 
that protects the confidentiality of employees to the 
extent possible while the infonmation is being used 
for occupational safety and health purposes. 

You must record information about every work·related injury or illness that involves loss of consciousness, restricted work activity or job transfer, days away from work, or medical treatment beyond first aid. 
You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional. You must also record work-related injuries and illnesses that meet 
any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12. Feel free to use two lines for a single case if you need to. You must complete an injury and illness incident report (OSHA Form 
301) or equivalent form for each injury or illness recorded on this form. If you're not sure whether a case is recordable, call your local OSHA office for help. 

Establishment name 

City 

·Identify the person ·. Classify the case 

(A) (B) (C) (D) (E) (F) Using these categories, check ONLY the most 
Case Employee's Name Job Title (e.g., Date of Where the event occurred (e.g. Describe injury or illness, parts of body affected, and I ~erious result for each case: 
No. Welder) injury or Loading dock north end) objecUsubstance that directly injured or made person ill 

onset of (e.g. Second degree burns on right forearm from 

I' 
:: illness acetylene torch) Oaysaway 

(mo./day) Death ·fromworl( 
Remained at work 

Job transfer Other record-
or restriction able cases 

(G) (H) (I) (J) 

1 Joey W Sutter Technician 12/18/08 PACES Complex Death (waiting for report) X 

Page totals 1 0 0 0 

Year 2008 
U.S. Department of Labor 

Occupational Safety and Health Administration 

Fonm approved OMS no. 1218-0176 

Port Arthur Chemical & Environ Services, LLC 

Enter the number of days 
the injured or ill worker Check the "injury" column or choose one 
was: type of illness: 

(M) "' ~ 
On job Away from "' :;; Q) 

transfer or work E 1:-
"' 

§ 
restriction (days) g ~~ c :;; 

i5 ·c: .c 
(days) 1:- c c. u g 15 

::! "'c '5 
~ 

:>2 Q) 0 
<( U) 0::0 tl. 

(K) (L) (1) (2) (3) (4) (5) 

0 0 0 0 0 0 0 

Be sure to transfer these totals to the Summary page (Form 300A) before you post it. 1:- :;; 1:- c:: "' "' g c " ::! E .9 ·c: ill 
Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, search and gather the data needed, and complete and review the collection of information. Persons 
are not required to respond to the collection of information unless it displays a currently valid OMS control number. If you 
have any comments about these estimates or any aspects of this data collection, contact: US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to 
this office. Page 1 of 1 
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OSHA's Form 300A 
Summary of Work-Related Injuries and Illnesses 
All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year. Remember to review the Log to verity that the entries are complete 

'Using the Log, count the individual entries you made tor each category. Then write the totals below, 
making sure you've added the entries from every page of the log. If you had no cases write "0." 

Employees former employees, and their representatives have the right to review the OSHA Form 300 in 
its entirety. They also have lifJ'Iited access to the OSHA Form 301 or its equivalent. See 29 CFR 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms. 

Num!>er of Cases 

Total number of 
deaths 

(G) 

Number of Da~s 

Total number of 
days of job transfer 
or restriction 

0 
(K) 

Total number of 
cases with days 
awav from work 

0 
(H) 

Injury and Illness Types, f'' 

Total number of ... 
(M) 

(1) Injury 
(2) Skin Disorder 
(3) Respiratory 
Condition 

0 
0 

0 

Total number of cases 
with job transfer or 
restriction 

0 
(I) 

Total number of days 
away from work 

0 
(L) 

(4) PoisoninQ 
(5) All other illnesses 

Total number of 
other recordable 
cases 

0 
(J) 

0 
0 

Post this Summary page from February 1 to April 30 of the year following the year covered by the form 

Public reporting burden for this collection of information is estimated to average 50 minutes per response, including time to review the instruction. search and 
gather the data needed, and complete and review the collection of information. Persons are not required to respond to the collection of information unless it 
displays a currently valid OMB control number. If you have any comments about these estimates or any aspects of this data collection, contact: US 
0AMrtm~mt of I :=~hnr. OSHA Offir.A of St::~ti~tir"' Room N-1044 ?00 r.on!=>tifllfion AvA NW. Wt:~shinnton nr. ?0?10 no not Mnrl thA r:omniAfArl forms to this 

Year 2008 

U.S. Department of Labor 
Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

Establishment information 

Your establishment name Port Arthur Chemical Environonmental Services, LLC 

Street 2420 South Gullway Drive 

City Port Arthur State TX Zip ~ 

Industry description (e.g., Manufacture of motor truck trailers) 
Manufcaturing facility 

Standard Industrial Classification (SIC), if known (e.g., SIC 3715) 
__ 2 __ 8 __ 1 __ 9 

Employment information 

Annual average number of employees __ 1_5 

Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to the best of my knowledge the 
entries are true, accurate, and complete. 

Company executive Title 

Phone Date 
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OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together with 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and severity of work-related incidents. 

Within 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or 
an equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, 
any substitute must contain all the information 
__ , __ _. .~; __ -- .u ... : ... .£----

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which it pertains 

If you need additional copies of this form, you 
may photocopy and use as many as you need. 

Completed by 

Title 

Phone _______ Date 

Information about the employee 

1) Full Name Sutter Joey W 

2) Street 410 S15th St 

City -'C'-'o"-r=-sc=-ia"'n"'a=--------State ~Zip 75110 

3) Date of birth _______________ __:_7;_/4"-/1'-'9;..:.7=-2 

4) Date hired 

5) !K]Male 

DFemale 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 

8/25/2008 

7) If treatment was given away from the worksite, where was it given? 

Facility 

Street 

City _________ Stale 

8) Was employee treated in an emergency room? 
DYes 

DNo 

9) Was employee hospitalized overnight as an in-patient? 
DYes 

0No 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

• U.S. Department of Labor 

Occupational Safety and Health Administration 

10) Case number from the Log 1 (Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 12/18/2008 

12) Time employee began work ____ _ AM/PM 

13) Time of event PM AM/PM 0 Check if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, 
worker fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; 
"Worker developed soreness in wrist over time." 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was 
affected; be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, 
hand"· "carnal tunnel svndrome n 

17) What object or substance directly harmed the employee? Examples: "concrete floor"; "chlorine"; 
"radial arm saw." If this question does not apply to the incident, leave it blank. 

18) If the employee died, when did death occur? Date of death 1211812008 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not 
required to respond to the collection of information unless it displays a current vahd OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact US Department of Labor, OSHA Office of 
Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to this office. 
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Karl Guidry 

From: Krissy Reese 

Sent: Friday, December 19, 2008 3:29PM 

To: Knighton, Kelly - OSHA 

Cc: Karl Guidry; Figueroa, Joann - OSHA; Briggs, Mark- OSHA 

Subject: RE: Port Arthur CES Environmental Services 

Kelly, 
Per Karl's request, all the information you have requested will be faxed to you from our Houston office. 

From: Knighton, Kelly - OSHA [mailto:Knighton.Kelly@dol.gov] 
Sent: Friday, December 19, 2008 2:45PM 
To: Krissy Reese 
Cc: Karl Guidry; Figueroa, Joann - OSHA; Briggs, Mark - OSHA 
Subject: RE: Port Arthur CES Environmental Services 

Hi Krissy, 
Thanks for sending the information. I also need the next of kin, name and address as well as the shipping 
manifest for the truck. 

Thanks, 

Kelly Knighton 
Assistant Area Director 

From: Krissy Reese [mailto:kreese@cesenvironmental.com] 
Sent: Friday, December 19, 2008 12:40 PM 
To: Knighton, Kelly - OSHA 
Cc: Karl Guidry 
Subject: Port Arthur CES Environmental Services 

1110/2009 
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nMobil MATERIAL SAFETY DATA BULLETIN 

MCP 1397 

1. PRODUCT A.NO COMPANY IDENTIFICATiON 

FRODOCT NAME: MC? l39i 
SOP~LIER: EXXOm10SIL CEEMICAL COMP~~y 

SYNTR~TICS DlVI$lON 
:!!95 ~Otn'E: 27 
£DISON. NJ OSSlS 

24- Hour Emergency (call collect): 
~reduce and MSDS Information: 
Cl!EMTru.:;C: 

609-7:37-4411 
732-s:n-so4s 
800-~24-9300 

2. COMPOSfnONnNFORMATION ON INGREDiENTS 

CltEHICAL NAMES AN!> StNONYMS: SOLFfJlUZEP :tSOSU'J:'11LENS: 

lNG~EOIEMTS CONSIDERED HAZARDOUS TO HEaLTH~ 

l?AGE 1 OF 8 

This product is not formulated to contain ingredien~$ which have 
exposure limits established by o.s. agencjes. lt is noe hazardous ~o 
health as defined by the Europe$n Onion Dangerous 
Substances/Preparations Directives. See Sec~ion 15 for a regulatory 
analysis ot the ing~edients. 

Sub.stanee Name 

100 

See Section .lS for European Label Information. 

See See~ion a for exPQsu~e limits (if applicable). 

EPAH0042001471 



on Mobil MATERIAL SAFETY DATA BULLETIN 

3. HAZARDS IDENTifiCATION 

US OSHA HAZARD C~~ICATIO~ STANDARD: Product assessed in accordance 
with OSHA 29 CFR 1910.1200 and deter~ned to be hazardous. 

EFfECTS OF OVEREXPOSOREz Respiratory irritation, dizziness, na~se~, 
loss ot consciousness. ?rolongec! repeated skin com:act Hith low 
viscosity mate~ials may defat the skin resulting in possible 
irritation and dex~titis. 

EMERGENC~ RESPONSE: DATA: 1\ntb~r Liquid. Material is combustible. 
Exposure to fire can qenetate highly toxic fumes. DOT ERG No. 
1Z8 • $£C: 2 

4. fiRST AID MEASURES 

EY£ CONTACT: Flush thoroughly uith water. If irritation oeeurs, call 
a physician. 

SKIN CONTAC~: Wash contact areas with soap and wate%. Remove 
contaminated clothing. Launder cooeaminated clothing before 
reuse. 

INHALATION: R~ove from ~urther exposure. lf respiratory irritation, 
dizziness, nausea, or unconsciousness occurs, seek immedia"e 
medical assistance and call a physician. I£ bre~th~ng has 
stopped~ use mouth to mouth resuscitation. 

INGESTION: Do not induce vomiting. Get medical assistance. 
NOTE TO PHYSICIANS: Material if aspirated into the 1unqs may cause 

chemical pneumon~tis. Treat appropriately. 

EXTINGUISHING MEDIA: Carbon dio~ioe, Zorun, dry chemical and water foq. 
S?EC!AL FIRS FIGRTING PROCEDURES: Os~ ~at~~ to keep fire eA-posed 

con~a~ners cool. If a leak or spilL has not ignited. use water 
spray eo disp~~se th~ vapors and to protect personnel attempting 
to stop l~a~. Water spray may be used to flush spills away from 
e~posures. Prevent runoff !ram fir¢ control or dilution from 
entering streams, sewers, or drinking water supply. 

SP~CI~~ ?ROTECT!VE ~QUIFMENT; For fires in ~nclosed areas, fire 
fighters must use se~£-contained breathing apparatus. 

tlNOSUJU. F!RE Al'ID tlCP!.OSION P.AZ..ll.ROS: Mat:erial is eomJ>\lst:ible. Expos1:1n 
to !ire can generate highly toxic fumes. Flash Point C!F): 
Sl(l7S)· {AS'l'M D-~3). Flal'ill1\able limits- !.1Sl.: t'JJ;;, 0£1.; t'!Jl:, 

NF"?A li'AZUD Il>~ Health: 2, l:lailll1\<1lbility: 2, Reac"tivity: 0 
RAZAROOOS D~COM~OSITION PRODOCTS: Carbon monoAicle. Sul~ur OAides. 

Date Print~d ThursQay, March 07, 2002 

EPAH0042001472 



on Mobil MATERIAL SAFETY DATA BULLETiN 

20Al?Rl999 

6. ACCIDENTAl RELEASE MEASURES 

NOTIFICATION PROCEDORES: Report spills as required ~o approp~iate 
authorities. U. s. Coast Guard regula~~ons require immedl~te 
repor~ing of spills ~hat could reach any waterway including 
interrnit~ent dry creeks. Report spill to Coast Guard toll free 
n~~er (800) 424-8802. In case of accident or road spill notify 
CH~REC (SOO} 12~-9300. 

PROCEDURES !F MATERIAL IS ~EASED OR SPILLED: £liminate all ignition 
sources. Adsorb on fire retardant treate~ sawdust, diatomaceous 
earth, etc. Shovel ~P with spark-resis~ant shovel anct r~move to 
appropriate waste d~sposal facility in accordance with current 
applicable laws and regu~ations. 

ENVIRONWENTAL PRECAUTIONS: Prevent spills from entering storm aewers 
or drains and contact with soil. 

PERSO~ ?REC~vTIONSo Soe Section S 

1. HANDUNG AND STORAGE 

HANDLING: Ose in well ventilated ar~a a~ay from all ignition sources. 
Avoid spar~ing conditions. Ground ~ncl bond a~l trans£er 
equipment. 

STORAGE: Store in a cool area away fr~ all ignition sources. Store 
in a cool. area. 

8. EXPOSURE CONTROLS/PERSONAL PROTECTION 

VEN~lLA~ION: Use local e~~~st over heating operations. Use in well 
ventilated area. Ventil~tion desirabl~ and equipment s~ould be 
explosion p~oo£. 

RES~IRATO~Y PROTECTION: Us~ appropriat~ ~espir~tory protective 
eguipment during heating operations. 

£YE PROTECTION: Normal industrial eye protection practic~s should be 
employed. 

SKIN PROTECTION: It prolonged or repeated skin contact is likely, 
impervious gloves should be worn. Good ~rsonal hygiene 
practices should always be followed. 

~~OSORE LIMITS: This product does not contain any components which 
have recognized e~posure limits. 

9. PHYSICAL AND CHEMICAL PROPERTIES 

Typical physical properties are given below. Consult Product Data Sheet 
go~ specific details. 

2\l'l:'.EJ> .. AANCE:: Liquid 
COLOR; 1\ml:ler 
ODOR: Mercaptan. 
ODOR THRESHOLD-ppm: Nt 
pH: Nl\. 

Dat¢ ?rinted Thursday, Marc.~ 07, 2002 
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E nMobil MATERIAl SAFETY DATA BULLETIN 

BOILING POINt C{F): N£ 
MELTING l?O!I:>."l' C (f) : NA 
FLASa POXNT C(F): Sl(17SJ (ASTM 0-93) 
P'""~.o.tJ.ll'J\.a!L!!'i: NE 
AUTO FLh'L~BILITY: ~E 
EXPLOS!Vt PROPERTIES; NA 
OXIDIZING PROPERTIES: NA 
VAPOR PRESSORE-mmHg 20 C: NE 
VAPOR DENSitY: NE 
ZVA!?OM!!.ON RATE: NE 
REL~TIVE Dt~SITY, 15/4 C: 1.03 
SOLUBILITY IN WATER: Negligible 
PARTITION COEFFICIENT: NE 
VISCOS!TY AT 40 C, eSt: 5.3 
VISCOSI~Y AT 100 C, eSt; 1.7 
POOR POINT C(FI: < -6?(-83i 
FREEZING POINT C(Fl: Ne 
VOLATILE ORGAN:rC COMPOUND: :tit 

NA:NOt APPLICAOLE NE~OT EST~~LISHED ~DECOMPOSES 

fO~ F'JRTHER TECgN!CAL INFO~~T!ON, CONTACT YOUR MARKETING REPRESENTATIVE 

10. STABiliTY AND REACTIVITY 

STASILlTY (TR~~. LIGF.T, ZTC.): Stable. 
CONDI~lONS TO AVOID: Hea~, sparks, flame and build up of static 

elec.t.:-ic;i.ty. 
!NCOMPATIEIL!TY (~~~~ 10 AVOID}; Strong oxidizers. 
EA~~DOUS DECbMPOSXT!ON PROOOCTS: Carbon monoxi~e. Sulfur oxictes. 
HAZARDOUS roL'MER!UI.'I'!ON: Will not eeeur. 

11. TOXiCOLOGiCAL DATA 

---ACUTt TO~ICOLOGY--
ORAL TOXICITY (AATS): l'racticallv non-to~:ic. 
DE~ TOXICITY (a~B!TS): ?ractically non-to~ic (1050: greater than 

2000 mg/kg). ---Eased on testing of similar products anti/or the 
colllp¢nents. 

INkl~!ION rOXICITY (RP.?Sl: Practically non-toxic (~CSO: sreater 
than 5 mg/ll. ---Based on testin9 of similar prod~cts and/or the 
cornpon1mts. 

E¥1:: IRRITATIO~ {RASS!XS): Practically non-irritating. Eye irritation 
scores: 6.0 at 24 hours, 3.3 at 4S hours, 2.3 at 7Z hours 

S~IN IRRITATION (RhBBITSJ: ~rae~ically non-irritatin9· Frimary 
irritation s~ore; 0.6/S 

OTatR ACUTE TOXICITY DATA: •**DOT skin eorrosivity (4 hourS): 
Negative *-•~ 

---G~~E!IC TOXICOLOGY (S~RY)~~-
,.~~l1ouse Lymphoma (LSl73:r/'l"l<+/-) Assay! !?ositive. .,.,.~Negative Ames 

'I'est. 

Date l>r.int:ed Thursday, March 01, 2002 
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E on Mobil MATERIAL SAFETY DATA BULLETIN 

!'A.GE S OF S 

12. ECOLOGICAl INFORMATION 

:C:NVIRO~lMii:NTAL E'll:rE .fu'l'D EFFECT$: After 2$ days, 3. 31!r of thl.$ ~te:d.al 
was convet:'l::ed to co.z .in the Ol::CD 301B (Nodified Sturm) test. 

13. DISPOSAl CONSIDERATIONS 

WASTE OIS?OSAL: Product is suitable for burning in an enclosed, 
controlled burner t~r fuel value o~ disposal hy supervised 
incineration. s~~h bUA-ning may be limi~ed pursuant to the 
Reso~rce Conservation and ~ecovery Act. In add~tion, the product 
is suitable for processing by an approved recycling facility or 
can be disposed of a~ an appropriate government ~aste ~isposal 
facility. Use of these methods is subject to user cornpli~nce 
with applicable laws ancl regulations and consideration of product 
characteristics at time of disposal. 

ll.CAA !Nl?'Ol<M.t<.TION: The unused product, in our opinion, is not 
speeitically listed by the EPA as a ha~ardous was~e !40 CFR, 
l?art 26:1.01, nor is it formulated to contain mat~.rials •<~hich 
are listed hazardous wastes. It does not eXhibit the hn~ardous 
characteristics o£ iqnitability, corrosivity, ox reactivity and 
is not fo~ulated with contaminants as determined by the xoxicity 
Characteristic Leaching Pxoeedur~ CTCLPl • However, usect product 
may be regulated. 

14. TRANSPORT iNFORMATION 

tl.SA ~O't: 
S!i!:!?l?!NG NP.ME: 

ID;.<;ARD CL..l\SS & DIV; 
lD NUMBER~ 
ERG NOMBZR: 
l?.i\,C!<lNG G~OOP: 
S'l'CC: 
DAN'G£ROl:1S WRSN !~J;;T: 
POISON; 
!J!JlEL{S): 
l?I..ACARD (s) : 
PRODUCT RQ: 
MARPOt !II STATUS: 

Combustible Liquid, n_o.s. {contains 
SULFO~!Z~D ISOBOTYLEN~l 
COMBUSTIELE LIQOID 
NAl.993 
128 
l?G U:I 
N£ 
No 
No 
Nl\ 
Combustible 
NA 
NA 

In accordance with~~ CFR l73.150{!){i), non-bulk quantities of this 
roaterial (<~l$ ~allons per conta~ner> may be shi~ped as non regula~ed 

- £o~ USA domestic shipments. 

!i\IO/.!WR: NOT REGtn:Jl.TED B'f !UO/AO.R. 

IiY..O: NOT REGOlJ\.T&D !>1: !~~0. 

EPAH0042001475 



E on Mobil MATERIAL SAFETY DATA BULLETIN 

MC1? l$97 

!ATA: NOT REGULAtED B¥ IATA. 

15. REGULATORY INFORMATiON 

Governmental. Inventory Status: JUJ. c:ompoh.ents C<4"11p.l.y Nith TSCA, 
EINtCS/ELINCS, AICS, M~TI, and DSL. 

E:U Labeling: 

Symbol; Not ap~lica~le. 

Risk ?hrase(s): Not applicaole. 

Safety ~hrase{s): S24~52. 
Avoi~ contact ~ith skin. If swallowed, do not induce vomiting: 
se~k medical advice ~ecliatel~ ancl show this container or l~l. 

Conta~s: Sulfori2ed Isobutylene. 

U.S. Superfund Amendmen~s and Reauthor~zation Act (SARA) Title III~ 
This product contains no ntxr~~ HAZARDOUS SUBSTANCES~. 

--------4--~-----·--··· 

SARA (lU/312} RE!<ORTML£ AAZ.ru<D C'ATJ::GOR!ES~ 
FIRE CHRON!C 

·Th~s product contains no oh~cals subject to the supplier notification 
~equ~rements of SARA !313) ~o~ic release p~ograro. 

!he follo~ing product ingr~dient$ a~e eitea on the lists below: 
CHEM!CAL ~~ ' CAS NUMSER LIST CITATIONS 

l"'ACGIH ALL 
2,.,ACGlli Al 
3=ACGI!!: AZ 
4:=N'J:P CA.RC 
s~ttti? sos 

NO REPqRTP.SL£ !NGREDlENTS *** 

REGOt.A'l."'RY Ll.S'l'S S;;A?.CH!::O --~ 
z..,rARc 1 
7::!P..RC 2ll. 
6=IAAC 2S 
~=OSHA C.l.\.RC 

l0"¢Sl!.ll, Z 

ll=TSCA 4 lS~~ P65 ~~C 
l2~TSCA 5a2 l7~CA PG5 RE~RO 
l3~'l'SCA 5~ lS=CA RTK 
14=1SCA e 13=FL RtK 
1s~xsc~ 12b 20=I~ R?K 

2l:;:;LA RTK 
2:2:oMI 29S 
2S=MN RTK 
24=NJ E.TK 
2$=l?A BI.TK 
2{;=RI li<TK 

Code key: CARC=Carcinogen; SUSeSuspect~d Ca~cinoqen; RZPRO=Reproductive 

EPAH0042001476 



lD,7:3Z 32l SillS? 

MATERIAL SAFETY DATA BULLETIN 

16. OTHER ~NFORMATJON 

Precautionary Label Te~t: 

CONTAINS SULFURIZED HYDROCARBONS 

CAU'l'!ONJ 

COMSUSTIBLE LIQUID AND VA~OR. MAY CAUSE NOSE, THROAT AND LONG 
IRRITATION, D!ZZlNESS, ~aUSEA, LOSS Of CONSC!OvSNESS. LOW V!SCOSITY 
MJI.TS:RIAL-Xf SI'<AtLOwtt::, Ml\.Y JSt ASl?IMTED AND CAN C.l\.USE SER!OOS OR FATAL 
tONG OAM.'I\.GE:. 

Keep away from heat and flam~. Avoid contact with Skin or clothin~. 
~void breathing vapor. Keep containe~ closed. Ose with adequate 
ventilation. 

Fl~~T AID: If inhaled, remove to fresh air. !f not breathing, vive 
artificial res~iration, pref~ably mouth-to-mouth. If breathing is 
d~tfieult, give ox~9en. Ca~l ~ physician k~ed~ately. In ease of 
con~act, wash skin wi~h soap 3nd wate~. ~emove contaminated clothing. 
Ca~l a physician i£ irritation persists. Wash clothing before reuse. It 
swallowed, seek i~mediate medical attention. Do not inauce vomiting. 
Only ~nduee vomiting at the instruction o£ a physician. 

For indu$tria1 use only. Not intended or suitable for use in or around & 
household or dwelling. 

!mpty con~ainer may contain product residue, including flammable or 
e~plosive vapors. Do not cut, punctu=e, or weld on ~r near container. 
All label warnin9s and precautions must be obs~rved until container has 
been thoroughly cleaned or destroyed. 

Refer to p~od~~t Wat~rial Safety Data SullQtin for further sa!ecy and 
heal~h information. 
-~-----------------------w----------------~~-----------------------------

OSE: El<'l'!U:HE !?RESSURt i\.DP!'!'!VE 

NOT£: P~ODOCTS OF ~XZON ~OBIL COR~ORht!ON ANO ITS AFFILIATED COMPANl£S 
A."tE ~OT FORMOLA'.t'EO TO CONTAIN !i'CSS. 

---------~-------------------------------------------~-------------------:tNGMDIENl' CAS NOMS~!{ 

1<--~-~-----~----~--------------~------->l !<~~------------------>] 
1-~RO~EN~, 2-HETH¥L-, SOtFUR!ZEO 6$Sll-S0-2 

*~**"****~***~~~~~~*******~***~**~~**~*~~w*•~*?**~**«NW~w~~~*~*~~wnh+~**W 

For Internal Os~ Only: MHC: 0 l* o~ 0 l, MPPEC: C, TRN: 6013973~00, 
REQ: CREl>UCi'.l. PRODOCTS, SAFE US&: ¢ 
EH$ Approval Date: 20APR1999 
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Patriot Security EOC 
Proudest Em e Owned Com In TEXAS! 

INCIDENT REPORT 

PRINT INCIDENT DETAILS IN ALL CAPITAL LETTERS 

COMPLETE INCIDENT DRA VVIN'G ON BACK 

Security Officer's Signature:~~ 
Confidential and Proprietary 

Patriot Security EOC 

Proudest Em ee O·wned Com 

Employee# {ooh 

In TEXAS! 

EPAH0042001479 
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CES Environmental 
Services, Inc. 

Fax 
To: Judge Tom 

Fax: 409-749-3670 

Phone: 

Re: Joey Sutter's Death 

4904 Griggs Road 
Houston, TX 77021 
Tel. (713) 676-1460 
Fax. (713) 676-1676 

www.cesenvironmental.com 

From: Keld Andersen 

Pages: 13 

Date: 12/29/08 

cc: 

0 Urgent 0 For Review 0 Please Comment 0 Please Reply 0 Please Recycle 

• Comments: 

Attached are the documents we provided OSHA for the incident that happened a few weeks ago. If 
there is anything else I can assist you with please let me know. 

Thank you, 

Keld Andersen 

EPAH0042001481 



CES Environmental 
Services, Inc. 

Fax 
To: Kelli Knight 

Fax: 281-286-6352 

Phone: 

Re: Trailer#267 

From: Karl Guidry 

Pages: 12 

Date: 12/19/08 

cc: 

4904 Griggs Road 
Houston, TX 77021 
Tel. (713) 676-1460 
Fax. (713) 676-1676 

www.cesenvironmental.com 

0 Urgent 0 For Review 0 Please Comment 0 Please Reply 0 Please Recycle 

• Comments: 

Attached are the bills of ladings for the last 11 loads of Sl B received. The material inside of trailer #267 
was the recovered oil from these loads. 

EPAH0042001482 



Ryan Thomas 

From: 
Sent: 
To: 
Cc: 

Categories: 

Keld Andersen 
Monday, December 29, 2008 11:28 AM 
Ryan Thomas 
Karl Guidry; Matt Bowman; Greg Bowman 

Important 

Ryan per our conversation, and pursuant to my being issued a subpeona for informaiton re: Joey's passing, please fax to: 

409- 749- 3670, attn. Judge Tom? re: Joey Sutter's death the following information that we already supplied OSAH, 

1. his SSN -
2. nature of material (composition) in subject trailer 
3. origin of 2. above. 

They would like this as soon as we can practicably provide it. 

Thanks, 

Keld 

Port Arthur Chemical Environmental Services 
PO Box 218 
Port Arthur Tx 77641-0218 
kandersen@cesenvironmental.com 
630-212-0437 

1 

EPAH0042001483 
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I 
CES E.J-.vironmental 

(K MCO -Crosby, TX) 
Hm:arooue Waatewater 

Bm Of Lading# : 

Original -Shipper Provided Short Form Straight Bill of Lading- Not Negotiable- Domestic 

SHIPPED FROM : 
KMCO, Inc. 
·t6503 Ramsey Rd. 
Crosby. TX 77532 
(2131) 328-350"1 

·11 a) PA-2804 
11b) 
He) 
He) 

77085 

The !ll'"'l6t:i dts<:rlb!!<:l below, In 15Pilm61t !»--.:1 ;:,rd!!r, fi cept m not~:! \content l!nd col'¥.lltlc>fl of Pl!Cil.~ lll'\ll.I'IO'>'>TI), mmll.ed, co~~o. l!!1d de!lllned m 11'¥.!1c'!!l.ed b!!low, v.tllcn 
said clll"rler ithe~d cl!I'Tler belnp l.Jilder5tc•od tlirOUQI'll."l!Jt tills .8S memll'lQ 'S1!' person or corw.llllon &l!hi!rlzed to .be In p,.-.ssesslc<Fl oftne prc.perff under the conti'IID) Zft,lree:s ic• 
cm-r2· t•:> Its lli'IUSU!!I pll!Ce of dell>!er; '!!!. ~d de!lllfll!!lon. If on Its route. other.,.Ase to dell>!er to l!!10tl1er cmler on tile route to ~d de!lllfll!!lon This SUI of Ladlng Is !'.1 rec!!lpt f;:,r 
goods; It Is not c.f lt:s'!lf!! contr!!Ct of c!!ITI!!Jie. !tIs mutU!!IIi' !lilfl!:!!d, !15 to !!!!Ch cm-rler of !Ill or !15 to lliT; S!!!d over !!II •X !!fW p.:l!t!on of s!!ld r•:l!Jte to destlnllllon, l!nd !15 to el!Ch P!lrti m 
lliT; time Interested In !!II or l!!1'{ of S!!!d property, th!!t every service tc• be performed llereunder sh!!lll:le 5Ubje..."1 to !Ill tile terrn5 !!nd condltloos conl!!lned In tile !!PI=4lt!!ble contr&."t 
t.eivv'een shipper !!nd c!!IT!er or lnlermedl!!fi'. 

F·x ~ment: Ch!!r~to.be bllledto Shipper orthe"SII!edto" pm; m-e setf.xth lntne governing conlr!!ctwlth Shipper. No Ch!'.irJies atherthl!nthose cont!!lnedtllereln fl1!'lY l:le bll!ed 
to Shipper or the "91lled to• pm-t; wlthc<UI prlorwrttien consent of 8l11PP".!. Tile ~<tr!! copy ofthls sm of Ladlng, fUrnl511ed '!!!.the tlme of shiP!TI".Jt. I'T1Ust be !!li!!ched to the frellllt blll 
5!Jt<IT!Ittedt•:• 8111pper orthe"Sflfedto"p!!rty l!ndsentto: 

CONSIGNED TO : CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 

CES Environmental Services, Inc. 
4904 Griggs Rd. 

Houston , TX 7702·f Houston , TX 77021 
Tills Is to certlllf th'!!l. the IX•:ldu..."i stmed b!!lcr..., m-e property ci!!Zlfle.1, described, Pl!CM>.r-d, rna.rked l!!1d l!!bele.1 !!nd lsln pr·:>per ccof!dltlon fe-r tr!'li'\5Port!!llon !!ccordln.;~t:; the 
!'.IPPIIc!!ble r'!g!Jl!!lloos of the Qepm-tment ofTf!!Fl5IX'rtllllon. If tills Shipment rnO'Ies between t•) ports by !! c!!rrler by ....mer, the I!!W reqt.dre!'i th!!t the Ellll of Ll!dlng 511!!i! 51'!!1.e ' . ..tle+Jl"..r 
It Is "c5Tier's or shipper's weight." 

!nterrnod!!l Certlflcme: AlllnfcoflTI!!IIon required by Feder!!! Hlgrn~ Adrnlnl5lrllllon regul!!llc415 !!I 49 CFR 3:9D.54CI lrnplernenllngthe lntennoi:i!!l S!!fe Co.ill!lner Act ofi:992 !s set 
forth C<Fl the ~e c.f tills bill of I !!ding. Tile 5l1lpper 11!1l'r.>e her !!In 15 tile tendering Pl!J!tl/. 

!Haz Container Total Unit Description of Materials. Special Marks. and Exceptions l 
l No. 1 Type 

Quantity WtNol I 
I 

Ves 
TT 35'100~ RQ, Corrosive, liquid, basic, inorganic (sodium hydroxide), 8, UN3266, PG II 

Shipper· K_M_C~-O~,I_n_c. ________________________________________ __ 

Per:ff# Signature ; __________ _ Date ; _____ _ 

Carrier CES Envjronmental Services, Inc. 

Per; l<ec .. c«w /,.,), isg,. < Signature :g.UL 
, - c: 

Date : l ) .. -< .. ~ 
Receiving Facility : CES Environmental Services, Inc. 

iNil!te (Generator Return Copy) Yeno·vll (Transporter Copy P!nli. (Recetiflng Facility Copy) Golden Rod (Generator 1st copy) 

EPAH0042001484 



(KMCO- Crosby. TX) 
Hm:artlooo lJIJmtew-ater 

Bm Of Lading 11 : 77096 

Original- Shipper Provided Short Fonn Straight Bill of Lading- Not Negotiable- Domestic 

SHIPPED FROM : 
KMCO, !nc. 
·16503 Rarnsey Rd. 
Crosb'1 , TK 77532 
(2:31) 328-35Q·t 

11a) PA-2804 
Hb) 
·11c) 
·11c) 

Tiie prcpm~ <:ie.:r\~ bel~#, In EP?l!rel'll. jjOO<:! <:.'1\ler, a ci!j:>t as rotect \<.:c-l'll.el'\1. md <.:llr.-:lruc-n c<f pac~ l.."li'.n<:N•;n), tT1!11"i\ed, cooslg."'ect, mct cteoi.\~ as IIP::llc!!\e-:::1 t.;:\<:<w, ·••Til en 
said csrier {the ·.v..-.rd cl!ITler l:<eiFlj;lllnderstocod lhr011;;1/K.ul lhls as mean)Flj;ll!JI7f persc.n or corpc;atJon i!ll.lthortzed lc· t•e Jn possession of the prc;::.r,-t,< :mder ihe cc<fllnrct) Z!Qrees io 
C!IT!¥ to Its urn.;sl..!!!l j:4l!ce elf delt•.<erv m sl!lld de:SIInatJon, If contts rc.ute, other .. Ase to Gellver to !ITlOther C!IIT!er on the rc.ute to sl!llct deS!Inl!lion. This em of Lading Is a receipt ror 
;;~o.:;ds; !i Is r..ot elf Itself l! contr&:t of CZ!rrll!l;;te. It i::; n1U!UI!!IIY ll~-reed, as t•:; e&:h ·:arrler of 11H or as to lml' sal•:! •Yifer ail or l!.!T;'" pc.rtlon of :::alct rm.Jte t•J ctestli1ZIIlon, lind l!IS t·:; el!Ch p!lri'.f l!l 
lllll' time lnter~ed In~~ .:;r BI"Tl' of said propertv, thl!l e1<er1< S>"-..rv!ce to t>e performed hereund.:r :s.iali be subject tc• !II the terms and ,:.,ildltlons cc.rn::!lned In ttle l!ppHcl!ble c'onlrao:t 
bl!:tween ShlJ:.per l!lnd cmler or lnlerme>:llll;y. 

F•x Pll\'tilenl: Ch:!rges to toe t•l!led to 8!1lpper or the "Silled to" Pl!lril' llre set forth In the g..""femlng contr!Jo:t w1111 :3:11Jp~.er. N•:• c~;;tes •:lther tlll!ln those cc;;tl!lned therein tmy be tollled 
t•' Slllpper ortne "BJlle>j to" pl5f!V Wlthoul: prtorv.ntten consent cif Sl1lpper. Ti'le ~tra ·=Oil'~ of this em ofllldlng, l'l.!!T~siied m ttletlme of sl1lpment, !TI!..ISt c-e !lltllcfle•jtothefre1gl1! b!H 
:su!lf"!'!lttl!d to Shipper or the ·smeo to" Plltt1 lind sent to: 

CONSIGNED TO : 
CES Environmental Services, Inc. 
4904 Griggs Ret 
Houston , TX 77021 

CARRIER: 
CES Environmenta.i.Services, inc. 
4904 Griggs Rd. 
Houston , TX 77021 

This Is t•J certi!Y thl!l111e product sll!!ed ~ow are properl':f clllSSlfled, described, p&!{!Jo;ed, t"(lllfked and lllbe!ed ;::r.d Is In proper condition for trm::;portl!!lonllcc•:;rdlng to the 
appllc~le re;;JUil!!lons of111e DeP!Il1r.le.'11 •JfTrl!ln!;i:"-'iillllon. !fthls Shlprnent r.-.:r;es bl!:i:<*.<een t•:; J:•)f!s b"; ll Cll!T!er by \foll!!ter, the I!!W" re·~ulres till!! the Sill elf Ll!ld!ng shl!ll state \•,nether 
It Is "Cllrrler's or shl~-er's welj;ll1!. • 

lntermodlll C.ertmcl!le: .A.IIInfc.rmllllc.,., required t•Y Feder~ HIQ111o<:a-; .A.dmlnlslrallon regulmlons l!l4!! CFR :;."911!'4Cllt;11Jler.1enl!f1oJ the intenno•jal Slife Contair.er .A.•:t c4' i 9921s set 
f•J.'"\\'1 onti'lef&e ofthlsbl\1 <:l'f\!1\llng. Ti'le S>'llpper !1!11'"nei'lereln lsti'le\ender\ng Pl!rll'. 

IHaz) container Total Unit 
Quantity Wtf;fol 

i 'l No. J Type 

Description of Materials, Special Mllirlis, and Ex~eptions 

'les ·1 TT J.lt~O p RQ, Corroshie, liqtJid, basic, inorg.3nic (sodium hydroxide), 8, Ur·H256, PG ii 

Carrier CES Environmental Services, Inc. 

Piu: /( t.UiA C. M ,,J \'-fi~nature :_:J...-r.-L_.::_=----'_~~. s.c~==-~,......::....·_ Date : t '1.. -]- 0 S 

Receiving Facmt~l : CES Environmental Services, Inc. 

\llit!lte (Generator Return copy) Yellow {Transporter copy) Pink (Recel\l!ng Fac:mty C!JP"• .. Golden Rod (Generator ist copy) 

EPAH0042001485 



CES Environmental 

(KIIICO ·Crosby, TX) 
Hazardow WaBtwsster 

Bill Of Lading I : 

Original - Shipper Provided Short Fonn Straight Bill of Lading - Not Negotiable - Domestic 

SHIPPED FROM : 
KMC<), Inc. 
·16503 Ramsey Rd. 
Grosbv. TX 77'532 
(281) 328-35Q·t 

11 a) PA-2804 
11b) 
·1·1 c) 
"l1c) 

77087 

~ ,:-r~ ~l'lbe<:i ~<:.'#,\11 ~ell\ JY-~<l •X<:i6, a<:~ lZ nlll.e<:i\<::ool.'!ffi liM <:~en 01' ?'!Y.~s ur>lr.oo.-.n}, ~e\l, •:<:>!15\Q.'le\l, BM <lslne<llZ \!1\l\<:!lte<l t"!\<:.0#, ··'>111<:11 
sl!ld csrler {the word cmler 1:-elnJ;I understood thrc>UJ;/hOUI ihls 2lS memlflJ;/ 1M1i' persc>/1 or corporllflcn &llhorlzed to be in pcssesslc>/l·c.rthe p.·q:.ertt J.JI'lder the cmrm:t,l ~ees to 
•:l51'f11 to Its !.lf1LlS!Jl9! pla.:e •:ff deltoer1 !115l!ld destlmi!lon, If on Its rc<Ute. otho"..nr.Ase to ·:leflver t•J l!!I10iher ClSI'fler on th'! route tc• 5l!ld desllnllflcon. Tt!!s em t:lf Ll!dl~ !sl!l receipt fe-r 
J;/oods; !tIs not cf lt5elf l! •:•:l111r;~ .. :t d clSI'rfl!ile. It Is muluzilly· l!J:lfced, 5 t•J e&h ClSI'fler d l!ll or 155 to 21!!;' Sl!!•:! O'ter llll or llfll/ portl•m of 5l!ld route to destlnllflon, l!lnd l!5 t•J e;:ch pmty !II 
!!l'fl/ tlme Interested In llll or mJ of5l!ld prope:rtv·. th!ll e:oer>J sefl!!ceto be performed h'!reun•jer sml! be subject to !lll th'!tem'l$ !!l'fl:! conditions conll!lned !nth'! l!ppllc!lble ·:conlrl!>..'i 
be:tvc!fen shipper l!nd •:lSI'f!er or lntertnedll!f11. · 

F cor p~ment: Chl!r~ to be billed to ShlPJ:'.er or the "Billed to" pl51'tf lSI'e set forth In the gc¥e:rnlng cootrl!Ct ""lth Shipper. No chlSI'ges other thl!n those •:ontl51ned th'!reln tT!l!llJ be billed 
to Shipper or the ~amed to~ p~ ~hoUt prlor'Ml\ten consent r.A Shipper.~ ~ill! copy Of 'this em r.A Uldlng, TUrnlsh'!O l!l: the \tme r.A shlptTJo-..nt, rf1ll51: be mmctled to tne Trelgtt tom 
submftledto Stlfpper or tl1'! "9'f!fedto" pl!rt~ l!11d sent to: 

CONSIGNED TO : 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 77021 

CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 7702-r 

Thlsls to cerllll.·· th!ll the prcilu.:t stated beiOlN lSI'e propertt cll!55lfled, .?..scr!toed, p&kl!lged, rn!lfked l!nd ll!beled l!lnd Is In proper cono:lltlon for tr<msp~:-rt!lllon l!ccordlng t•:-. tne 
!!ppilc!lble regulllflcons dthe DeJ;.mtment ofT!'l!n'"..portllflon. If this Shipment moves bet.-oe:en to P0Tt5 by l! cl31Tler by w!ller, tne !!!VII requires th!ll thl! em d Ll!dlng sh3!! sll!te v.neth'!r 
It Is "cl!rrler's or shipper's weight. • 

lntermodlll C.ertl1lc!lle: .A.!flnforrnl!lllcon re•:jll!red b¥ Federlll HlghWZ!i'' .A.dmlnlstrllflon re:gul!!tlons !1143 C.f'R 39!l.S<I>:ll! !rnplementinQthe lnterrnc•:!!ll Sl!fe Conll!lr,e; .A..:t c.f1:992 is set 
forth con ti".ef;:ce dthls bill •Jfla.:!ing. T.'le shlpper Ol5l'ne herein Is the tendering pl51'ty. 

!Hazl Oeseription of Materi-als, Speeia\ Marks, and Exceptions 

( 
; 

RQ, Corrosive. iiquid, basic. inorg.3nic (soditlm hydroxide), 8, UN3266, PG II 

Date :IJ cJ f/--tJf , 
Recei? :acility : CES Environmental Serv~nc. If 
Per: ./),ttHI jj}L4{1,Uj SignatUTe ~~-~-+----=--------- Date: ____ _ 

V\111!te (Generator R etum copy) Yeno·f~· (Transporter copy) Pink (Ree:eliilng Fac:ll!ty copy) Go! den Rod (Generator i st copy) 

EPAH0042001486 



CES Environmental 

(KMCO- Crosby, TX) 
Hazardous WS!Itewatsr 

/ 
} Bill Of lading#: 77088 

Shipper Provided Short Fonn Straight Bill of Lading- Not Negotiable- Domestic 

::::: :!PPEO FROM : 
t\IV!t;(), Inc. 
i c,5Q1 Ramsey Rd. 
'-,,·0sbv . TX 77532 
::29"1) 328-350"1 

11 a) PA-2f:f' ~ 
11h: 

, , ·~ ;.;r;:,pet; ~rlt>ed be<:tJO, In J!??Erertt ~ •xde, et c'!jjt II'S mted \<:•mtent l!rn! <:<m:lltloo of !l''IK~es ~ncr.\J!'\i, 1-rmrir.ed, c<:>!ISI\lned, and d5\11'!d II'S lndlclltt:d b'!law, 'l•>tllch 
sad o:zurJI':I' (the V;o-.::oro cNT!I':I' beJng Lll".derstcoOd thr~oUI th!s ll5 rne~mlng mr pei'S!'n or cc.>rpcorl!llloo2!l.llth::·rlzed tc.> be In pozezloo cfthl! propertr I.J1"!der the coT'Itraet) l!i;ore:-:: •• 

·: ~o Its lJiilJSIRII ~4ECe: ·:lf delt•tery !!I 2\d desll!l!!llo!"', If m fls route, otho-.. nMse to dell¥1':1' to anr • ..tl1e:r cl!l'rler c.n the route: to 2ld deslln!!llon. This Bill of Ll!ldlng Is l! re<:e!pt for 
~GO&.;; It Is not of Itself a cCofltrl!l<:t of •:mla,ge. It Is tTlU!!Jlllll!· l!~'!i!>:l, ZlS t•J e:!!o:h cmler ·:lf Ill! cor ZlS to lliTl' !Sllld 'Jo/.e:r <Jll or !1!1'/ .oc.rtlon of said route: to destlrnltlort !!lid ll5 to e:ECh PM!!' 'l" 

· · t••ne lnteested In !!II or lliTl' of sl!ld ll'fQil'ertt, thllt eve;y ser•tlce t., be performed hl!re'.Jnde shl!ll be sut~ect to !lll t!"!e tenns l!nd conditions ccofitl!lned In the l!ppllcl!ble contract 
!:<'!tl...-een shipper lind cmle cor lnt'!l'fl1eo:lil!i!'. 

"'!'Woes to be i:411ed to Shipper cor the "Billed to• pl!ftlr· lire set f•Jrthln t!'!e yovemlng cootrECt \OAth Shipper. No chl!l'ges cother t!'!l!n thos.~ cconll!lned therein fmilJ' be billed 
t•:• t<rnppe or tne -emed tou p!!l'ty· wlttrout pr1orwrmen consent of Shipper. The &til! copy of this em ·-:If l.JF.IIIl!i. fuml!Shed !!I the tlme oT !Shlprnent, must be !!ltl!Ched to the frel!iht blll 
""lbmltted to Shipper or 'lt'.e nsmea to" part!J zm,j sent to: 

LUNSIGNED TO : 
___ :::vironmentat Services, Inc. 
"ct04 Griggs Rd. 
uouston , TX 77021 

CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 77021 

· Thls Is to certl!'1 t!'!!!l the ll'fWIJct sl!!led beiO\.'<' l!l'e prcoperly clll5slfled, described, p<Kkll>.;Jed, rl1l!!'!l.ed lind I libeled l!rn! Is In ll'fCoper coi1dltlci1 for trl!nspOO!ltl·'" l!ccordlng to t!'!e 
-....-Jicl!ble rel:IUI!!Iico!1!S of the C~pmtment ofTrl!n!SjXII"tatl·'"· !fthls Shlpment tnCi!fe!S bet.lil!:'!n to ports toy I! cl!l'rler t;y '\1\ollte, the ll!Vif requires th!!l the sm ofl.JF.IIf'll! srn:11 st!!le \'<>f1ether 
it Is "carrier's or shlpper1S V'1'elght." 

· ··"l'XXl!! C'!rllflc!!le: .A.fllnfc.rm!!llcon reqUired I:!\' F ederz!l HI~· .A.drrlln151rllthm reg.JI!!Ii•)liS lit 4:9 CFR 390.~ lti1jllementlng t!'!e lnlermod!il Sllf'e C•:•nll!lf11'..r .A.ct elf i :9:92 is set 
rorm omhefl!Ce ofthlsblll of !l!dlng. The shipper l1l!l'11'! herein !sthetel"'derlno.;J pmty. 

ln<:~..::. 

'---::-:---r-=---i 

Unit 
WtNor 

Description of Materials, Special Marks. and Exceptions 

Yes D P RQ, Corrosive, liquid, basic, inoq:J3nic (sodiurn hydn:ndde), 8, UN:3265, PG ;1 

'hif>per : KMC~ Inc. . < 

Per : ~· 0fo/1&{ Signature : __,{11~:..,_-=--?A1-J.t:J...::.::..__,...... __ Dat: 

Carrier CES Environmental Services, Inc. 

Per: K<.oi"" C&A \.J IL'j Signature; 7~ 
S Environmental Sef\lices, h~:·. 

Signature : __________ _ Oa~: .. -------

\fll1!te (Generat>Jr R etum c •JPY) Yeli•J'!I¥ (Tram;porter C>Jpy) G•J!den RQd (Generator ist Cr·r,··· 

EPAH0042001487 



CES Environmental 

(K MCO - Crosby, TX) 
Hzrantol.l5 Wimte>Hater 

BiU Of lading I : 

Original -Shipper Provided Short Form Straight Bill of Lading- Not Negotiable -Domestic 

SHIPPED FROM : 
KMCO, 1nc. 
·16503 Ramsey Rd. 
Crosbv , TX 77532 
(2:8"1) 328-350·t 

11 a) PA-2B04 
11b) 
11c) 
He) 

77089 

\\l<:: l<"ft'Pf:!t1 <:ll'.3ti\bell ~{.(\<\!, \l"IJW'~re-'1.. ~<::"j t<r\!er, e; <:.f:i:~ w.; i'l\.!ie\1 \c<:>!l!.ent mv.l ccn-jitloo c·f Pll-~ir.*s ul'l\'.ncr•I•Tii, 11".!!1'\r.e\!, <:onslgr.etl, mv.l <:l<stlfl'!\1 Mlil>:ll<:me<:l be\crw, . .,.Ji",\tl1 
si5l d carrier (the wc.rd carrler beln,g JJTiderstc.."'d lhrc•u.Qhol.Jt !hls .as meu;Jn;;~ l!nl' persc•n or c orpor:JI!on l!iJihc•rlztd lc• l:>e !n pc.zessJon c.f the p;c·perlt l!!ld!!r me cont.rl!l:ij Z!.Qrfes to 
carry to lis unw..ulll ~4BCe of deliver;' !It Sl!ld destination .. If •Jfl Its r•:>Uie, otrer.;.,tse t;:. •:!elt.-er t•) mrAher carrier c.n the r<:•llte to Sl!ld de:silnl!llon. This em r.Jf L21d\f1l1ls a ;e.:elpt for 
iJQ•:id~ Ills not of Itself a •:or:!rao:t of •:l!rrl~e. It Is r.-li.ltU2!11l' l!li:1feed. z;s to ea.:h cllrrler c.fal! c·r M !•:• !!!Ti Sl!ld over a!l or ar:.y poiilon of said r•)l.Jte to d<sili!!ltlon, and as to ea-:11 pllrt)o· !It 
an>J time Interested In !:ill cor arrx· of5!!ld ~-roperw, iM! ever1•• ser•.<lceto be perfomted hereunder srmtl be sut1ectto !!II the tem15am:J C•,nd!llon5 ·=·~ntalned In the !lppl!cat·!e contract 
bet.Pleen Shipper anoj o::arrler or !nterrre.:!lll!¥. 

For pavment: Cl1l!rges to be billed tc• Shipper or the "Billed to• Pllrt\·· are 5etforthln the gc¥errring ccontrBCt V1>1tl1 Shipper. No c!mryes •:.ther than tho5e contained therein Yill!'f toe bll!ed 
to Shlpper or the "1:11\\e>j \o" plrtt \¥.thou\ prior ·~.mften c0115ent ~;;::nipper. Tne '!<tra co~''' ~ thlsBlll of LZ!d\ng, fumlsl"!ed !It tl"!e tlrne of Slllpment, must t>e !ltmched to the TrelYht blll 
5L.Pmltted to Shipper or the "Silled to• Pllf'tllllnd sent to: 

CONSIGNED TO : 
CES Environmental Services, Inc. 
4904 Griggs Ret 
Houston , TX 7702·1 

CARRIER: 
CES Enviromnental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 77021 

This Is t•) c ertlfl' ~h!lt tl;e pr•:.:!uct state-.:! below l!fe properly c I !!55! fled, ,;j.a_scr!bed, pac!t!!ged, mar!l.e>j m:lll!beled l!r.:l Is In proper condltlco!1 for transport!ltlon accor.::!lng to the 
15PPIIc!lble regulatlc.ns of the Cte~<l!!rtment ofTnmsport!ltlon. lfthls Shlpro1fnt mcl\les bet.'!E:ffl to pcm !:17 11 carrier b>,< water, the lll'N require!> th!lt the sm of L!!dlng shB!! st!lte v,·nether 

lnterm)dl!l Certlflc!lte: .A. II ;nr.,rrn!ltJ.:;n reQL~rect b\' Federal Hl;jtr.fill!'/ .A.dtnlnl51rat!m rfl!-ul!ltlor'.!> !It 49 CFR 390.5<11!:! Implementing tt:oe lntermc·~ Sllfe container .A.ct c~ i 9921s set 
forth .,r; the fa.:e •:.rt'lls b!l! of llldlng. Tl"!e Slllpper name herein ls the tenderl\19 party. 

IH:az! Container Tota\ Un\t 
I r 
i No. Type 

Quantity Wtl\fof 

.. ·{es ·i TT p RQ, Corrosive, liquid. basic, inorganic (sodi:.nr! hydrm:ide), 8, Ui··B26f, PG li 

Signatur 

Carrier CES Envlronmentai Services, Inc. 

Per-: J(t v{A. Ct'tA W k7signature; --y(..._;_ 

Receiving Facility : CES Environmental Services, Inc. 

Per: ------------------------ Signature : __________ _ Date: ___ _ 

VVIllte (Generator Return Copy) Pink (Receiving Facl!lty copy) Gol.:!en Rod (Generator 1st Copy) 

EPAH0042001488 



CES Environmental 

{K MCO - Crosby. TX) 
HSZiWdOU8 Waatftfilter 

-qt-ta,.r3 
Bill Of Lading# : 

Original -Shipper Provided Short Form Straight Bill of Lading- Not Negotiable- Domestic 

SHIPPED FROM : 
KMCO, lnc. 
16503 Ramsey Rd. 
Crosbv. TX 77532 
(281) 328-3501 

11 a) PA-2804 
11b) 
1ic) 
1"1C} 

77371 

Tnt: prt~rW ~r\bed ~c*M, \n ~em ~:xtd crtltt1 e: cept m nc1e0 \tootet and cvndltio11 cf p~l\Bge~ untJKAM1}, tlW\\~ ccrmgne~ Bn1 06\\n.~ l!!; trr:1\t!lf!ti td!\tM?* ·wtQch 
said cmler iihe ·wcord carrier beln.Q l.lllderstoc.:llhroJJ.Qho.ut fhls .85 memn.Q 'I!JI1i' person or corpcorlll!on 2!Uihorlzed to be In possession c.ffhe prope.rtl' lJT!der the contl'l!ct) ajJI'ees to 
c!ll'r,· to Its lJ1!USUlll pi liCe of del~.tery m SZ!Id de5tlrmtlon, If on r.s rotie, othef'\ft!tse to deliver tc• !!110ther c!ll'rler c•n the rrue to Sl!ld desii!UII!on This em of i..&ilng Is a receipt fe-r 
li•Jods; !tIs not ·'3i Itself a con!rl!Ct of c!ll'ri!!.Qe. It Is rn.utui!IIY !!lireed, !!5 to e~~ch c!ll'rler of all corM to 81'1\' Sl!ld over i!lll cor 81'1\' portion of SZ!Id route to de5tlnllllon, ~~nd !!5 to 9:h Pl!lt:! m 
!ll'1l' tlrne Interested In !!II or arry of SZ!Id propert":f, thl5t e~ery ser¥1ceto be perfCoT!Th!:d herelJT!der sh!!ll be sut~ect to 1!!1 the terms and conditions con!!!! ned In the appllcl:!ble contract 
~n '!lh!~ !!nd c!ll'r!er or lntet'fTie.:llat¥. 

For llZ!'l'l'flelil: Ch!lrl;lesto be billed to Shipper orthe"E!I!Iedto• party !Ire s~forthlnthe govern!nl;l c•Jntrl!Ctwtth Shipper. No ctmrges otherttmnthose ccm!nedfhereln rilli'f be blUed 
k· Shipper or the "Bllled to• pmt:f 'A4thoul: prl·:nwl'd:en consent oT 8l1pper. The extra copv oTtllls em of Lading, Tuml'!lhed at the tlrne oT ShlPfn"..nt. tl1l.l2 be !!l!!!o:r.ed to the Trellilll blll 
5!.1!lrn11tedt•J Shipper or the"S'fttedto" P!!lt!' and sent to: 

CONSIGNED TO : 
CES Environmental (Port Atthur) 
2420 Guff\Nay Dr. 
Port Arthur, TX 77640 

CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 77021 

This Is to certl~ ttmt the J:of'od!Jo..'i stated bel•:llftt are properly o:l!!Sslfled, described, pl!Cb;ed, m!ll'ked and labeled and Is !n ~.roper condition f•Jr tranSj:.'-Oro.Micof'! liCCordlnli tc• the 
applicable regu!Z!IIons of the C•e):o!lfttnent ofTf!!I1SPCortZ!Iion. lffhls 8hiJ:~·,,ent mo.-es be.~n to pcorts tJ,- a c!ll'rler b'i water, the I!!W requires that the 9111 of l..l!ldlnli shall stme v.neti"!I'J 
It Is "c!ll'rler's or Shlpper's 'M!llitll." 

lnten-nod!!l Certlflcme: .A.IIInfonTI!!!Ion required by F eder!!l HI~ .A.drnlnlstr!!tlon regu!Z!IIons !it 49 CFR 390.~ lmplernen!ing the lntermodal Safe Conll!lner .A.ct •:f 1992ls ~ 
forth onthefl!Ce oTth!s; blll •:lfl~dlng. The slllpper rn!!Tte herelnlsthetenderlnl;l P!l!'tl'-

IHaz Container Total Unit Description of Materials, Sp~ial \\lt.lortis, and Exceptions 
Quaotif:J WtNof 

i No. 1 Type 

Yes TT Lf3Jfe0 P RQ, Corrosive. liquid, basic. inorganic (sodi1.1m hydroxide). 8, Llf'..J3256, PG !I 

Ship 
Per; 

~~~~--~~~~~~~ 

Carrier CES Environmental Services, Inc. 

Signature ; ____:w{)=-=-4-· .,...=--------

R - - F ·1-ty • C:E~ FJ1VironJn.o.ntal I Port Arthur) ecewmg ac1 1 • "" . .. - '!:" ••••• , • - ·-··---, 

Per: G"'o )R<"fr 1 Signature: . p ( ~==========t,---
V\1111te (Generator Return G opy) Yellow (Tfdnsporter copy) Pin~. (R eceli.i !ng Facll!t~t ··py) 

Date: 

EPAH0042001489 



-
CES Environmental 

(KMCO- Crosby. TX) 
Hszsrdoua waatewatM 

Bill Of lading#: 

Original- Shipper Provided Short Form Straight Bill of Lading- Not Negotiable- Domestic 

SHIPPED FROM : 
KivlCO, Inc. 
16503 Ramsey Ret 
Grosbv. TX 77532 
(281) 328-350"t 

11 a) PA-2804 
11b) 
·11c) 
11c) 

77373 

Tr.e. prcpert1 ~\1~ be!tf#, \n ~f!ft ~~ cr~, ~ cf!Pt m ncte;O \C~ntent mj c~n.:WJc\fl cf p~:\Ul¥-S urM~, rrmrn.~ core;\gneO, mKi ;jesUni!d as \ndi<:llt~d b-e\0\Nr ·\'\lttich 
sald csrler ithe wcrd CZII'rler beiTI!J understoodfhrWj;Jhc.ul thl.s ;s.s rnez!Tilng 21111' PB.SOil or cOTPQTZJilon 2!U!Ilc.rlzed to be Jn po:sses.slc•n cofthe propelt)o· under the cmtract) ZJQTee.s to 
Cl!rf'! to Its U!1IJSI.lal place d de:ll>te:r>i lit S!'lld de:stlnlltlor, If on Its route, othe:r;.lse to dell.-er to l!l10ther carrier on the route to S!'lld desllnlltlor. This Sill of Ll!r.!lng!s ll re-~e:lpt for 
il•;)Cods; It Is not <if Itself<~ c•:a"ltrl!o:t d •:l!rrla.oe. it Is r;ll.I!Uz!l!y !!greed, as to e.:h Cl!rrler of !Ill or 11sto 2!111' S!'lld ov·er 1!11 •:lr l!!T!'" t:•mlon •:!2id routet•' destlnllt!co!i, liM as to each p!lrty m 
!1/T<f t!me Interested In !!II cor !!ITt o:;f :sllld property, tfl.!ll e:o~ery Ser\llce to:• be ~cormed hereunder shall be sutje:t t•' llll the tem1S l!ilo:! •:ond!tl•,ns cont.<!! ned In the !!ppllcllble contrl!ct 
t-et>.•.teen Shipper lind cmler or lntermedl!!r~. 

F o:;r pZ!lft..,....nt: Chllr~ to be billed to Shipper or the "Sillej to• !lll!1\< are set fcofth In the J1o:1Vemln<:J •:ontract v,ofit! Shipper. No chllrges other ttJ.::~n those ceont!!lned therein mZ!lf be bll!ed 
to Shlpper orthe"Bllle:dteo• party "of.Athout prlorwrm:en consent rl8hlpper. The extrl! CoJJ:"'l' rlthlsBlll dL2!dlng, \'umlsheOlltthetlme rl shlpment, f!1L'Sl:be l!!mchedtc•thefrelghl bill 
!rubrnttted to Shipper cor the "SHied to• pllrty lind sent t•): 

CONSIGNED TO : 
CES Environmental (Pott A!thur) 
2420 Gultvvay Dr. 
Port Arthur, TX 77640 

CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 77021 

This Is to certlliJ thllt tt·.e prwuct stllted belc"'v l!re ~oroperly cll!SSlfle:d, describe•:!, Pl!(ll.l!ged, mll!ited l!ild labeled !t.•11s In prOJ..""ll!r coJI1dltlon f.x tr!ln'"..por!llt!on acccordlr,g to the 
l!PPIIc!lble regullltlons dthe DepBrtment •:!Transpcorll!lloo. !fthls Shipment mo-•e:s bet#een t•' ;:>c•rts by !! c!!!Tier by v.<!ler, the 1!!\.•.r requires thllt the Sill cif L2!r.!lng shall stllte Y..ottether 
It Is 11CMier's ·:zr shipper's ·.,v~ght.'' 

lnterm.:;Olll C.ertl1!cme: ,.,.lllnfoonlllloo reQ!.Ilred t¥ F e:derlll HI~ ."'-dmlnfs!rlltlon regulllt!•:ms lit 49 CFR 39!154C> Implementing the lntermcodlll Slife Coi1ta!ner .A.ct d 1:992 Is set 
fortli on the fl!ICe rlthis t4ll d ll!o::!lng. The shipper name here!nls the tenderlng PMI'. 

lHaz contmner Total Unit Description of Materials. Special Marks. and Exceptions I 
I I Quantity WtNol 

l No . ) Type I 
.. les RQ, Corrosive, iiquid, basic, inorganic (sodiurn hydroxide), !3, UN:3256, F'G l! 

Carrier CES Environmental Services, Inc. 

Per: ~bL• '1.) U~ Signature:~ Date : 12. · ?·a:P 

Receiving Facility: GES Environmental (Port AJ1hur) 

Per: ------------------------ Signature: _________ _ Date: ____ _ 

iNillte (Generator Return Copy) Yellow (rransporter copy) Pin!<. (Recett~lng Faclli!}i Copy) Golden Rod (Generator 1st Copy) 

EPAH0042001490 



(KMCO- Crosby, TX) 
Hm:anlou~S wmtwuater 

Bin Of lading il : 77374 

Original -Shipper Provided Short Form Straight Bill of Lading- Not Negotiable -Domestic 

SHIPPED FROM : 
KMCO, Inc. 
·16503 Ramsey Rd. 
Crosbv . TX 77532 
(281) 328-3501 

11 a) PA-2804 
11b) 
1·1c) 
He) 

The !lf<:ll:~l' r.l6cr\red ll~\<:Mi, lr.E??m~r.t ~x.-<:1 ,:,rd~, et <::~as IV-!l.eti \CcG!ier.t 800 coor:lltic.r, <:>f pl!lclr.Bl)~s un\\r.c->-.n), rfl!ll'il.e<:!, cons\~, m:j Ol!s\lr.l!ti ilS \r.-::!lcl!lte<:! t.-f!lc•w, '>mien 
SZ!Id carrier ithe Wt.Td cl!frler bell1J:! understc>e.O ilirou~wli ihis llS rnel!fllng 'Enf person c>T CC>TJ:>C>Tl!tlc>l'! Z!!.!!h!:med to be ln pc•.zezlm of!he propflt)·· l..'f!der :the cc.rtr~!J ~ees to 
c&r!· to Its urn.i'SU!ll pl<Ke c~ delto'!l'f 1!lt SZ!Id destlf1llllon, If c>n 13 rc.ute, colher-Mse to dell¥~ to l!I10ther carrier on the rc.ute to SZ!Id des\1111111oo. This 9111 <:>f lll•:llnQ Is a re>:elpt for 
;;IDC•ds; It Is not cf Itself a con!ra.:t <:>f c!!!rrllij,le. It Is ll1!.ll!mlly !!;if'!'!>:!, llS to l!!!l•:h cl!!rrl~ of 1!111 c.r M t•J l:!!1f SZ!Id ov~ !!!! or l:!!1f portlcil of sl!lld rc-ute to des\1!1llllor., arod as to e!!!Ch pllrt.r" 1!lt 
l!rFJ tim'! interi!Sted !n !Ill or !!11\'" of Sllld propeft"l', lhl!! evert ser>.~lce to be ~<'!!formed hereunder sl'lllll be su1:1ect t•J !ill the terms and condlilons cont!ilned In th-e !!PPI!c;!lble •:•Jn!n!ct 
between Shipper zm.j carrier or lnterrnedl!!lfi'. 

F•x p!f;'mert Chlir~to be bllledto Shipper orthe"BIIIedto• Pl!fl1&e setfc.rth In the gc•,-emlno.;~ •:cml!Ctwlth Shipper. No ch!lfges ·:~herth!!lnthose ccd.l!llnedthereln mey be bllied 
to Shipper or the ·eme>j to" pl5rty v.iti1oui prior \6ifitten consent t:A Bhl~v-.r. The e-:tfll cop>J or this em of lzldlnQ, furnished 1!lt ilne tlme t:A shipment, must be lllmched t•) the frelght om 
Slibrnlttedto Snlpper ort!'le"Bf!ledtoR pzrty and sent to: 

CONSIGNED TO : 
CES Environmental (Port Arthur) 
2420 Gulf\Nay Dr. 
Port Arthur, TX 77640 

CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 77021 

Thlsls to certlfl' thl!lt the product stl!lted belc<W &e properly ci!!Zlfle•j, d>-..scrlbe.:l, P!!!Cit!!lged, rmllited and l!!l!>e!ed zm.j Is In proper condition f•)r transport!!lion !!lccordlng to the 
l!lpp!lcllble regul!!ltlons of the Cll!pmtment ofTrl5!1Silort!!ltlon. If this Shlptnenl mill!es between tc• p.Jrts by 1!1 Cl!rrler by· wl!lter, the I !!IN requires lhl!! the Bill .~ Ll!dlng Shall 5!l!lte ~\41'!ther 
it Is "Cl!rrler's c.r shipper's Wl!lght." 

!r.termc>d!!l Cert.lflcllle: Alllnfc•rtr!llllon required b>/ Federal H!gtr;;.•l!lil Adrnlnlslrl!!ti•Jn regull!lt!ons 1!lt 49 CFR 390.!;.4C !mpletnentlng the !ntern-.odal Slife C'-ontl!llner Act c~ i SS21s s~t 
forth on the f!!ce of this bill •:if lad!no.;~. The shipper n1!lme herein Is the tenderlnQ P-art\<. / 

Desmiption of Material-s, Special Mark-s, and Exception-s 

RQ, Corrosive, liquid, basic, inoq;ianic (sodiurn h~-idroxide), 8, UN3266, PG !! 

Date: /~ /0 [8 
Carrier CES Environmental Services, Inc_ 

Per: U!); ~·,A"'- Qvv.\6() Signature: \..S~~ 
Receivim; Facility ;CES Environmental (Port A;1hur) 

Vlitilte (Generator Return Copy) -fellow (Transporter copy) P!nf; ('R ec:el\i lng Facility copy) Golden R oct (Generator 1 ;t copy) 

EPAH0042001491 



CES Environmental 

{KMCO- Crosby, TX) 
Kszar111nm WS9tiNI'ater 

Bill Of lading # : 77376 

Original -Shipper Provided Short Fonn Straight Bill of lading- Not Negotiable- Domestic 

SHIPPED FROM : 
KMCO, Inc. 
16503 Ramsey Rd. 
Crosby , TX 77532 
(281) 328-3501 

·11 a) PA-2804 
11b) 
·1·1 c) 
11c) 

Th~ pro~ d5er\be-j be.k~.J, \n 5P?~t:rt ~=~=j c~rtle.f 1 ~ t.~!t -as n~ed {ccntern en1 ccnd!ttcn ':{ p~:l\*!; unt\.n~): rrmrR.i!d, c.~;;nsl-gne'J. and ~!itlned as \ndicaieG be\~J~ vvtft,:h 
said c131Tler ithe ·wcord carrier l:·eln" unde."3!c..:..::f ftlrouQhl.'li.JI thls liS rnezlllln" 51¥ pei'Siin or corpormlM authorized to be In p(:<SSessJc.n of the propertf' l.ll'lder the cc.nlri!Ct) llgTees to 
~l!rr~ to !ts UllUS!Rll piZKe of delh<erv <!! s!!ld ~..stirrat! on, If on Its mute, other•fiAse tc• ·~l'ier t·~ anr.A!ler cmler on the rc>Ute tc• :Z.d destlnllllon. Th!s em of !.J!dl!'l>J Is a receipt for 
li•:lt.">ds; It Is not ·:~Itself ll conlr~~<:t of cl!rrll5l;Je. it Is muil.mlly ueed, liS to fll<:h •:!lrrler of llil or liS to l!rP.f md over Z!ll or l5f'l'l" portion of sZ!ld route t•J destl!ll!l!!on, !l!'l>j liS to I!I!Ch Pl!rlY 81 
!lrT1 time lntere2ed !n l!!ll or !!!11 •:ff md prcopert;;, th!l! e:~ery seN Ice to be P"'..rformed hereunder shl!!l! be sLit~ect to !!II the terms 1!fld ~ro:!ltlons cont!!lned In t!".e !!P~~I·:l!t4e contract 
bet, .. ·-een shipper m:l •:!!!Tier c.r lntermedlmy. 

For ~men!: ~j;l"'..s tc• be t~lled to Sh!pper or the "Billed to" pmt~ are ~~t f·~rlh !n !tie l;IO¥ernll1l;l •:Mtri!Ct ¥11th >:=rdpper. No •:i".l!rges other than those C•Jnl!!lned therein t"l1ll'f be bl!led 
to Shipper ort"le"EIIIledto• partt ·~vfil'k."'..t ~.rlorlf.!!'ltten consent •:If Shipper. Tne e>:ti'ZI copy •Jfthls em l:!fl5.llnQ. furnlstted !!ltiletlme of shipment, tT1l.!Stbe l!ltScttedt•Jtl"'.efrl!lgt;t blll 
SUbmitted to Sh!Wer orttle"SH!eelto"pmy !!11>:1 sent to: 

CONSIGNED TO : 
CES Environmental (Port Arthur) 
2420 Guffvvay Dr. 
Port Arthur, TX 77640 

CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 77021 

; his I!: to certlfy' thM the product 281ed beiO't'! l!re propert1 cll!SS!fled, ~..s·:rlbed, pl!Ciulged, rlllll'ked !lflo:l labeled 1!fld l5ln pr•JPI!l' condition for transport811c.n accordlng tc• the 
~~lc!!l:lle regulations of the Department ofTranspc·rl811on. lfth!s Shipment mo>;es tet.veen to pcorts by a carrier by oV!IIer, the l!f# requires th8l the em of l5.llf'lli 511!!11 281e whether 
It ls"cmler's or shiPil'!r's·;<!f:ll;lhl." 

lntem'lO<:I!!I C~rlo'11•:81e: .A.IIInfc-ni'181lon required by F eder!!l Hii;ltrw'l!fl" Adrnlnlstrmi•Jn rl!l;IIJI811ons !1!49 CFR 390.~ !mplemenllf'lli ttte lnterm·~!ll Slife Con!lllner f\.•:t of 1932 Is set 
forth ontl'lef!lce c.fthi5 bllll:!fladi!'l>,j. Tne sl'!l~oper rnme herein Is thetenderlllli p!!ftiJ. 

\Hazj Contdn9f Total Unit 

j
l !1-, ~-~~-1 Quantity Wfllfol 

No. J Type 

I 
I 

·i TT p 
3g.tfJD_ RQ, Corrosive, liquid, basic, inorganic {sodium h:;.'dro;dde), 8, UN3266, PG ll 

I 

-------------------------------------------------------------------------------------
Shipper : KMCO, Inc. 

Per: :zOO.~ ,jattdfes Jr, Signature;~ 1c:-:d/q { Fl 

R · - - f -.-... · C'E0 EnviJ-o•lmP.n"..,l f Port Arthur) ecennng achltf. , u u . -'··· -· .. !o.. ,. -·-. ~--·-··, 

Per: 
~~~~~~~-L~~r---

W111te (Generator Return copy) 'r'eilow (Transporter c _ 

Date; f2.J 1\ )oK 
I 

Goiden Rod (Genenstor 1st copy) 

EPAH0042001492 



CES Environmental 

{KMCO- Crosby, TX) 
Hazanlom; Waat6\lili.iter 

BiH Of lading# : 

Original -Shipper Provided Short Form Straight Bill of Lading- Not Negotiable -Domestic 

SHIPPED FROM : 
KMCO, Inc. 
·16503 Ramsey Rd. 
Crosbv , TX 77532 
(2B·t) 32B-35Q·t 

·11 a) PA-2804 
11b) 
11c) 
1·1c) 

17311 

11"~ p,rc..~:f ~~r\t;ej t"t.\&~ tn ~men\ ~~.d {".fd!!r, t:.\ \.~~ ~'!; note.d tccnteft m:1 o:n""?:illi~~ cf ~-cY~es unf'J"N\fun}s mmi\.ed: ccr~~:i, 'arid ~\~il '5!i intl\cated be!C\~.s~ \t:::tich 
slSld Cl!IT!er (the -.~d carrier be!nQ l.111d6slood throu~c·ut this s mezmlnQ ll11f ;.erso."J w cc.r;.orllllon zwlhorlzed ic• toe in poS3esslm of the ;:.ro;.ertt under the c ontra.:tj Z!gl'ee> tc• 
::arrr to Its i.ifiUSUai place: of deihtery m s5d destlnmton\ tf on tts i':tUte: otherifvise tc: ,.:feij·:;·~ t':: ~'1·::ther CZ!rrle:i ~n the r:::ute: t':' sald destination. This em :jf Ladlrttj is a r.ecet~~t for 
;;J•:•:xls; It l:s not ·:f Itself a •:onl~t •:;f cl!l'rla;;~e. It Is n1l.Jiuan·1 a;;Jreed, as to e&h carrier of:!!! •Y. as to I!!!TJ' :s!'!ld <:f..<er al! or !!rw· pc.rtlc·n ·~f s!'!ld r•,ute to &'..silnllll•:•n, Z!!1d as tc· l!l!Ch Part'l m 
05.'111 tlme !nteresied In !lli c<t !l:Tf of :said j:.iC .. ;•'!rty, 111!!! e:te.-'f senrlce to be performed here;.;nd--:r s.'1-:li be subje·:t to :Ill the terril'S 05.'1\1 •:•:<!l<:l!tlons c•;-nl!'!lne>:l In thi! appll•:!ll:4e cconlrl:!ct 
be;t~Ne~ Shipper an:j .::arr!er or tnt~rrne;tj\mo!f. 

F •Y. Pl!li'mei: C:hl!l'ge:s to toe billed to Shipper c.r the "B!Iie>:l tc•" party !Ire set forth in tl'.e lPfernlr.g cc.rnract ¥11th Sh!pper. Nc• charges; ot't!er tlilln thOse cc<flt!lined therein ITiltJ be billed 
to Bhlpper or tile "Bliie;.j to• ~·MI' >.<l!ltilout Pfl•Y.lMltten •:onse.rt of Bhlpper. Tile ~<Ira C•:JJ:"! of tills em of Ll!dl!l>j, fum! shed at me tlme or Shipment, ml.l!Si be !!lreched to the freight llm 
sut.Yilltted t•:• Shipper •Jr the "Sflle>j to" part>J ami sent to: 

CONSIGNED TO : 
CES Environmental (Pmt Atthur) 
2420 GuffVl.taY Or. 
Port Arthur , TX 77640 

CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 7702·f 

Th!s Is to •:ert!Ty thllt the prodUCt s!med below are prc•per!y clazl!led, des-:rlbed, Pl:f>:~.l!ged, mamed and labl:le-j ana Is In pr.:_.per condltl·~ for transpc·rtailon ac•:•Jrdlng to the 
!!ppllc!lble regulations c.fthe Dej:ll!l'tment •:;f'Tranr...portatlon. !fthls 8hlprnent mcr•es bet.-.-e:en to p;:!f!s 117· a cm!er t•J ¥.'ater, the l!!o¥ req<.Jlres th:!l t.'le em of Ll!dln;;; sh:!li sli5!:e ' . .-.nether 
H: ls"c~rlerls or shlpp~r's w-e:tgtt." 
!nterrnooal C-ertlflcate: .A.ll !nfcm-:.allon requlre-j blf Federal H!Ql1V•l5\' Adrnlnlstrm!•Jn regulations at 43 C:FR 39D.S<llil:! Implementing the lnlemY....:I-51 Safe c:ontalner .A.ct cfiSS:Z !s set 
forth on the f~~o:e •:l!'thls t~n of ll!d!ll>.:l. The Shipper nl!l'n!! herein ls the tendering Pl!l1l'. 

IHaz\ conialngr Total Unit 
i ; 

Qmmti~ WtNol I I No. J Type 

~"fes •1 TT a'lbct o 0 
I RGl, Corrosive, liquid, b.3sic, inoq;tanic (sodium hydroxide). 8, UN:32i36, PG !i 

Carrier CES Environmental Services, Inc. ~ 

Per: IJrent.S:tfiJ Signature : ~-
Receiving Facmty :CES Environmental (Pmt .Afthur) 

\IV!l!te (Generator Return Copy) Yellow (Tram;porter cop)r) 

EPAH0042001493 



Environmental 

I:J(MCO - Cmiib]t. TX) 
Harant~.ms 1.ilisste>:ntsr 

Bm Of Lading 1f. : 11318 

Original- Shipper Provided Short Form Straight Bill of Lading- Not Negotiable·- Domestic; 

SHIPPED FROM : 
KMCO, Inc. 
·t6!:,Q3 Rarnsey Ret 
Crosbv, TX 77r:/32 
(281) 328-350"1 

1·1 a) PA-2804 
1"1b) 
·1·1 c) 
·t1c} 

The ?tCpi;.tt~ ~s:,t;\~~ t:e\~Si-$, \~ ?t??m~?t. ~~~:::rl \fzi,1.;r...:; 1 et.<:f!?\ ~ nt:~t;-.'j \:::.c~,t:n\ -e."1tl \.r~~\\~n ~ }:D-::'-~l!~ un!;.?i~\ff}, f'i\0';\t~t.tit -::.~~~'~ne.d, zwitl 1Y-~1,t\e\i -a:: l~j\~~i!:"j ~\·::::~?::,~:·$.¥.en 
saJd czm'Jer ithe i!ttord carrier being unders'ttAid ihrc~ui7J1c!Ui thJs ~ f'i'ieanJ"" ~ peiSc:n c:; corpc:rlfiJc,J7 :wthorized tc• t~e Jn pc.:;sezJt:tfi ofthf: propertf under the contn:n-t.j aDre:es t::· 
carrif tc• its unusual t:•iB>:e: of deHver'l· 5t 5ald destination, If C•n lts route~ •:4henr.:.4S.! t~~ ;:feUver t1J another carr~er t•n tl1e ro::Lite to ~~d dstlnat~c:n. Th!s 8iU of Lading I~ a ti::•:eipt f•:<r 
_gcnJcts; a ~s: f:=)t t.J-flts.=!:!fa c::,rffract 'C•f carrfa_o~. ft f:; r:mtuaH!~· agre,ed, a:; t•:= each ·:arr!er claH ::~r as to an:v: said over an or arr.v- porti•Jii cfsald rc•wte tc· destlrfi5tlc,n, and as to ea.:h part.!.·· at 
~:! tlr11e Interested Jn aH (•r ari!r ::~r !251d pr~lert?": !tiat e;i e:r~· s~n=· j::e t:J be perforrned nereund-!:r shaH be sut~ e;:t t;:: aH the 1~7i15 and c~)rPiil•:·ns c :jnt~ ned 1rz the appHcabie .;: ,,rnra=:t 
bet~Neen sh~PPi!r ~d tllrrli!r ~:;y lnterrnetiiUi. 

F •:n payr.-.ent Chl!iges tc• N: b!!led to ;:::hipper or thf: "Billed to• P!!!ii' <~re set forth In tr"e governing cor;trz;.:t ¥.<!1!1 Shipper. N•:; charges; c~hf:i th!lf'l th•:>se cc•i1t~Sirn:d tnereln r.-~/ be bll!ed 
to ;::hipper cor the "9llle•:l to" pmt;t -.,nnc<Ut prl·:,- "olirltten coreoei1t r.1. Shipper. The e'<tr!! •:opy •:tr !l11s em <:ft. Ll!dlng, fLlfnlShe•:l !!l the t!me of :::-hlpment, ri1!.3!: oe !!ltached t•:; !he freight bll! 
!iiU<~)fJ1tttedtc: 8fifpper or tfie usme:!tclt P.Y:i'r' and 5ent t•J: 

CONSIGNED TO : 
CES Environmental (Pmt Atthur) 
2420 Guit\t~ay Dr. 
Port .o\rthur , TX 77640 

CARRIER: 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston , TX 77021 

This ts t•l certlf;f tmrt the product s!!!led t.elcw lire pr•:>Peri·1 classified, oecr!be:ll, pa.:ll.:aged, ml!ti!.ed ;m.j labeled ;;no Is ln prc.per •: on•:llti>:m f·:or trans~.ort!!llc•n ac •: c.;.jlng to the 
;sp;:~h:abie regL4ath:rns ,,fthe DePlJ'rtrttent ofTransP*'rtmfon. ffthls SJipn'1fiit rna;1e:s betvi.~-een to porn; t~,t: a cml-=r b';l v--mter: the ~;5:.1'1l reqi.Jire;; that the BIH ,Jf L.adfng stl~i! state ·:i=ihether 
It fs ",:arrle:r's or shipper's v::~Jght '1 

l i1tem-;-odi51 Certificate: J'd! !nl"•:orm!'!!lon requlre.j !:t;t F e·:lera! Hlghwey t<. d!Tlinls!r!!l!•:m regul!!ll•:•ns at 4:3 CFR :::30. ~ lm~4er.-Jentlr,g the li1tert1'1•:x:!-3! S!!fe Ccntl!!ner t<. ct C•f i 9.92 is set 
forth c•n !he f!!ce oftl"ds bill of l!!•:ilng. The shlt:•pe.r n:=...me her'!ln Is tr.e ten<je.,"l~ P!!il.¥. 

IHazl 
/ I 

l I 
"Yes __ -~ __ T_T_~O P RQ. Corrosive, liquid, basic, inorfj.:mic (sodiurn hydroxide), 8, Ui'·J3256, PG ii 

-------

--------
Shipp·er ~ KMCO, lnc. 

Per :~-ll~w tY1_kl._~_-eA __ _ Signature:~~ Date: 12-)J-08' 

Carrier CES Environmental Services, Inc. 

Per : <Bfu,~wvu] Si!Jilature : \ ... ,; ..Q_ ~ tJ nate; \ Q-\o~~o% 

Date ; 12 ~ l) --u~ 

EPAH0042001494 



TexasMmual" 
Insurance Company 

December 22, 2008 

Family of JOEY SUTTER 
2420 GULFW AY DRIVE 
PORT ARTHUR, TX 77640 

Re: Claim#: 
Employee: 
Employer: 
Date of Injury: 
DWC#: 

 
JOEY SUTTER 
C E S ENVIRONMENTAL SERVI 
12/18/2008 

Dear Family of SUTTER, JOEY, 

Claim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

Please accept my condolences on your loss. I am the workers' compensation specialist assigned 
to process this claim. 

I am writing to contact you by sending this letter to advise that we are currently investigating the 
claim that was reported by the employer. 

Please call1-800-859-5995, extension 7291to contact me and discuss this claim. I thank you in 
advance for your cooperation. 

Sincerely, 

~<~~~ 
Karin T. Crouse 
CAT WORKERS' COMP SPEC II 

Cc: CES Environmental Services Inc.\ 

EPAH0042001495 

(b) (4)



1exasMutuar 
Insurance Company 

December 22, 2008 

C E S ENVIRONMENTAL SERVI 
ATTN: CARL GUIDRY 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury: 
DWC#: 

 
JOEY SUTTER 
40 1-08-23 62 
C E S ENVIRONMENTAL SERVI 
12/18/2008 

C I aim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3 8 89 

... '' ~· ~· "" ''' 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

181 DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2)- Please fax or email attachment or use the on-line version 
(www.texasmutual.co m ). 

OR 
0 DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

181 DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 

The employee returns to work, OR 
• The employee, after returning to work experiences an additional days(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 

Workers' Compensation. 

AND 

181 EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

181 COPY OF THE POST-ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995 ext. 7291. 

Karin T. Crouse 
CAT WORKERS' COMP SPEC II 

EPAH0042001496 

(b) (4)



12/23/2008 Texas Department of Insurance 

Division of Workers' Compensation 
7551 Metro Center Dr., Ste 100, MS-96, Austin, TX 78744-16093 Y: " ··~~~·~······ .. ~~~

Voice 512.804.4636 Fax 512.804.4101 

CES ENVIRONMENTAL SERVICES INC 
4904 Griggs Rd 
Houston, TX 77021-3208 

NOTICE TO EMPLOYER 

www.tdi.state.tx.us 

RE: Claim No.: 
Injured Worker: 
Date of Injury: 
Carrier Name: 
Carrier No.: 

 

JOEY SUTIER 
12/18/2008 
Texas Mutual Insurance Co 
99J0000556027 

The Texas D0partment of Insurance, Division of Workers' Compensation (DWC) has received notice of an injury/death 
on the above-named employee. Enclosed is information about your rights and responsibilities as an employer and 
information to help you develop successful return to work procedures. Services available from DWC to assist employers 
include: 

RETURN TO WORK SERVICES: DWC provides information to help employers reduce costs and control lost time by 
successfully returning injured workers to productive work as soon as possible following an injury. A "Resource Guide" 
and other information are available on DWC website. In addition, workshops, seminars, and individual consultations 
also are available. 

OSHCON - Free health and safety consultations are provided to small private employers on request Emphasis is 
placed on assisting the employer in developing effective health and safety programs and identifying and correcting 
hazards in the workplace, including industrial hygiene testing. 

Safety Information Library - Health and safety training programs are available to employers, employees, academic 
institutions and other entities in Texas. Additionally, the Division maintains a resource center containing health and 
safety information, visual aids, and publications. A large number of safety educational materials are available for 
download from the Division's web site. The Division staff also provide assistance with research on specific health and 
safety issues and questions. 

Safety Education & Training - Onsite professional occupational safety training is available to public and private 
employers throughout the State of Texas. We can help any Texas business, whether or not the company subscribes to 
workers' compensation. 

More information on these services can be located on the Division's website at www.tdi.state.tx.us. 

Your workers' compensation insurance carrier is required to notify you of any claim filed against your policy. You may 
submit a written request to your insurance carrier to secure additional information regarding payments, reserves, and the 
effect on premium rates set by the Texas Department of Insurance. This information is intended to inform you of the 
means to secure specific information regarding your company's workers' compensation claims. Please direct your 
questions regarding premium rates to the Texas Department of Insurance, Workers' Compensation Division, 333 
Guadalupe Street, Austin, Texas 78701 (telephone 512-322-3495). 

If you prefer this information be mailed to an address other than 4904 Griggs Rd, Houston, TX 77021-3208, please 
contact your workers' compensation insurance carrier, who will advise the Division of any address changes. Future 
mailings will be forwarded to the corrected address. 

THIS NOTICE DOES NOT REQUIRE A RESPONSE. 

Sincerely, 

Texas Department of Insurance, Division of Workers' Compensation 

Enclosure: Rights and Responsibilities 

CS-37 (1 0/05) An Equal Opportunity Employer 
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EMPLOYER RIGHTS 

The Texas Workers' Compensation Act, Texas Labor Code, 
Section 409.011, provides covered employers the following rights: 

to be present at all administrative proceedings related 
to a claim 
To present relevant evidence related to a claim at any 
proceeding 
to report suspected fraud 
to contest the compensability of an injury if the 
insurance carrier accepts liability for the payment of 
benefits. 
to receive notice, after making a written request to the 
insurance carrier, of 

an administrative or a judicial proceeding 
related to the resolution of a claim; or 
a proposal to settle a claim 

to contest the failure of the insurance carrier to 
provide accident prevention services required by the 
Act. 

EMPLOYER RESPONSIBILITIES 

1) Reporting Injuries 

Employer's First Report of Injury: You must report to your 
insurance carrier within 8 days of the date you receive notice 
or have knowledge of: 

a work-related injury that causes an employee to miss 
more than 1 day of work 
an occupational illness that you know about, even if 
the employee has not missed any work 
a work-related death 

Do not file an employer's First Report of Injury with the 
Texas Department of Insurance, Division of Workers' 
Compensation unless specifically requested to do so. 

You may report injuries by mail, fax, telephone, or electronic 
transmission to your insurance carrier. Failure to timely report an 
injury or illness may result in an adminstrative penalty not to 
exceed $500 to be assessed by the Division. Send a copy to the 
injured worker and provide the employee a summary of rights and 
responsibilities in the wording adopted by the Division. 

You must keep a record of work-related injuries, illnesses, and 
deaths. Keep the records for at least 5 years from the last day of 
the year in which the injury, illness, or death occurred, or for the 
period of time required by the Occupational Safety and Health 
Administration, whichever is greater. 

2) Other Reporting Responsibilities 

Employer's Wage Statement: You must report an injured 
worker's wages and other compensation to your insurance 
carrier. Send Form-3, Employer's Wage Statement, to your 
insurance carrier within 30 days of the date income benefits 
begin to accrue. Send a copy of the form to the injured worker. 
Do not file the form with the Division unless specifically 
requested to do so. 

Supplemental Report of Injury: You must report any 
changes in an injured worker's pay or employment status to your 
insurance carrier. Send Form-6, Supplemental Report of 
Injury, to your insurance carrier within: 

3 days of the date the injured worker returns to work; 

3 days of the date an injury causes the employee 
to miss additional work after returning to work; 

10 days of the end of a pay period in which the 
injured worker's weekly earnings change as a result 
of the injury; 

10 days of the date the injured employee resigns 
or is terminated. 

Send a copy of the form to the injured worker. Do not file the 
form with the Division unless specifically requested to do 
so. 

If you do not timely send the required forms to the insurance 
carrier and the injured worker, you could be subject to a penalty 
of up to $500 per occurrence for the Employer's Wage Statement 
and the Supplemental Report of Injury. 

3) Posting and Notice Responsibilities 

(This section does not apply to Political Subdivisions) 

Notice of Coverage or Change in Coverage: You must post 
notices in your workplace telling your employees that: 

You have workers' compensation insurance and 
provide the name of your workers' compensation 
insurance carrier; 

the Division has staff to explain injured workers' rights 
and responsibilities and to help resolve disputes 
about their claims; 

the Division has a 24-hour, toll free hotline to 
report suspected safety violations in the workplace. 

Posted notices must be in wording and format adopted by the 
Division. If you do not post these notice, you could be subject to 
a penalty up to $500. 

You must give all of your employees written notice if you cancel 
your workers' compensation policy within 15 days of the date 
you cancel your policy or are notified that your insurance carrier 
intends to cancel you policy. If you do not provide this notice to 
your employees, you could be subject to a penalty up to $500 per 
occurrence. 

EPAH0042001498 



Notice to new Employees: You must give each new employee at 
the time of hire a written notice that includes the information in the 
posted notices. The written notice must also tell new employees 
that they have the right to choose not to be covered by your 
workers' compensation policy. Employees have 5 days from the 
date they begin employment to notify you in writing if they do not 
want to be covered by your policy. The written notice to new 
employee must be in wording adopted by the Division. If you do not 
provide this notice to new employees, you could be subject to a 
penalty up to $500 per occurrence. 

For Copies of the required notices, call 512-804-4333, or write 
DWC Forms, MS-91, 7551 Metro Center Drive, Suite 100, 
Austin, TX 78744-1609. 

4) Other Responsiblities 

Drug Policy, if required: if you have 15 or more employees, you 
must have a policy to eliminate drug abuse in your workplace. You 
must give a copy of the policy to each employee. 

For a free copy of the Division's Drug-Free Workplace Resource 
Guide, which includes information on development of a drug-free 
workplace policy, call 512-804-4624 or write DWC Health and Safety 
Resource Center, MS-25, 7551 Metro Center Drive , Suite 100, 
Austin, TX 78744-1609. The Drug-Free Workplace Resource Center 
PublicationsNideos at our website (www.tdi.state.tx.us). 

Accident Prevention Plan, if required: if you are identified by 
the Division as a hazardous employer or are identified by the Texas 
Mutual Insurance Company to participate in an injury prevention 
program, you must adopt an accident prevention plan developed by 
an approved consultant who may be from the Division or your 
insurance carrier, or may be a Division-approved provider. The initial 
consultation must occur within 30 days of the date you receive 
notice that you have been identified to participate in an accident 
prevention program. 

ADMINISTRATIVE AND CRIMINAL VIOLATIONS 

Fraud: You could be subject to a penalty up to $5,000 and 
possibly referred for criminal fraud investigation if you knowingly 
or intentionally commit an act to deny workers' compensation 
benefits to someone legally entitled to receive benefits. You also 
could be liable for past payments and interest. 

Charge Backs: You may not charge your workers' 
compensation premiums back to your employees either directly or 
indirectly. If you charge premiums back to employees, you could 
be subject to a penalty up to $1,000 per violation. Your 
employees may also recover damages in court. 

Misrepresentation of Payroll: You could be subject to a 
penalty up to $5,000 per occurrence if you intentionally 
misrepresent your payroll or provide false information to obtain 
lower insurance premiums. You could also be held liable for 
missed premiums. 

Discrimination Against Employees: Texas law prohibits 
discharging or discriminating against an employee because the 
employee in good faith filed a workers' compensation claim, hired 
an attorney, testified, or will testify in a workers' compensation 
proceeding. 
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By providing meaningful, productive work for 

your injured workers during his or her 

recovery, you can reduce your workers' 

compensations costs significantly. 

Because your experienced and trained employees 
are continuing to do productive work for your 
company, you will be paying earned wages instead 
of workers' compensation income benefits. Most 

often, being away from work is medically 
unnecessary and can result in additional 
complications to the injury, delaying recovery and 

increasing the negative impact of the injury on 
injured workers and their families. 

Talk to your insurance adjuster as soon as an 
injured worker begins to lose time from work. 

Your insurance carrier can provide return to work 
coordination services to help you reduce 
unnecessary lost time and help your employees to 
continue to work during their recovery. Your 
adjuster also can help you understand the functional 
capabilities of your employees and help you work 
with health care providers as your employees 
recover. 

It is important to help an injured worker focus 
on recovery. 

Returning to a normal routine, including 

employment, as soon as possible is an integral part 

of the recovery process. Studies have shown that 

being off work longer than absolutely necessary can 
cause additional physical complications that could 
not only delay recovery but also increase your 

workers' compensation costs. Additional studies 
have shown that injured workers who continue to 
work require less medical care; therefore, you not 
only be paying lower medical costs for these 
employees but also over time should have lower 
workers' compensation premiums. 

If an injured worker is unable to perform his 
or her regular duties, consider allowing the 

employees to perform a different job, within 
their capabilities, that is still important to the 

daily operations of your organization. 

Modified or alternate assignments that are 
transitional in nature make it possible for the injured 
workers to stay engaged as productive members of 
the workplace. Consider modifying injured 

workers' work hours or allowing the injured workers 

to work at a slower pace. By remaining active in 
your employee's recovery process you not only help 
your business but you also increase the likelihood 
that your employees will continue to be productive 
members of the workforce. 

DWC provides information to help employers with successful stay at work/return to work efforts. 

The information is available on the DWC website at http:/www.tdi.state.tx.us/ or the information 
can be mailed to you. To request a copy of the Employers Resource Guide, or for specific 

assistance or questions, please call DWC at (512) 804-4804, or e-mail rtw@.tdi.state.tx.us. 

You also can contact your local DWC Field Office. It is essential that all system participants work 
together to help injured workers stay motivated in the recovery and return to work process. 
Thank you in advance for your interest and cooperation in this process. 

EPAH0042001500 



Karl Guidry 

From: Scarpa, Kimi- OSHA [Scarpa.Kimi@dol.gov] 

Sent: Wednesday, December 17, 2008 3:33PM 

To: Karl Guidry 

Subject: OSHA email address 

Kimi 
17625 El Camino Real, Suite 400 
Houston, TX 77058 
281-286-0583 
Fax: 281-286-6352 

OSHA's Mission: To assure safe and healthful working conditions for working men and women. 

Page 1 of 1 

HSAO's VISION: Utilizing the talents and skills of OSHA's finest, we will execute "The Missions" professionally, 
effectively, efficiently and with respect toward one another and our constituents. To meet this vision we will use the values 
set forth in TEAM CORE. 

NOTICE: 
This e-mail message and any attachments to it may contain confidential information. The information 
contained in this transmission is intended solely for the use of the individual(s) or entities to which the 
e-mail is addressed. If you are not the intended recipient, or an employee or agent responsible for 
delivering this message to the intended recipient, you are hereby notified that you are prohibited from 
reviewing, retransmitting, converting to hard copy, copying, disseminating, or otherwise using in any 
manner this e-mail or any attachments to it. If you have received this message in error, please notify the 
sender by replying to this message and delete it from your computer. 

1111/2009 
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1exasMutuar 
Claim & Information Services 

P.O. Box 12029 
Austin, TX 78711-2029 Insurance Company 

1-800-859-5995 (512) 224-3800 
Fax (512) 224-3889 

January 29, 2009 

C E S ENVIRONMENTAL SERVI 
ATTN: KARL GUIDRY 'i? -~:- .-;· ··: 

h: 
. ...,~.,_, .... c.l 

4904 GRIGGS RD r HOUSTON, TX 77021-3208 ill) 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date of Injury: 
DWC#: 

 
JOEY SUTTER 
401-08-2362 
C E S ENVIRONMENTAL SERVI 
12/18/2008 
09169549 

Dear Karl, 

Thank you for submitting the attached Wage Statement. We have reviewed the form and 
have found information that must be changed to meet the requirements of the Division of 
Workers' Compensation. Please make the following corrections: 

I) Period No. 13 includes the date of injury; please provide wages by adjusting the 
reporting period backward so the date of injury is not included 

2) Period No. 7 reports only 39.13 hours worked Why the decrease in hours for this 
week? 

3) The no. of hours worked appear to reflect more than 40 hours a week except of 
period no. 7. Hours worked over 40 hours are they overtime hours? 

4) Under Non-Pecuinary wage information, you report that pay period no. 12 and 
no. 13 employer paid health insurance. Did he not have this benefit prior to that 
time? 

5) Under Non-Pecuinary wage information, the employer provided 
clothing/uniforms but no specific value was given. Please provide a specific 
value for this benefits for each reported period this benefit was provided prior to 
the injury of 12118/08. 

Please note that the salary history cannot include, nor go beyond, the date of injury. 
Thank you for your prompt attention to this matter. If you have any questions, please call 
me at 1-800-859-5995 ext. 7291. 

S~n,rely, 

)~~~ 
Karin T. Crouse 
CAT WORKERS' COMP SPEC II 

Enclosure: Wage Statement 
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JAN-29-2009 08:22 CES ENVIROMENTAL 7137488664 P.003 

C~M#~----~~~--~--------~~ 
cARRIER's CLAIM# q q :::r 1 5' .s kv?:± 

Sand to workers' compensation carrier: 

(Nome •nd ra1 numbW o1 ctrrlet) 

o Initial DAmended EMPLOYER'S WAGE STATEMENT (DWC Form .. 003) 
Tl1e Texas Workers' Compensation /v1. and Worker~' Compensation rules 
require an employer to provide art Employer's Wage Statement to Ita workers' 
compensation l1111urance carrier (carrier) end the claimant or lhe claimant's 
represantallve, If any. Tha puflloaa of lhe form Ia to provide the employee's 
wage lnforrnallon to the carrier for catculallng the employee'• Average Weekly 
Wage (AVNJ) to establish benellta due to the employee or a benetlcfery. 

The AWW 18 based on the wagaa lha employee earned In the 13 weeks 
immediately preceding the data of Injury (or tha wage a similar employee 
earned If the employes did not work the full13·week period), "Wages" include 
all forma of remuneration payable to an employee for personal services, 
Including fringe benefits. To simplify fling, employara may tile wages In a 
monthly, biweekly, or weekly manner as discussed below. · 

NOTE • An employer who falls without good cauee to Umely file a complete 
wage statement as recjUired by the Texas Workere' Compensation Act. Texaa 
Labor Coda, Section 408.063(c) end Worker's Compensation Rule 120.4 may 
be assessed an admlnlatraUva penalty. 

EMPLOYEE AND EMPLOYER INFORMATION 

t!1 Ali of today's date, the employee Is not back at work. OR 
[J The employee returned to work on and Is working: 

0 without restriction. OR 
t:l with restrictions and Is eaming wages of $ · ' per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer me tl1e Supplel)'lentel Report or 
(OWC FORM-B) to report changes In Work Status and P~at-lnjury 

t:.BT1t\lnCIS. 

The employer ahall timely file a complete wage atatemanl In the form and 
mamer prescribed by the Division. 
(1) The wage atatement shall be IDed ("flied" means received) with the 
carrier, the dalmant, and !he claimant's representaUve (If any) within 30 dey& 
of the eartlaat of: 

(A) the employee's eighth day of disability; 
(B) the date ths employer Is notified that the employee Is ent!Uecl to 
Income benefits; 
(C) lhe date of the employee's daath as a result of a compensable Injury. 

(2) The wage statement shall also be flied with the Olvlalon within oven 
days or receiving a request from the Oivlslon (Only When Requested}. 

(3) A subsoquent wage statement shall be flied with ltie earner, employee, 
end the employee's representaUve (If any) within seven days If any 
lnfurrnaUon contained on the previous wage statement enenges (such aa If 
lhe employer dlscontlmJes providing a nonpecuniary wage that was lnltlaJJy 
oon!lnuecl aflar the dale of Injury). 

Ail applicable DWC rules can be found at www.tdl.atate.bc.ue 

I,HERJ;.SY CERTIFY THAT this wage statement Ia complete, accurate, and 
complies wlth'the Texas Workers' Compensation Act and eppftcable rules, 
arid the listed wages Include all pecur\l;uy and nonpecuniary wages paid for 
(earned In) the 13 weeks prior to the dale of Injury (as described on page 2) 
and · I understand making a misrepresentaUon about a wort(era' 
com~neaUon result In fines and/or Imprisonment. 
! . ' ' . • ~ 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
1Z1 Full-time: employee who ragullllly works at 
least 30 hours per week and whose schedule Is 
comparable to olhar employ&es of the company 
end/or olhor employees in the same business or 
vicinity who are considered full-time. 

IJ Seasonal: employee who as regular course or 
conduct engages In seasonal or cycl!cal 
employment that may or may not be agriwlluralln 
natura and that does not conUnua throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 

IJ Part-time: Regular Course of Conduct: 
employee wha&e work history for Uut 12-month 
period preceding the Injury ahowa the person only 
worked pert-time during that period. 
C Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the Injury shows part-time and rull 
time work during that period, 
IJ Apprentice: employee who Is learning a skiUacl 
trade or art by practical experience under the 
direction of a skilled crafts person or ettlsan. 

0 Minor: employee less lhan 1 B years 
and not omanclpatad by marriage or 
action who Is alao an apprentice, lnllnee 
studant. 
C Student: employee enrolled In a course of 
study In high school, college or other Institute 
higher educaUon or technical training. 

C Trainee: employee undergoing aystemallc 
Instruction and praotlce In some art. trade 

with a vlaw towards 

The wage lnfonnatlon on thla form Ia for. . 

Ir the employes was not employed for 13 continuous weeks before the date 
of Injury, report the wages of an employes who has training, experience, 
akiUa & wages comparable to the injured employee AND who performs 
aervlcesllesks comparable In nature and In number of hours. If no similar 
employee exlstri, rsport the limited available wages earned by the 
lnjured.employae prior to the Injury. 

1Z1 The InJured Employee OR [J A Similar Employee (Nora·'_.; lf 
raquested by lhe Division, the employer shall ld11nHJY the similar employee 
whose wages ware provided.) · · · 

owe FORM-oD3 Rev. 10105 

RECEIVED T !ME JAN. 29. 8:29AM 

Page I 
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-The employer shall report all wages earned In the 13 weeks Immediately preCeding the date of Injury. If the employee is paid on a monthly or semi-monthly'basls, the 
employer may provide wages for the 3 months preceding the date of injury. Monlhly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, tf1e employer may provide the wages for the 14 weeks prececing the date of l!lury. When setting the periods to report, the 
employer may adjust lhe reporting period backward slightly (up to six days) to line up the reporting timeframes with the employets natural pay cycle. Huwewr, the employer shall 
not report wages earned on or after the date of injury. · 

- If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either mnvert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases. indicate the dates that each period covers. 

you are 

aeunlaly Wages Include aU wages that ant paid to the emplope in the fcl 
IUI!y, weeldy, biweekly, moolhly, etc. wages; salary; llpslgratullles; pilecewwll 
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EOC 

Patriot Security EOC 
ProudestEmplovee Owned Company In TEXAS! 

INCIDENT REPORT 

PRINT INCIDENT DET.All..S IN ALL CAPITAL LETTERS 

COMPLETE INCIDENT DRAWING ON BACK 

Secwity Officer's Signature~·~ Employee# /oo? 

Confidential and Proprietary 
Patriot Security EOC 

ProudestEmplovee Owned Company In TEXAS! 
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·EJxonMobil MATERIAL SAFETY DATA BULLETlN 

MCP 1397 

1. PRODUCT AND COMPANY IDENTIFICATION 

PRODUCT NAME: MCP 1397 
SOPE'LIER: EXXONMOBIL CHEMICAL COMP.MY 

SYNTHETICS D!VISIO~ 
2195 ROOTE 27 
EDISON, NJ 08818 

24- Hour Emergency (call collect): 
Product and MSDS Information: 
CHE:MTUC: 

609-737-4411 
732-321-6048 
800--424-9300 

2. COMPOSITION/INFORMATION ON INGREDIENTS 

CHEMICAL NAMES AND SnlomMS: SULFOlUZEO ISOB!J'l'YLENE 

ING~EOIENTS CONSIDERED aAZAROOOS TO HEALTH: 

PAGE 1 OF 8 

This product is not formulated to contain ingredients which have 
exposure limits established by o.s. aQencies. !t is noe ha%ardous ~o 
hea~th as defined by the European Onion Dangerous 
Substances/Prepa~ations Directives. See Section lS for a regulatory 
analysis of the ingredients. 

OTHER POTENTIALLY HAZARDOUS INGREDIENtS: 

Substance Name 

SO:.FURIZED ALKENE 100 

See Seetion.lS for European Label Information. 

See Seeeion S for exposure limits (if applicable). 
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-E~onMobil MATERIAL SAFETY DATA BULLETIN 

20Al?1U999 M::l? 1397 PAGE 2 OF 8 

3. HAZARDS IDENTIFICATION 

US OSHA HAZARD COMMUNICATION STANDARD: Product assessed in accordance 
with OSHA 29 CFR 1910.1200 and determined to be hazardous. 

EFFECTS OF OVEREXPOSORE: Respiratory irritation, dizziness, nausea, 
loss ot consciousness. Prolonqed repeated skin contact with low 
viscosity materials may defat the skin resulting in possible 
irritation and dermatitis. 

EMERGE~C~ RESPONSE DATA: Amber Liquid. Material is combustible. 
Exposure to fire can generate highly toxic fumes. DOT ERG No. 
128 • SEC: 2 

4. FIRST AID MEASURES 

EYE CONTACT: Flush thoroughly with water. If irritation occurs, call 
a physician. 

SKIN CONTACT: Wash contact areas with soap and wat~r. Remove 
contaminated clothing. Launeer contaminated clothing before 
reuse. 

INRALAXION: Remove from further exposure. If respiratory irritation, 
dizziness, nausea, or unconsciousness occurs, saak immediate 
medical assistance and call ~ physician. If bre~thing has 
stopped, use mou~h to mouth resuscitation. 

INGESTION: Do not induce vomiting. Ge~ medical assistance. 
NOTE TO PHYSICIANS: Material if aspirated into the lunqs may cause 

ehemieal pneumonitis. Trea~ appropriately. 

5. FIRE-FIGHTING MEASURES 

EXTtNGOISHING MEDIA: Carbon dioxide, ~oam, dry chemical and water foq. 
SPECIAL FIRE FIGHTING PROCEDURES: Use water to keep fire e~posed 

containers eool. tf a leak or spill has not ignited. use water 
spray to disperse the vapors and to protect personnel attempting 
to stop leak. Water spray may be used to flush spills away from 
exposures. Prevent runoff from fire control or dilution from 
entering streams, sewers, or drinking water supply. 

SPECI~~ PROT&CTIVE EQOIPMENT: For fires in enclosed areas, fire 
fighters must use se1f-containe4 breath£nq apparatus. 

ONOSOAL FIRE AND EXPLOSION P-\Z.IUU>S: Material is cOJII))ustible. Exposure 
to fire can qenerate highly toxic fumes. elash ~oint C(F): 
81(178)- {ASTM 0-~3). Flammable limits- LEL: NE, OEL: N~. 

NFPA HAZARD !Do Health: 2, Flammability: 2, Reac~iv~ty: 0 
HAZARDOUS DECOMPOSITION PRODUCTS: Carbon monoxide. Sulf~ o~ides. 

Date Printed Thursday, March 07, 2002 
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6. ACCIDENTAL RELEASE MEASURES 

NOTIFICATION PROCEDORES: Report spills as required to appropriate 
authorities. 0. s. Coast Guard requlations require immediate 
reporting o~ spills that could reach any waterway including 
intermittent ory creeks. Report spill to Coast Guerd toll free 
number (800) 424-8802. In case of accident or road spill notify 
CH~REC (800) 424-9300. 

PROCEDURES IF MATERIAL IS RELEASED OR SPILLED: Eliminate all ignition 
sources. Adsorb on fire retardant treatec sawdust, diatomaceous 
earth, etc. Shovel up with spark-resist~nt shovel ano remove to 
appropriate waste disposal facility in accordance with current 
applicable laws and regulations. 

ENVIRONMtNTAL PRECAUTIONS: Prevent spills from enterinq storm sewers 
or drains and contact with soil. 

PERSO~ PRECAUTIONS: See Section $ 

7. HANDUNG AND STORAGE 

HANOL!NG: Ose in well ventilated area away from all iqnition sources. 
Avoid spar~inq conditions. Ground and bond all transfer 
equipment. 

STORAGE: Store in a cool area away from all ignition sources. Store 
in a cool area. 

8. EXPOSURE CONTROLS/PERSONALPROTECTrON 

VENTILATION: Ose local exhaust over heating operations. Use in well 
ventilated area. Ventilation desirabla and equipment s~ould be 
explosion proof-

RESPIRATORY PROTECTION: Ose appropriate respiratory protective 
equipment durinq heating operations. 

EYE PROTECTION: Normal industrial eye protection practices should be 
employed. 

S~IN PROTECTION: If prolonged or repeated skin contact is likely, 
impervious gloves should be ~o~n. Good per$onal hyqiene 
practices should always be followed. 

EXPOSQRE LIMITS: This product does not concain any components which 
have recogni~ed exposure limics. 

9. PHYSICAL AND CHEMICAL PROPERTIES 

Typical physical properties are qiven below. Consult Product Data Sheet 
£or specific details. 

AP?~~~CE: Liquid 
GOLOE!.; limber 
ODOR: Mercap'tan. 
ODOR THRESHOLD-ppm: NE 
pH: NA 

(Section contin'l:1ed next page) 

Date ~rinted Thursda~, March 07, 2002 
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BOILING POINT C(F): N£ 
MeLTING POINT C(c): NA 
FtASa POINT C(F): 61(17~) {ASTM o-~3) 
FL.rJ1loi'..AS!L!!'t: NE 
AUTO FLAMMABILITY: NE 
EXPLOSIVE PROPERTIES: NA 
OXIDIZING PROPERTIES: NA 
VAPOR PRESSORt-mmHg 20 C: NE 
VAPOR DENSITY: 'NS 
F:VAI?OAA'tiON RATE: NE 
RELATIVE DENSITY, 15/4 C: 1.03 
SOLUBILITY IN WATER: Negligible 
PARTITION COEFFICIENT: NE 
vrscos:TY AT 40 c, est: 5.3 
VISCOSITY AT lOO C, eSt: l-7 
FOU~ POINT C(F): < -64(-83} 
FREE6ING POINT C(F): NE 
VOLATILE ORGAN!C COMPOUND: NE 

NA=NOT APPLICABLE ~~=NOT EST~.BLISF.EO D=DECOMPOSES 

FOR F'JRTHER TECHNICAL INFO~~TION, CONTACT YOOR MARKETING ~PRESENTATIVE 

10. STABILITY AND REACTlVIlY 

STABILITY (TH~~. LIGRT, ETC.): Stable. 
CONDITIONS TO AVOID: Hea~, $parks, flame and build up of static 

elect;;ici.ty. 
INCOMPATIBILITY (K~TER!ALS TO AVOID): Strong oxidizers. 
HAZARDOUS DECOMPOSITION PRODUCTS: Carbon monoxide. Sulfur oxides. 
HAZARDOUS POL11M£RIZA'l'IOIJ: Will not occur. 

11. TOXICOLOGICAL DATA 

---ACUtE roXICOLOGY--
ORAL TOXICITY (RATS): Practically non-t:o~:ic. 
DERMAL TOXICITY {~~BITS}: Practically non-toxic {LDSO: greater than 

2000 mgfkg). ---Based on testing of similar products andfor the 
components. 

INHALATION TOXICITY (RATS!: Practically non-toxic (LCSO: ~=eater 
than 5 mg/ll . ---Basee on testing of similar products andfor the 
components. 

E¥£ IRRITATION (aASSI!S): Practically non-irritating. Eye irritation 
$Cores: 6.0 at 24 hours, 3.3 at 4S hours, 2.3 at 72 hours 

SKIN lRRIT~TION (RABBITS): Practically non-irritating. Primary 
irritation score: O.S/$ 

OTHER ACUTE TOXICITY DATA: +•+DOT skin corrosivity (4 hours) : 
Negative ,. ..... 

---GENETIC TOXICOLOGY (SUMMARY)-~-
**~Mouse Lymphoma CL5l7SY!TK+f-) Assay: Positive. ?••Negative Ames 

Test. 

Date Prin~ed Thursday, March 07, 2002 
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12. ECOLOGICAL INFORMATION 

ENVIRONMENTAL FATE AND EFFECTS: After ZS days, 3.3, of this material 
was converted to C02 in the OECD 301B (Modified Sturm) test. 

13. DISPOSAL CONSIDERATIONS 

WASTE DISPOSAL: Product is suitable for burnin~ in an enclosed, 
eonerolled burner for fuel value or disposal by supervised 
incineration. such bu.-ning may be limited pursuant to the 
Reso~rce Conservation and aecovery Act. In add1tion, the product 
is suitable for processinq by en approved recycling facility or 
can ~e d~spos9Q of ae an appropriate 90vernment waste disposal 
facility. Use of these methods is s~ject to user compliance 
with applicable laws and regulations and consideration of produet 
characteristics at time of disposal. 

ttCRA INFORM.li.TlON: The unused pl:oduct, in our opinion, is not 
spe~ifically listed by the EPA as ~ hazardous was~e (40 CFR, 
Part 2610), nor is it formulated to contain materials which 
are listed hazardous wastes. Ie does not exhibit the hazardous 
characteristics of iqnitability, corrosivity, or reactivity and 
is not for=ulated with contaminants as determined by the ~o~icity 
Charaeteriseic Leaching Procedure (~CLP). P.owever, used product 
may be regulated-

14. TRANSPORT INFORMATION 

tlSA OOT: 
SHIPPING NAME: 

HAZARD CL.ll.SS & DIV: 
10 NUMBER: 
ERG NUMBER: 
PACKING GROOP: 
S'I'CC: 
DANGEROOS WHEN WET: 
POISON: 
LABEL{s}: 
PLACARD ( 5') : 
PRODOCT RQ: 
MARPOL III STATCS: 

Combustible Liquid, n.o.s. (contains 
SULFURIZED ISOBOTY.LtNEl 
COMBUSTIBLE LIQOID 
NA1993 
128 
PG III 
N£ 
No 
No 
NA 
Combustible 
NA 
NA 

In accordance with 4~ erR l73.150(!)(i), non-bulk quantities of this 
material (<119 gallons per container) may be shipped as non regulat:ed 

- for USA domestic shipments. 

RID/ADR: NOT REGt1LATED B'f RID/ADP.. 

IMO: t-10'1" REGOLI\.Tt.O 13"( IMO. 

(Section contint~ed. next pag-e) 

Dace Printed Th~rsday, Mareh 07, 2002 
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IATA: NOT REGULATED SY IATA. 

15. REGULATORY INFORMATION 

GoveLnroental Inventory Status: All components comply with !SCA, 
C:INECS/£Lit<CS, AICS, METJ:, and DSL. 

:E:U Labeling: 

S~ol: Not applica~le. 

Risk ~hrase(s): Not applicable. 

Safety ~hrase(s): S24~62. 
Avoid contact with skin. It swallowed, do not induce vomiting: 
seek medical advice ~e~iately and show chis container or label. 

Contains: Sulfurized Isobutylene. 

o.s. Superfund Amendmen~s and Reauthorization Act (~) Title III: 
This product contains no "EXTREMELY HAZARDOUS SUBSTANCES•. 

------+--·------·--··· 
SARA (311/312} REPORTABLE HAZAP.D CATEGORIES: 

FIRE CHaONIC 

·Th~s product contains no ch~cals subject to the supplier notification 
requirements of SARA (313) toxic release program. 

The £o1lQWing product ingredient$ are cited on ~he lists below: 
CHEMICAL ~~ CAS NCMBE~ LIST CITATIONS 

l"'ACGIH ALL 
2=AC:GIH Al 
3"'ACGIH A2 
4=NTP CAAC 
S-NTP SOS 

,.,. .. NO REPORT.U.BLE: INGREDIENTS **"' 

6"'IARC l 
7=IARC 2A 
S=IM.C 2B 
9=0SAA C.ZU!.C 

lO:=OSHA Z 

REGULATORY LISTS SEARCHED --· 
ll~TSCA 4 16~~ PoS ~~C 
l2~TSCA 5a2 l7sCA P65 REPRO 
l3=TSCA Se lS=CA ~TK 
l4=TSCA 6 19=FL ~TK 
lS:TSC~ l2b 20~IL ~TK 

2l.:>LA RTK 
ZZ==MI 293 
23=MN RTK 
24=NJ RTK 
2S==PA RTK 
26=RI RTK 

Code key: CARC=Carcinogen; SUS=Suspeeeed Carcino9en; REPRO=Reproductive 

Date Printed Thursday, ~Arch 07, 2002 
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16. OTHER INFORMATION 

~recautionary Label Te~t: 

CONTAINS SOLFORIZED HYDROCARBONS 

CAOT!ON! 

COMBOSTIBLg LIQUID AND VAPOR. MAY CAUS~ NOSE, THROAT AND LONG 
IRRITATION, DIZZI~SS, NAOSEA, LOSS OF CONSCIOOSNESS. LOW VISCOSITY 
MATgRIAL-IF SWALLOWED, MAY BE P.Sl?IAATED AND CAN ~li.USE SERIOUS OR FATAL 
LUNG OJ.IM.l".GE. 

I?ROLONGED, REPEATED SKIN CONTACT MAY C..li.OSE IRRITATION. 

Keep away from heat and flame. Avoid contact with skin or clothing. 
Avoid breathing vapor. Keep container closed. Use with adequa~e 
ventilation. 

FIPST AID: If inhaled, remove to fresh air. If not breathing, qive 
artificial respiration, preferably mouth-to-mouth. If breathing is 
difficult, 9ive oxygen. Call a physician immediate~y. In case of 
contact, wash skin with soap ana h~ter. ~emove con~aminated clothing. 
Ca~~ a physician if irritation persists. Wash clothing before reuse. If 
swallowed, seek immediate medical attention. Do not induce vomitinq. 
Only induce vomitin~ at the instruction of a physician. 

For industrial use only. Not intended or suitable for use in or around a 
household or dwelling. 

Empty eon~ainer may contain product residue, including flammable or 
~~plosive vapors. Do not cut, puncture, or weld on or near container. 
All label warninQs and precautions must be observed until container has 
been thoroughly cleaned or destroyed. 

Refer to product Material Safety Data Bulletin for further safety and 
healch informa~ion. 

OSE: EXTREME: l?aESSUI'lE ADDITIVE 

NOTE: P~ODOCTS OF EXXON MOSIL CORRO~!ION ANO ITS AFFILIATED COMPANIES 
ARE lllOT E"ORMtlLATEO TO CONTAIN PCSS. 

------------------------------~------------------------·----------------~ INGI'lEDIENl' CAS Nt.1MBER 

(<-------------------------------------->1 l<-------------------->1 
1-PROPENE, 2-HETR~L-, SOLFtlaiZEO ossu-so-2 

For Internal tlse Only: MHC: 0 l* O• 0 1, MPPEC: C, TRN: 6013973-00, 
RtQ: CHEMIO.L PRODUCTS, SAFE USE:: C 
EHS Approval Date: 20APR1999 

(Sec:tion continued next. page) 

Da~e Printed Thursday, March 07, 2002 
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DEPOSIT TICKET 

JOEY W. SUTTI::R 
t'i:OBBIE FISHER 

2096 60TH ST. 
PORT ARTHUR. TX 77040··183? 

DATE~-----------------------------
DEPOSITS MAY NOT BE AVAILABLE FOR IMMEDIATE WITHDRAWAL 

SIGN HERE FOR CASH RECEIVED (IF REQUIRED) * 

CHASEO 
JPMorgan Chasl! Ba"k· iii.A. 
Dallas, Texas 75201 
www.Chase.com 

iJZ1=.J CASH 1>

;g_-.£1_131 
1110 

808136535 \"" 

__ ___j~<> 

J"' 
;;;(OR;;-;TO;c;;Tc;;AC~FR;;;OM;;;O;c;;THE""RC:OSIOEj 

SUB TOTAL I\> 

* LREf,MA86' !<> 

$ 

T()(uJJULOW 
12 ~]_ 

t-/i{~_ 

,. ~ 

U1~'1J 
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DEPOSIT TICKET 

JOEY W. SUTn<::l~ 
ROBBIE FISHER 

2096 60TH ST. 
PORT f\RTHUF<!, TX T7640~l83~l 

DATE 
DE POS/::TS-:-:-M-:-A:-cY:-N:-O:cT:::--::B-::E-cA-:-V::-i'\-:IL-:A-::B-LE-:-::F--:cO-R-1 M=M-::E--:cO-:-/A-::T:-:E:-W-:1-::T-:-H--:cO-:-R-A""W:-i'\-L 

SIGN HERE FOR CASH RECEIVED (IF REOU!RED) * 

CHASEO 
JPMorgan Chase 6ar.k, N.A. 
Dallas, Te.<as 752(;1 
www.Chase.com 

CiZJ=.J CASH II> 

g:Q_l131 
1110 

__ aoo136535 I"' 

(OR TOTAL FROM OTHER SlOE) 

10> 

"" 
SUB TOTAL 10> 

* W~E?v\86' "'" 

$ 

(b) (4)



Application 
For Employment 
Solicitud de Empleo 

~~~~~~~~~~~~~~ 

regafd'iJii ;~ce, rioldh
1 

!{elY 
1_:-,L,, ' 3,"-'15~~:: W, 

, status., 'Acept:a · ''' ,, 
(', I\', " 

; bl;/,ent:aQil$n sexu~l; estiiilq 
~ , 'I,,, 

,, a ~stM~ pra~eglff,~:~~galtr(~n 
, '' ',',, ' -, ' 

[PLEASE PRINT /SIRVASE ESCRIBIR EN LETRAS DE MOLDE) 

Pasit:ion[s) Applied For/Puest:o{s) que solicita Date of Applicat:ion/Fecha de Ia Solicit:ud 

l&} ,~, 015' 
How Did You Learn About Us?/e-C6mo se enter6 sabre nosotros? 

0 Advertisement/Anuncio 0 Employment Agency/Agencia de Empleo 0 lnquiry/Vino par su cuenta 

~ative/Pariente 0 Friend/Amigo 0 Other/Otro ------------------

Best time to contact you at home is: La mejor hora para comunicarse con usted en casa es: . . . . . . . . . . ~~ 
If you are under 1 B years of age, can you provide required proof of your eligibility to work? ......... . 
Si es menor de 18 atlas, e-puedeproveer las pruebas requeridas sabre su e/egibilidad para trabajar?. . . . D Yes/Sf D No 

Have you ever filed an application with us before? e-Ha solicitado empleo en esta empresa anteriormente? D Yes/Sf 

If Yes, give date _____ _ En caso afirmativo, indique Ia fecha _________ _ 

Have you ever been employed with us before? i Ha trabajado en esta empresa anteriormente? . . . . . . . . . D Yes/Sf 

If Yes, give date _____ _ En caso afirmativo, indique Ia fecha ----------

Do any of your friends or relatives, other than spouse, work here? . . . . . . . . . . . . . . . . . . . . . . . . . . . _/ 

i Trabaja en esta empresa a/gun amigo a familiar? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ~ Yes/Sf 

Are you currently employed? i Trabaja actualmente?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . D Yes/Sf 

May we contact your present employer? e-Nos autoriza a ponernos en contacto con su empleador actual? D Yes/Sf 

Are you prevented from lawfully becoming employed in this country because of Visa or Immigration Status 

i Tiene prohibido trabajar /ega/mente en este pals a causa de su situaci6n de inmigraci6n a visa? 
Proof of citizenship or immigration status will be required upon employment. . . . . . . . . . . . . . . . . . . . . 

Si se /e contrata se /e pedira prueba de ciudadanfa a situaci6n de inmigraci6n.. . . . . . . . . . . . . . . . . . . . D Yes/Sf 

What is your desired salary range? OSLj Db 'c..b lst_ c,Cua/ es e/ a/cance de su sa/aria deseado? _______ _ 

Date available for work/e-En que fecha estara disponible para trabajar? leA! f'dy b-3 

~Are you available to work:/e-Esta disponible para trabajar: 

tt:::Time/Tiempo Camp/eta D Part-Time/Tiempo Parcial D Temporary/Temporario 

Are you currently on "lay-off" status and subject to recall? 
e-Esta actua/mente en despido temporal y sujeto a que Ia vue/van a emplear?. DYes/Sf 

0 No 

~ 
0 No 

~0 
WE ARE AN EQUAL OPPORTUNITY EMPLOYER/ESTA FIRMA OFRECE IGUALDAD DE OPORTUNIDAD DE EMPLEO 
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Education/Educacion 

/d-: 

Describe any specialized training, apprenticeship, skills and extra-curricular activities. 
Describa su capacitacion especializada, aprendizaje,destrezas y actividades extracurricula,res. 

rt--"' ~ C..•'S5cSr u&r I 
+r CLc.._d-oy 5 1 +r e...VL.c.L_.,__.-:S 

' 

Describe any job-related training received in the United States military. 
Describa Ia capacitacion especializada relacionadi! con el empleo que haya recibido de las 
fuerzas armadas de los Estados Unidos . 

• 
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Employment Experience/Experiencia Laboral 

2. 

3. 

Job Title/Titulo del Empleo 
(10 C... .'~ r ~?-.. :~;.. 

4. Employer /Empleador 

Address/Oirecoi6n 

Telephone Number{s]/Numero{s] de Telefono 

Job Title/Titulo del Empleo Superwsor/Superwsor 

Reason for Leaving/Motivo poe el Cual Dej6 su Empleo 

1ti~0;l~!J· may ~xaiVIjiJ:/Jrgahizations 

~d~~~~"rti:'su em~~~w tas a:;%j~tjdes 
·a; prigen t)acioh~Y/t{us inca{J8.'¢.idades 

': "''~~>;::~;, ~ ' ' ' , 

If you need additional space, please continue on a separate sheet of paper 
Si necesita mils espacio continue en otra hoja de papel 

·List professional, 1irade, business or civic activities and offices held. lndique los puestos profesionales, vocacionales, comerciales o 
civicos que haya ocupado, o las actividades de este tipo que haya realiza.do. 
You may exclude membership which would reveal feender, race, religion, national origin, age, ancestry, disability or other protected status / 
Esta autorizado a exoluir Ia partiaipaci6n que reve e i3u sexo, raza, religion, origen naoional, edad, ascendencia, incapacidad fisica o mental, 
o pualquier otra condioi6n protegid~ par Ia ley: · · · 

//_:; 

Li ·. ··} . ,; .:,,, ': ; . 
' : 

.: '· ., 

.: . 
•• 

;;r ; ', '· 
.; 
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Specialized Skills/Destrezas Especializadas !Check Skills/Equipment Operated/Marque sus Destrezas o Equipos que Puede Dperarl 

State any additional information you feel may be helpful to us in considering yo~r application. 
lndique cua/quier informacion adicional que considere que nos seria uti/ para evaluar su solicitud. 

Note to Applicants: DO NOT ANSWER THIS QUESTION UNLESS YOU HAVE BEEN 
INFORMED ABOUT THE REQUIREMENTS OF THE JOB FOR WHICH YOU ARE APPLYING. 
Can you perform the essential functions of the job, for which you are applying, either with or without a 
reasonable accommodation? A review of the activities involved in such a job or occupation has been given. 

Nota para el solicitante: NO CONTESTE ESTA PREGUNTA A MENDS QUE LE HAYAN 
INFORMADO SOBRE LOS REQUISITOS DEL EMPLEO QUE SOLICITA. 

0 YES 0 NO 

c,Puede ejecutar de manera razonable las actividades que debera realizar en el empleo u ocupaci6n que solicita? 
Se adjunta una descripci6n de las actividades a realizarse en dicho empleo u ocupaci6n. D S/ D NO 

References/Referencias 

1. -s-~Q.....\._f s (.A. ...J-1-e__y-
" [Aiarne/"Aiornbre) # no 

Oorcf- 4r~ 
[Address/Direcci6n) 

2. L ,r Sc... £ cJ. r ,rC/cJJL c.. 
/Varne/"Aiornbre) 

A~5 
Phone # /"Aiumero de Te/efono 

[Address/"Direcci6n) 

3. { } 
[Aiarne/"Aiornbre) Phone # /Aiumero de Telefono 
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Applicant's Statement/Declaracion del Empleado 

NOTES/ ANOTACIONES 

This Application For Employment is sold far general use throughout the United States. Amsterdam Printing and Litho assumes no responsibility for 
the use of said farm or any questions which, when asked by the employer of the job applicant, may violate State and/or Federal Law. ..ir··. 
Esta Salicitud de Empleo se vende para usa general en tado Estadas Unidas. Amsterdam Printing and Litho. no asume ningu~ti · 
responsabilidad par e/ usa de dicho formulario ni par ninguna pregunta que, cuanda Ia formu/e el empleador a/ individua que sq,Jii;ite 
emp/ea, pudiera vialar las /eyes federales y/o estata/es. · 

Re-order Form #33517 (33532 imprinted) from Amsterdam Printing and Litho, Amsterdam, N.Y. 12010 
©copyright 2002 Amsterdam Printing and Litho, Amsterdam, N.Y. 12010 

To Re-order Call1-866-466-1438 
Para reabastecer las existencias de este formulario, Solicite el Formulario #33517 (33532 con membrete) 

Amsterdam· 
a Amsterdam Printing and Litho., Amsterdam Printing and Litho., Amsterdam, NY 12010. Copyright 2002 Amsterdam Printing and Litho., Amsterdam, N.Y. 12010. Rev. 9/06 

Para efectuar su pedido llame al1-866-466-1438. 
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~

JEFFERSON COUN~ 
~"'- II Constable precinct 8 

* l!VIf -
~ +'f' LIEUTENANT K. W. YOWMAN 

~ ,,...,.. DEPUTY CONSTABLE 
JEFFERSON COUNTY, PORT ARTHUR, TEXAS 

(409) 983-8311 
SUB-COURTHOUSE (409) 983-8313 
525 LAKESHORE DRIVE (409) 989-3602 
PORT ARTHUR, TEXAS 77640 FAX: (409) 983-8303 

kyowman@co.jefferson.tx.us 
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lJ'om <]i{{am, III 
JVS'I1C'E O'FT.JiiE PEJI.C'E 

¥Rff,CI:Nr:I'<EIC]:Jfl' 
J'E'Frf'E'RSOJf COV:JfiiY, PCXJ(<I Jl 'l('I'HVCJ( PEXJI.S 

svm-coV<J('IJ{oVs<E 
525 £}l'l(fESJfOCJ('E 1/YlijVE 
POCJ(<J'}l(]('I'JfUCJ{. PEXJI.S 77640 

O'FC: (409) 983-8330 
PJV(: (409) 749-3670 
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12/19/2008 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 
mmoser@cesenvironmental.com 

Notification Confirming Receipt of Claim 

Date oflnjury: 12118/2008 
Injured Worker: SUTTER, JOEY 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a 
second Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please 
submit a copy of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of 
the form online at www.texasmutual.com/hcnlhcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m.- 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet: 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www .texasmutual.com/workers/iw ADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m.- 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 
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Texats··* lt . ·_.·' -1\ Claim Number: 9910000556027 

Notification Date: 12/19/2008 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: 
SSN: 

JOEY SUTTER 
XXX-XX  

Mailing 
Address: TX 

County: 
Physical 
Address: 

County: 

Home Phone: 
Date of Birth: 
Marital Status: Not Married 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: 
Tax ID: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date of Injury: 
Date Reported: 

12118/2008 

12/18/2008 

Time: 14:30 

Fax: 

Nature of Injury: UNKNOWN/NOT REPORTED 

Cause of Injury: MISC. CAUSES-OTHER 
MISCELLANEOUS, NOC 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

Yes 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 
Address: 

4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: WAREHOUSE 
Hire Date: 00/00/0000 State: TX 
Partner/Officer/Owner: No 
Date Lost Time Began: 00/00/0000 
Return to Work Date: 
Last Paycheck was: 

0010010000 

Wage: 
Frequency: 

Hours/Week: Days/Week: 

Fax:(713)676-1676 

Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: 
Phone: Ext: 

PREPARER OF REPORT 

Name: CHAD 
Phone: (713)966-1796 Ext: 
Email: mmoser@cesenvironmental.com 

INJURY INFORMATION 
Address Where Injury Occurred: 
2420 GULFWA Y DR 
PORT ARTHUR TX 77640-4541 

County: JEFFERSON 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

Fax: 

FATALITY. EE WAS CLIMBING ON A TRUCK TO HELP IN THE CHEMICAL VENTING PROCESS. EE 
STARTED BLEEDING FROM HIS NOSE AND FAINTED. EE PASSED DUE TO ANEURYSM. 
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1exasMutuar 
InsuranceC:onnpany 

NOTIFICATION OF FIRST DEATH BENEFIT PAYMENT 

DATE: 

RE: 

0610212009 

SUTTER, JOEY 

Date of Injury: 
Nature of Injury: 
Part of Body Injured: 
Employee SSN: 
DWC#: 
Carrier Name: 
Carrier Claim Number: 
Employer: 

12/18/2008 
NO PHYSICAL INJURY 
NO PHYSICAL INJURY 

 
09169549 
Texas Mutual Insurance Company 

 
C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Claim and Insurance Services 
P.O. Box 12029 

Austin, Texas 78711-2029 

Your first payment of workers' compensation benefits for the period of 12/19/2008 is being issued. The benefit payment is 
called "Death Benefits" (DBs) and is paid weekly. Your DBs payment, in the amount of$570.36, is based on 75% of the 
reported Average Weekly Wage of$760.48. An explanation ofyour DBs payment is as follows: 

we are in receipt of a DWC 42 with supporting documentation with regards to a documented 
beneficiary, Ashley Nicole Sutter. These benefits have been calculated by taking 50% of 
$570.36 dividing it by 3. This amount will be used at $95.06 until further notice. 
Remaining amount will be kept in escrow until further determination is made with regards 
to other potential beneficiaires. 

You may request that we make benefit payments by electronic funds transfer directly to your bank account. Also, you may 
request that we change your DBs from a weekly payment to a monthly payment. 

If you do not agree with the amount of weekly death benefits being paid, please contact me: 
Adjuster's Name: KARIN T. CROUSE 
TollFree Telephone#: (800) 859-5995 
Fax #/E-mail Address: (512) 224-3889 

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance, Division 
of Workers' Compensation for further assistance. You have the right to request a Benefit Review Conference. You can 
contact the Division office handling your claim at 1-800-252-7031. 

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile number 
or e-mail address. 

Please note that making a false or fraudulent workers' compensation claim is a crime that may result in fines and/or 
imprisonment. 

CC SUTTER, ASHLEY NICOLE 
C E S ENVIRONMENTAL SERVI 

DWC PLN-5(Rev. 01/05) Page 1 
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CES Environmental Services, Inc. 
4904 Griggs Road 
Houston, TX 77021 
713-676-1460 Main 
713-676-1676 Fax 

Mr. Mark Sokolow 
City Attorney 
City of Port Arthur 
444 4th Street, Suite 426 
Port Arthur, TX 77640 

RE: PACES and Autopsy of Joey Sutter 

Dear Mr. Sokolow: 

The recent Joey Sutter Autopsy Report released after April17, 2009, had several 
incorrect statements and omitted information. Susan Jones at Southeast Texas 
Forensic Center (Jefferson County Morgue) stated that the sulfhemoglobin in 
blood test identified on the NMS Labs Report Issued January 20, 2009 had 
results below testing limits and that the Toxicology Report can be revised to 
clearly reflect this fact. This biological marker used to indicate hydrogen sulfide 
exposure reflected no exposure with the low results below testing limits. 

The Joey Sutter Autopsy Report did not acknowledge that the NMS Labs Report 
of January 20, 2009, showed the thiosulfate levels in Mr. Sutter's urine were 
normal. This is another biological marker for hydrogen sulfide exposure that 
reflected no excessive exposure. 

The NMS Labs Report of March 25, 2009 did not acknowledge the results of the 
sulfhemoglobin blood test or thiosulfate level in urine report of January 20, 2009. 
The NMS Labs Report of March 25, 2009, based the hydrogen sulfide poisoning 
on one thiosulfate test in a blood sample that was 2.5 months old or 1.5 months 
beyond NMS Labs sample stability limit of one month. 

The Joey Sutter Autopsy Report dated April 17, 2009 written by T. Brown is 
based on the March 25, 2009 NMS Labs Report that omitted information, used 
an old unstable blood sample, and contained other incorrect information. Both 
reports state that the site operator was boiling wastewater in a sealed tank 
(trailer). However, there was not any steam heat available at the site and no 
other source of heat was being used. The material in the truck trailer was oil not 
wastewater. (See Attached OSHA Data) Both reports omitted OSHA and PAFD 
testing that shows no hydrogen sulfide in Joey Sutter's clothes. Both reports 
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omitted OSHA data showing analysis of the gas head space over the oil sample 
from the trailer which reported no hydrogen sulfide. (See Attached OSHA Data) 

Both reports state that the dome lid was opened by Joey Sutter when in fact the 
dome lid was not opened at all. 

The Joey Sutter Autopsy Report written by T. Brown (04/17/09) states that Mr. 
Sutter was knockdown and deprived of life due to hydrogen sulfide poisoning. 
Technical information states that hydrogen sulfide concentrations required to 
knockdown must be 700 to 1 000 ppm. As you can see by the attached 
information, Mr. Sutter was not alone on the trailer and that his fellow worker's 
personnel H2S alarm set at 10 ppm never activated. This also places the Sutter 
Autopsy Report findings in doubt, since the second person on the trailer within 
two feet did not have any ill effects from hydrogen sulfide, or alarm activiated. 

After review of the two biological markers, negative sulfhemoglobin levels in the 
blood and normal thiosulfate in urine, nearby hydrogen sulfide monitor alarm 
information, information that nearby workers were not harmed by any hydrogen 
sulfide, incorrect circumstantial information, and the one data point of thiosulfate 
in blood that was based on an old unstable blood sample and used as the basis 
for Mr. Brown's Autopsy Report of Joey Sutter, we believe that the autopsy came 
to the wrong conclusion about hydrogen sulfide exposure. In fact, Mr. Sutter had 
high blood pressure, enlarged heart and was obese. 

We have attached information regarding the second death (Charles Brent Sittig) 
which shows no exposure to hydrogen sulfide and that Mr. Sittig was not in any 
work related activity at the time of death. 

In addition, Mr. Sittig was over weight with possible blood pressure issues. (See 
Attached Information) 

If you have any questions, please call me. 

Very truly yours, 

Matt Bowman 
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Joey Sutter 

Pre- Incident 

Two Incident Reports 
Joey Sutter and Charles Sittig 

Several days before December 17, 2008 Trailer 267 was loaded with oil from an 
emulsion breaking process at the PACES site 2420 South Gulfway, Port Arthur, TX. 

On December 17, 2008, Brian Weathers sampled Trailer 267, removing a sample of the 
oil from inside the trailer. (See Attachment 1) 

Incident 

On December 18, 2008, at 2:00pm, Suzi Mock and Joey Sutter went to Trailer 267 to 
resample the oil in the trailer. Ms. Mock climbed to the top of Trailer 267 first. Mr. 
Sutter started up the ladder after and behind Ms. Mock. As Mr. Sutter reached the top 
of the latter he collapsed. Ms. Mock grabbed Mr. Sutter so he would not fall from the 
Trailer 267. Ms. Mock pulled Mr. Sutter to the top of the Trailer 267. Mr. Sutter and 
Ms. Mock did not open the dome lid nor did she or Mr. Sutter obtain a sample at this 
time. This was at 2:00pm, Thursday, December 18, 2008. 

Ms. Mock called for help and at 2:10pm (12/18/08) the Port Arthur Fire Department was 
notified. (See Attachment 2) Within a few minutes of 2:00pm (12/18/08) Mr. Wood 
went to Ms. Mock to assist her with Mr. Sutter. Mr. Wood also assisted Ms. Mock to 
turn Mr. Sutter over, still on top of the Trailer 267. 

At 2:20pm (12/18/08) the Port Arthur Fire Department arrived and by 2:35pm, Mr. Sutter 
was removed from the top of the Trailer 267 by the Port Arthur Fire Department. (See 
Attachment 2) 

Ms. Mock did not experience any illness from any hydrogen sulfide release when she 
was with Mr. Sutter on top of the Trailer 267. Ms. Mock's personal hydrogen sulfide 
monitor did not trigger when she was on top of the Trailer 267. Ms. Mock's monitor was 
set to alarm at 10 ppm hydrogen sulfide. Mr. Wood did not experience any illness from 
hydrogen sulfide while assisting Mr. Sutter. 

The Port Arthur Fire Department placed Mr. Sutter's clothes and the Port Arthur Fire 
Department hydrogen sulfide meter in a bag. The Port Arthur Fire Department 
measured a reading of -0- hydrogen sulfide. The Port Arthur Fire Department returned 
to the top of Trailer 267 two hours after Mr. Sutter was removed and measured only 1 
ppm hydrogen sulfide. (See Attachment 2) 

May27, 2009 Two Incident Reports Page 1 of4 
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Post Incident 

OSHA tested Mr. Sutter's clothes for hydrogen sulfide and did not find any hydrogen 
sulfide. (See Attachment 3) OSHA tested the head space over an oil sample from 
Trailer 267 and did not find any hydrogen sulfide. (See Attachment 4) 

Hydrogen sulfide technical information sources state that it takes 700 to 1000 ppm of 
hydrogen sulfide to knockdown an individual with hydrogen sulfide. In addition, when a 
group of people are together near a hydrogen sulfide release all persons suffer health 
problems. (See Attached 5) 

OSHA measured organic sulfur compounds in the oil which exhibits a smell similar to 
hydrogen sulfide, but the organic sulfur compounds are liquid at ambient temperatures 
and not a toxic gas. 

In addition, the oil in Trailer 267 was not heated prior to the December 18, 2008 
incident, since no steam was available and the trailer had been loaded prior to 
December 17, 2008 without any modifications of the oil for two days. (See Attachment 6) 

In summary, pre-incident information and post incident information does not support the 
concept that hydrogen sulfide was released from a trailer during a short time of a few 
minutes at such level of 700 to 1 000 ppm to cause one of two people side-by-side to 
collapse and die in minutes while the second person is holding on to the dying person 
without having her personal hydrogen sulfide alarm activate. (See Attachment 7) 

In addition, a third person climbed to the top of Trailer 267 to assist the two already on 
trailer without getting sick from hydrogen sulfide. Also, the Port Arthur Fire Department 
representative did not note any problems with anyone other than Mr. Sutter. 
Remember, Trailer 267 was sampled the day before with out any problems. 

Joey Sutter Autopsy Comments 

The autopsy based its conclusions on a lab report from NMS Labs dated March 25, 
2009. This NMS Labs Report based its conclusion on one test of one blood sample 
which was received on March 5, 2009 by NMS Labs, when the death occurred on 
December 18, 2008. This delay in testing appears to have violated acceptable 
protocols. 

The NMS Labs Report did not state that Mr. Sutter died from hydrogen sulfide 
poisoning. The report stated that the measured value of thiosulfate in the blood sample 
was similar to values found in four other situations where people were believed to have 
died from hydrogen sulfide. However, the thiosulfate value of 43% of the cases were 
above 11 mcg/ml (value measured in Mr. Sutter's blood) and 43% were below the 11 
mcg/ml value. The NMS Labs Report did not speak to another NMS Labs analysis 
report on urine from Mr. Sutter received January 15, 2009. (See Attachment 8) 
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This report stated that thiosulfate in urine was normal. Technical information states that 
thiosulfate in urine is just as valid as thiosulfate in blood for measuring hydrogen sulfide 
exposure. 

Both the NMS Labs Report of March 25, 2009 and the T. Brown Autopsy Report of April 
17, 2009 omitted the sulfhemoglobin in blood data identified in the NMS Labs Report of 
January 20, 2009. Susan Jones at Southeast Texas Forensic Center (Jefferson County 
Morgue) stated that the sulfhemoglobin measured levels were below testing limits. As a 
biological marker the test data reflects no exposure to hydrogen sulfide. 

Both the NMS Labs (3/25/09) report and the Mr. Sutter Autopsy had many facts wrong. 
For example, both stated that the site operator (PACES) was boiling water in a closed 
dome tank (trailer) to drive off hydrogen sulfide. Remember, this material is oil in a 
tanker which is not heated, since no steam was available. Also, the thiosulfate analysis 
of the blood did not follow correct procedures, where the thiosulfate test in the urine did 
follow correct lab procedures. 

The Sutter Autopsy Report did show that Mr. Sutter was over weight to the point of 
being obese and a smoker. Mr. Sutter's blood pressure values of August 2008 were 
136/90. These numbers reach the level of Stage 1 Hypertension. Technical data states 
that hypertension can result in hardening of the arteries, enlarged heart, and other 
health issues. The T. Brown Autopsy Report (04/17/09), states that Mr. Sutter had 
cardiomegaly (an enlarged heart). The risk of complications from an enlarged heart are 
heart failure, blood clots, cardiac arrest, and sudden death. 

Charles Brent Sittig 

Incident 

On April14, 2009, Charles Brent Sittig (truck driver for PACES) returned to the site with 
a load of weak caustic solution that was not loaded by him. Mr. Sittig parked the tractor 
and trailer to be unloaded by another person and moved away from the trailer into the 
maintenance office area of the plant site. 

Mr. Sittig sat in a chair and collapsed while making a telephone call. Mr. Sittig was a 
few feet away from the maintenance person who went to him after he collapsed. The 
maintenance person did not have any affects from hydrogen sulfide and there was not 
any hydrogen sulfide release or triggered any alarms. 

Post Incident 

The material from Mr. Sittig's truck was placed in NV1 Tank and tested for sulfides. The 
measured sulfide in the material was less than 1 ppm sulfide (See Attachment 9). 

Data from Mr. Sittig's file shows that he was overweight. In the past his blood pressure 
was close to values that would disqualify him as a driver. 
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In summary, Mr. Sittig was not engaged in activity at the time of death. There was no 
hydrogen sulfide released at the time of his death. Mr. Sittig was near others that did 
not experience any hydrogen sulfide problems and his trailer contained material that 
was below 1 ppm sulfide which he did not load or unload. 

Summary of Both Incident Reports 
(Mr. Sutter and Mr. Sittig) 

Hydrogen sulfide poisoning could have not been the mechanism that caused the two 
deaths, since the exposure level (700 to 1000 ppm) required to knockdown and kill 
quickly would have affected companions, triggered alarms, showed up in clothes, and 
introduced odors over a wide area since the odor threshold of hydrogen sulfide is 0.005 
ppm. 

In addition, low levels of hydrogen sulfide over long periods of time would not have been 
a factor in the deaths since recent and past results show no adverse impacts from low 
levels of hydrogen sulfide. Most recent data shows that low levels of hydrogen sulfide 
lowers blood pressure. (See Attachment 1 0) 

However, both Mr. Sutter and Mr. Sittig had weight and blood pressure issues that were 
significant and indicators of personal health issues. 
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Attachment 
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General Affidavit 

STATE OF TEXAS 

COUNTY OF~-f-&__c 9a--

BEFORE ME, the undersigned Notary, M"' .,_ i c. ~ c~~on this 

2 day of /hM c [ , 2009, personally appeared Brian Weathers 

known to me to be a credible person and of lawful age, who being by me duly 

sworn, on his oath, deposes and says: 

My name is Brian Weathers. I am over 21 years of age. I was the 
Supervisor on December 17, 2008 and on December 18,2008 at 
the Port Arthur Chemical and Environmental Services, LLC 
("PACES") plant site at the time Joey Sutter passed away. I have 
personal knowledge and experience with the PACES' personal 
H2S Monitoring Equipment and Sampling of Trailers. Baaing 
of December 17,2008 m}(H2S.alarm at PACES clid..natsound 
an alarm warning when I obtained asamplafram.Trailer 267. H2S 
Monitor ~as set at 10 ppm H2S to alarm on December 17, 2008 
when I sampled the Trailer 267. 

(~~ 
Brian Weathers 

(Printed Name of Affiant) 

(Address of Affiant, Line 1) 

{Address of Affiant, Line 2) 

STATE OF TEXAS 

COUNTYOF,) e_ffcrs; ~ 

Sworn to and subscribed before me on this _3""---- day of _1f-){---l.::..!.JtC:..l..-J!~--' 2009; 

by _______________________ _ 

EPAH0042001549 

(b) (4)



Attachment 

2 

EPAH0042001550 



MM DD yyyy Ooelete NFIRS -1 I~ INii'il.S I ITX I u.u ~ I 2008 
Inci:lent Date 

I 12 I loa-oo12882 I I OOOI nchang~ !3a:3ic 
FDID 

* 
B Location* 

s~ate * * 
Station Incident Number 

* Exposure * D NO Activity 

O Checl< this box to Indicate that. r.he address for this incident is provided on the Wildland Fire 
Module In Sect:ion B "Alternative Location Specification". Use only for Wildland fi"res. Census Tract! L ____ --ll- LJ 

~4201 ~ jGulfway Number/Milepost Prefix LS=t~re=e=t~o~r~U~ig~h-w_a_y ______________________________________ ~ IIDR I LJ 
Street Type Suffix 

L___j I PORT ARTHUR I lTILJ 177640 1-1 
Apt ./Suite/Room City State Zip Code 

I 

~Street address 

O :Intersection 

O :In front of 

ORear of 

0Adjacent to 
0Directions L_ ____ ~~--~~~-----------------------------------l Cross s:reet or directions. as applicable 

I 

C Incident Type * El Date &: Times 
Midnight is 0000 

E2 Shift & Alarms 

1321 I !EMS call, excluding vehicle I Check boxes if 
· - - dates are the 

Incident Type m Alarm ALARM always required 
Month Day 

Local option 
Year Hr Min Sec 

F=~~~~----------.--d-------t;;t:.as Alarm* I 121 I 181 I D Aid Given or Rece1ve * ~ ~ . 
~ 

200BII14:10:33I Shift or 
~I =2 _ __,1 
Alarms District 

1 []Mutual aid received 

2 []Automatic aid recv. 

3 []Mutual aid given 

r4 (]Automatic aid given 

5 []other aid given 

N lj)None 

L__jLJ 
Their FD!~ Their 

State 

L_, _ __,l 
~~heir 

Incidcmt :Number 

Platoon 
ARRIVAL required, unless canceled or did not arrive 

I!) Arrival* ~ L2:.!l I 2008ljl4: 19:20 I E 3 
CONTROLLED optional, Except for wildland fires Special Studies 

~_I --:-:----111 ..._ __,______.JI 
special Special 
Study IOU Study Value 

ocontroned L_j LJ I 1._1 ---~1 
LAST UNIT CLEARED, required except for wildland fires 

Last Unit 
Cleared 

Local Option 

2ooalll6:4s:o3 1 

F Actions Taken * Gl Resources* G2 Estimated Dollar Losses & Values 
Check this box and skip this 
section if an Apparatus or 
Personnel form is used. 

LOSSES: Required for all fires if known. Optional 

l23 I jExtricate, disentang~e 
for non fires. None 

Primary Action Taken (1) 
Apparatus Personnel Property $1._ ___ _.I , I 

Suppression 1 ooo21 I ooo61 1 1 1 . Contents $ 
1 

· 

ooo11 ._I __ _.I {33 1 jProvide advanced life 
Additional Action Taken (2} PRE-INCIDENT VALUE: 

Other I I I I 
'-------" '------' Property $I j, I 

Check box it resource counts '----....J 
include aid received resources. Contents $I I 1 I 

L I~ '--------.--~1 
Additional Action Taken {3) D 

OOOI ,I L ___:....:....::..~ 

OOOI ·I'--___.J 

OOOI 

OOOI 

Optional 

OOOI 0 0 0 l•l L _...;...:..J 

OOOI ·I OOOI 

D 
0 

0 
0 

Completed Modules Hl*Cas··~altiesONone H3 Hazardous Materials Release I Mixed Use Property 
, ~ r Not Mixed 

O Fire-2 DEoaths InJ"uries N ONone 1-
10 Assembly use 

Ostructure-3 Fire L . I I I 1 0Natural Gas: slow leak. no evauation or HazMat actions 20 1- Education use 

0 Service __j . . !-
Civil Fire cas.-4 2 0Propane gas: <2llb.tank(asinhomcBBQgriU) 33 Medical use 

O F•re serv. Cas.-5 L 11 1 3 OG 1" 40 1- Residential use .., Civilian __j . aso J.ne: ve.hielo fuel tank or pos:table container 
51 

t- Row of stores 

D El!S-6 4 0Kerosene: fuel bu::rning e-·•pment or portable. utoragc 1- l d l El2 Detector ,_ 53 Enc ose ma 1 
D HazMat-7 5 0Diesel fuel/fuel oil:vobicle fuel tank or portable 58 1- Bus ~ Rea•dent•al Required ::or :Confined Fires. • "' ~- • 
0Wi.ldland Fire-a D 6 0Household solvents: heme/office spill, cleanup only 59 Office use 

1 oetecto:: a~erted occupants 
6 

O 1- Industrial use 
lJg Apparatus-9 7 0Motor oil: trcm engine or portable container 

63 
t- Military use 

'XI Pe 1 10 2Qoetecto:: did not alert them 8 OP · t 1-~ rsonne - al.n : from pai.nt cans totaling < 55 gaU<ms 6 5 Farm use 
QA.rson-11 uo Ullknown 0 0 Other: Special s ...... acUona required or &pill > S5gal., 0 0 1- Other mixed use 

Please eomnlete the Ha~t fo.rm I.-:= 

J Property Use* Structures 

131. Qcburch, place of worship 

16 ~ 0 Restaurant or cafeteria 

l62 0Bar/Tavern or nightclub 

~13 OEJ.ementary school or kinc.ergarten 

215 OHigh school or junior high 
241. O College, adult education 

I 11. Ocare facility for the aged 
131. O Hospital 

l24 
)55 

i69 
l07 
119 
t3J. 

Outside 

O Playground or park 
0 Crops or orchard 
QForest (timberland) 
0 Outdoor storage area 
Qoump or sanitary landfill 
oopen land or field 

•rt Arthur F. D. 

3410Clinic,clinic type infirmary 539 0Household goods,sales,repairs 

342 0Doctor/dentist office 579 0 Motor vehicle/boat saJ.es/repair 
36~QPrison or jail, not juvenile 571 0 Gas or service station 

4190 l-or 2-family dwelling 599 0 Business office 

429 OMulti-family dwelling 615 0 Electric generating plant 

439 ORooming/boarding house 629 0 Laboratory/science lab 
449 0 Commercial hotel or motel 7 00 0 Manufacturing plant 
459 OResidential, board and care 819 0Livestock/poultry storage(barn) 
464 ODonnitory/barracks 882 ONon-residential parking garage 
519 0 Food and beverage sales 8 91. :[] Warehouse 

936 ovacant lot 981 0 Construction site 

938 OGraded/care for plot of land 984 0 Industrial plant yard 

946 OLake, river, stream 
951 QRailroad right of way 
960 QOther street 

961 0Highway/divided highway 
962 OResidential street/driveway 

Lookup and enter a Property Use code only if 
you have NOT checked a Property use box: 

Property Use 1891 

I Warehouse I 
NFIRS-1 Revision 03/11/99 

NH715 12/18/2008 08-0012882 
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Pe:.;:son/Enti ty Invo1 v-ed IECA Environmental Services 1409 1-1293 1-!6854 
Local Option Business name (if api)ii.cable) Area Code Phone Number 

Mr. ,Ms., Mrs. 
~IJ_oe~y~------------~1 L_j 
First Name MI 

!Sutter 
Last Name SuffiY. 

fVI Check This Box if 
~ same address as 

incident location. 
Then skip the three 
duplicate address 
lines. 

.,_I2_,4_,2,...0 __ j LJ I Gulfway I l DR 
Number Prefix 'zst::':r~e.;;;et;.::.,:or~H;;-ig:::h~w:::-ay~---------------------' Street Type 

LJ 
Suffix 

I I I !PORT ARTHUR 
Post Office Box Apt. /Suite/Room City 

L!U 177640 
,_, 

State Zip Code 

0 More people involved? Check this box and attach Supplemental Forms (NFIRS-lS) as necessary 

K2 Owner 0 Same as person involved? 
Then check this box ancl skip I I 
The rest of this section. '="au-s-:-i-ne_s_s-nam_e_(-:-:i-::-f-:A-p-:pl:-:i~c-:ab:-:1:-e-:-J------------' 

~----____,1 - I 1- .._I _ __, 

Local Option Area Code Phone Number 

0 Check this box if 
same address as 
incidenc location& 

~~~--------~1 L_j I..__ ______________ ~J L_j 
Mr ~. Ms ~, Mrs. First Name MI Last Name suffix 

Then skip the three 
duplicate address 
lines. 

I J l_jl II 
Number Prefix '=st=-r-e-et,_.o-r -::H,.,-ig-:h-w-ay----------------------l 1;;-St:::-:r=e~et=-=Typ=e-' LJ 
l J I 
LPo_s_t_O_f_f_i-ce_B_c·x----------1 Apt. /Suite/Room 

l 
City 

L___j I 1-1 
State Zip Code' L-------' 

L Remarks 
Local Option 

<<Logs>> 14:11:03 0000!:;150 : sc enrte ; 14:14:36 00005062 : PER 5014 CALL BACK ADVISED 
FULL ARREST/E2 EMS ADVISED ; 14:19:30 00005062 : E2 1410 1419 ; 14:19:54 00005062 : 

Suffix 

I 

RETONE ; 14:20:17 00005062 : W2 REQUEST R1 ASSIST; 14:21:44 00005062 : TURN AT 
TALON'S/ENVIRONMENTAL//RD BEFORE IC BRIDGE ST COM ON RIGHT DOWN DIRT RD ; 14:28:08 00005145 
: e2-heavy set man ontop of the tanker ; 14:30:06 00005145 : bringing him down now ; 
14:33:23 00005145 : hr1 has a firefighter riding with ems to hospital enroute to pick him up 
////st mary ; 14:45:56 OC005145 : e2 to st marys to give information ; 14:56:51 00005145 : 
e2 at st mary ; 15:03:45 00005145 : told unit 3 to call the chief the hospital is treating 
this as a hazmat incident ;. 15:19:40 00005145• : e2 leaving st mary going back to scene ; 
15:31:04 00005145 : hr1 toned out of service ; 15:32:18 00005145 : e2 back on the csene ; 
16:04:51 00005145 : msds is non toxic ; 16:07:20 00005145 : e2 back in service going to 
station ; 16:14:27 00005145 : ernout to st mary hospital ; 16:23:31 00005145 : at st mary 
again ; 16:45:03 00005145 : Incident Closed ; 

On 12/18/2008 at 14:10:33 dispatched To 2420 S Gulfway DR /PORT ARTHUR, TX 77640. The 
location is a Warehouse. The incident was determined to be a (n) EMS call, excluding 
vehicle accident with inju~y. 

14:19:20 arrived on scene. 
The following actions were :performed on scene: 

Extricate, disentangle 
Provide advanced life :support (ALS) 

Units responding were: 
Unit E2 responded. 

L Authorization 

129450 
Officer i.n charge ro 

Chec~ kr1 I 2945 0 
Box 1f ll:.J 

::~fficer Member maJcing report ID 
in charge. 

ort 1\rthur Y. D. 

LPEAKE I THOMAS w 
s::.gntiture 

L.:1EAKE I THOMAS w 
Signature 

leA I I I ~ U!!J I 20081 
Position or rank '-As-sl.'""·g-n-me_n_t ___ _, Month Day Year 

ICA I I I ~ ~ I 20081 
Position or rank '-AS-s-i'""gn-me_n_t ___ _, l~onth Day Year 

NH715 12/18/2008 08-0012882 
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mi11s 
FDID 

* 
Narrative: 

ITX I 
state* 

Milll DD YYYY 
L!£J L!.rul '--=2=-=0...::..0=-8 --1 
Inci jent Date * 

2 I oa-oo12882 
Station Incident Number * I I ooo 

Exposure * I Compl.ete 1 
Narrative 

<<Logs~~ 14:11:03 00005150 : sc enrte ; 14:14:36 00005062 : PER 5014 CALL BACK ADVISED FULL 

ARREST/E2 EMS ADVISED ; 14:19:30 00005062 : E2 1410 1419 ; 14:19:54 00005062 : RETONE ; 
24:20:17 00005062 : W2 REQUEST R1 ASSIST ; 14:21:44 00005062 : TURN AT 
TALON'S/ENVIRONMENTAL//RD BEFORE IC BRIDGE ST COM ON RIGHT DOWN DIRT RD ; 14:28:08 00005145 
e2-heavy set man ontop of the tanker ; 14:30:06 00005145 : bringing him down now ; 14:33:23 ~ 
00005145 : hr1 has a firefighter riding with ems to hospital enroute to pick him up ////st 
mary ; 14:45:56 00005145 : e2 to st marys to give information ; 14:56:51 00005145 : e2 at st 

mary ; 15:03:45 00005145 : told unit 3 to call the chief the hospital is treating this as a 
hazmat incident ; 15:19:40 00005145 : e2 leaving st mary going back to scene ; 15:31:04 
00005145 : hr1 toned out of service ; 15:32:18 00005145 : e2 back on the csene ; 16:04:51 
00005145 : msds is non t·:::>xic ; 16:07:20 00005145 : e2 back in service going to station ; 
26:14:27 00005145 : erno· . .lt to st mary hospital ; 16:23:31 00005145 : at st mary again 
16:45:03 00005145 : Incident Closed ; 

On 12/18/2008 at 14:10:33 dispatched To 2420 S Gulfway DR /PORT ARTHUR, TX 77640. The 
location is a Warehouse. The incident was determined to be a(n) EMS call, excluding vehicle 
accident with injury. 

14:19:20 arrived on scene. 
The following actions were performed on scene: 

Extricate, disentan~rle 

Provide advanced ·life support (ALS) 

Units responding were: 
Unit E2 responded. 
Unit HR1 responded. 
Unit SC63 responded. 

16:45:03 all units back in service. 

Dispatched to difficulty breathing. While enroute the call was upgraded to a full arrest. 
AOSTF patient on top of a tanker. Company emloyees had begun cpr. Fire engineer Barideaux and 
fire fighter Delacerda climbed on top of tanker and took over cpr. Captain Peake directed 
resources needed for the retrieval of patient from atop the tanker. Company employee made 
mention that the patient may have been exposed to toxic fumes. FD backboarded the patient and 
lowered the patient to the ground and onto waiting Stat Care ems stretcher. Fire fighter 
Thibedeaux rode with patient to SMH to assist ems. 
HR1 went to SMH while E2 :rathered patient info. E2 went to SMH and found hospital doing a 
hazmat wash on patient. E2 returned to scene to take drager readings from top of tanker. 
Drager read 1 ppm of H2S. Obtained msds sheet on tanker contents. Msds showed chemical to be 
sulfurized isobutylene. Toxicological Data showed all areas to be: Practically non-toxic. E2 
returned to SMH msds sheet for distribution to the hospital and JP. E2 returned to service. 

HR-l Supplement: 

HR-l responded to assist. FF Thibodeaux rode in with EMS to St. Mary. Upon arrival the EMS 
staff complained of a strong odor from the pt. and his clothing. Hospital staff removed 
clothing and placed into cL biohazard bag. FD placed a meter in the bag. The meter detected 
no lel, no H2S, no CO, and indicated an 02 % of 20.9. The deceased was placed in a secure 
room ouitside of the ER. f'F Thibodeaux was provided with scrubs from the hospital and was 

rt Arthur F.D. NH7l5 12/18/2008 08-0012882 
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MM DD YYYY 

U..e.J 1..1.!!J I 2 o o s 
Incident Date * I Complete I 

Narrative 
:NH11s ITX I 

State* 

2 L-:0:....:8=----=o-=o-=1-=-2 .::.:8 s::.:2::..__j1 I o o o 
Incident Number * Exposure * FDID * Station 

Narrative: 

able to remove her clothing and shower. Capt. Achord and FE Richard donned class B suits and 

airpacks and assisted in placing the deceased into two body bags for transfer to the morgue. 
Both the class B suits a.nd the pt. 's clothing went with the decedant to the morgue. 

rt Arthur F .D. NH715 12/18/2008 08-0012882 
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]!>.,;. Iv!M DD yyyy 
0 INFIRS - 10 I 

I NH715 I ITX I L!3J L1J!J I 20081 I 2 I I 08-001.2882 II oool Delete 
[] Personnel FDID * State* Incident Date * Station Incident Number * Exposure * Change 

B Apparatus or 
* 

Date and Times Sent Number Use Actions Taken 
Resource cneck if same as alarm date 0 of* Check ONE box for each List up to 4 actions 

People 
apparatus to indicate for each apparatus 

Use codes listed below Month Day Year Kours/mins its main use at the and each personnel. 
incident. 

0 ID IE2 I Dil3patch lXI L_g1 ~I 20081 11.4: 10 I Sent ~Suppression LJ L1 
Arrival ~Lg!~l 20081114:19 I !!] ~ []EMS 

Type ~ Clear ~Lg!~l 20081 116:45 I []other LJ L1 

Personnel. Name Rank or Attend Action Action Action Action 
ID Grade [II Taken Taken Taken Taken 

29450 PEAKE, THOMAS CA X 
49817 DELACERDA, TRAVIS FF X 
70785 BARIDEAUX, THADDEUS FF X 

' 

0 I Dispatch !XJL_gl ~I 20081 114:10 I Sent 
~Suppression ID IHRl [!] LJ L1 

Arrival IXJL_gl~l 20081 114:30 I L2l []EMS 
Type I2.Q_J Clear [XJL_gl~l 20081 116:45 I []other LJ LJ 

Personnel Name Rank or Attend Action Action Action Action 

ID Grade 0 Taken Taken Taken Taken 

25700 ACHORD, JON CA X 

30005 RICHARD, BRAND AN FE X 
30725 THIBODEAUX. ANGELL FF X 

0 Dispatch C!tJ L..!3.l~ I 20081 114:1.0 I Sent 
osupp:ression ID ISC63 I [!] L_l LJ 

Arrival ~~~~~ 20081[14:22 I l__QJ ~EMS 
Type ~ Clear ~~~~~ 20081 116:45 I oother LJ LJ 

Personnel. Name Rank or Attend Action Action Action Action 

ID Grade 0 Taken Taken Taken Taken 

NFIRS-10 Revision 11/17/98 

rt Arthur F.D. NH7l5 12/18/2008 08-0012882 
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Port Arthur Fire Department Haz-Mat Sampling Tanker Unit 267 (Close-up) 

See Port Arthur Fire Department Incident Report# 08-0012882 Page 3 HR-1 Supplement 

Indicating Draeger Read of 1 ppm ofH2S (Incident Report Attached) 
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Air sampl.ing Report u.s. Depanment. of Labor Occupational Sllfety ttnd H~lch Adadniatraticm. 

Page l. of 2 

1. R<:port:Lng w 
Q26700 

2. Xnap•ction Number 
3119609?5 

3. SaiiiP1ing 
Number t> 401326608 

PORT ARTHUR CHEMICAL & 
ENVIRONMENTAL SERVICES 

S. CSHO ID 

V9900 

'I. Shipping Date 

18 DEC .2008 

9. Job "'l.'it~e 

Not app~iCClhle 
12. F~egu~ncy or .Exposure 

'l'WA aa cu~a.ted on actual t:ime sampled 

20. 
Pl!!L 

07 JAN 2009 

Adj sever;ity 

1

2J..,22. 

~e __ ~_,. __ l:!, _i.-:t .. !.~~ t.o ~~~!';~_o_!l_~ Form 9_;11_~!1 ~!.!= _!:!!e~ ~i,rect~y -~ _I~_IS 

26.Arlalys~•s Commani:B GC/HS ANALYSIS 
(AQIIl,yti~~l. Jfal:bod) 

Air from the c~osed bag was drawn tbro~9b a Ce..t))C)t~ 300 
tube for volaeiles analysis. Swatches ot cloth "'"ll:'e cut t!rom 
sweat -panes (2). shirt (~) , and jeans (2) and cxuac~~ in 
carbon disulfide for GC/MS analysis. Droscg~~ tube blltll.y$1: 
for hydrogen sulfide and mercaptaru; -was oon<lllcted. SorfltCh.;t$ 
fr0111 ahi.rt: and jeans were extracted in W.:ll;C::r;, Wili~ w.;a$ 
tested witl1 pH strips. 

D-55438: Ha:ll"lat suit was not analy:zad. 

D-55439: Ca.rbot:rap tube: NUIIISrous disulfide coJOPC)UIId$ 
.including C.S2, dimethyl. disulfide, diethyl disulfide, 
d1me.t:hyl tr.tsul£ide, diet:hyl tristalfide, and others. Also, 
&.oetone. isopropanol, e.t:hyl bem~<ene, xylene, and 2-cthyl 
bexanol.. sweat pants: t)imethyl di&ulfide, facty aoidG, 
glycerin, and ~ong-cbain alcohols and amine&. Shire: 
Elemental sulfur, phthalate and adipate asters, phenol ~ll(l 
alkyl phe~la. nonyl phenol isomers, alkyl oyclopentadicnc&, 
fatt.y acids • alcohols and amines, dim.et:hyl .d.isluf.i.dc, benzyl 
alcohol, and de.t.ergene compounds. Jeans. Bl&mcnt•). 
sulfur. phenol -and alkyl phenols, -alkyl cyclopem:aaiencs, 
disulfide C:Qmpound&. pht:halaeo 111nd adi.p:lte t:Sl:cl::'~, :rand 
det~:rgent: cacnpounds. Draagar tubes pr~u.ce4 no 
evidence of hyclz:ogen aulfid.e or -~~~erg~pc11n~;. pH on 
cloth swatc:lles tested was not cl.eVfttcd, -iad.icating absence at 
caustics suo)J .as NaOH. 

·u Submission 
number 

29 f.,.ab Sample No. 
(MinuteS/Type) 

197-6-1 197$-2 

2'1.Cbain cf CUat:ctiy 
a. Sa;alg lnt•c:t. 

b. Rtse'd I» Lab 

c. llac 'd »;y Anal. 

d • .ilmol. C:om_p1et:e4 

G. C•lc:. Ch~clc.~d 

e. Supr. 0K'4 

ll. Anal.yaia Results/ 32 . SatiiPle included in calculations of 

-HlU QualltaiMa 
Mass-Spet: 
·An~ls 

- NA 

<fo013:i6608 

8.~te Result Received 

11. !lUmber Exposed 

lllit. PlltO 
y 

D.7X 14 JAN 2009 

PH 14 JAN 2009 

PH 21. JIIN 2009 

MB£ 31. .111N 2009 

WP :!2 JJI8·2D09 

l 
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Ai~ sampling Report u.s. Depa-rtlllfmt of Labor 

Page 1 of 2 

1. Reporeing ID 
626700 

2. lnspcceion Number 
311960975 

l. Sampling 
Nulllber C> 401326616 

PORT ARTHUR CHEMICAL .& 
ENVIRONMENTAL SERVICES 

5. CSHO ID 

V9900 

6, 9Alllpling DACO 7, Shipping D~co 

18 DEC 2008 

9. Job "rit:le 

Not appl.icable 

TWA c.&lculated on actual time sampled 

-20. 
PEL 

07 JAN .2009 

'

21.,22. 
M:l Seved ty rto 

Cit: 

~h" _I •. H. ~-s _ f_!"c_c .l!o ~~ -~~~~ on. c;.!!_c -~~-_!11-_~-~n9 _.li!~!l!.~~ li.A!!.!!I _4;i..~!'!!'_C_l,y J:.Q li'II_S 

.2fl.Ailalyst: •a COJamenes HlSTORlCAL OC/MS 
(.lt.Dal.yt.iecol Kat:had) 

A portion of bulk oil was placed in carbon disulfide for 
analysis by GC/mass spsct;rome~:ry. 'l'esc:ing for pf[ was done by 
placing a portion of oil in water. then ~eating the wac:er 
with pH indicator strips. Testing for ff2S and soz in bottle 
headspace was done using detector tubes. 

·o--55599: Most abundant organic analyte& were phenol, cresols 
and other alkyl ph,;,nols. Also found were numerous sulfides. 
disulfide&, triaulfides, and tet:rasulfides, as well as 
toluene, xylene. and elemental sultur. Indicator strips gave 
an approximate pH of 6. 8:!s and S03 were not: detected in 
beadspace over the oil. 

28 511bmlu:Gion 
numbor 

29 Lab Sampls Ng, 
(Minute&IType) 

1975--3 

D555U 

27.Chain of CUstody 
.... .S-l.u lnt:a.ct. 

b. Rea•d In -Lab 

d.. Ana.l. comp1et:e.d. 

a. Culc. ChostOkari 

31. Analysis Res~ts/ 32. sample included in ealculatlans of 

Ml. 2 s Qualitative 
Mass..Spac 
olnulysls 

BUiilt 

Inic. llats 
y 

DJK 21. Jl'IN :100!1 

PH 22 JN:J 2009 

PH !!3 JltN 2009 

M2£ 23 JliN :1009 

tiP 26 JM 2009 

Because the results for air samples ar•uud in further calculations, the numbor of ligures rc:p-d Itt seed on 31-may not roflec:t !he actual preclalon of I he analyals. Calculated 
confidence Urnlts (UCL & LCL) should be rounded to no more lhan three slgnllli:anl figures. 
The pntGislan of analy5Js fur wipe samplll$ and fur bulk matsrial&amples juolify I'OIIndlng m;ults to no more tmn two ~gnilicant figure5. 

Tha: Sampling and Analytical errur (SAE) Is lh•cummtvalue for the spadflc c:h£111k:al{s) ~nd ~hould b9 und tor the RfculaUOns. 
Blank valua are ttponad for nfaraliet only. Appropri.tlo blank carRCtlons have been applied to llw samples by tho Salt Lakct Tadlnlc:;tl Center. Blank results ara les:~ than tile 
rejXIrtlng Umll(5) unlns otherwln noted. 

33. Analyt~ Code ·SAB Value 

M12S 

l. 

c 
F 

M 

MX~XGRAMS PER LITBR (URINE) 

PXCO CURIES PER LIT2R (RADON GA8l 
FIBERS PB~ CUBIC ~ENTIMETER 
MXLLXG~ PER CUBIC METER 

401.326616 

D 

p 

X 

t 

MICROGRJIHS PER DECILITER (Bl.OCD) 

PARTS PER MILLION 
MICROGRJIHS 
PERCBN'l' 

EPAH0042001560 
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AMERICAN JOURNAL OF INDUSTRIAL MEDICINE 35:192-195 (1999) 

Hydrogen Sulfide Poisoning: Clarification of Some 
Controversial Issues 

Thomas H. Milby, MD,* and Randall C. Baselt, PhD1 

Background Hydrogen sulfide is a toxic gas about which much has been written. We discuss 
here several issues we believe would benefit from further clarification. 
Conclusions We conclude that: 1) Certain neurotoxic effects of exposure are probably due to 
a direct toxic effect on the brain, while others are almost certainly a result of hypoxia 
secondary to H2S-induced respiratory insufficiency; 2) pulmonmy edema is a common 
consequence of poisoning and there is suggestive evidence of hyperactive airway responses 
in some individuals following brief H2S-induced unconsciousness (knockdown); 3) criteria 
for acceptable community levels are ve1y different than those governing occupational 
standards; 4)- urinary thiosulfate determinations can be useful for monitoring occupa
tional exposure; and 5) dete1mination of sulfide ion concentrations in blood or major organs 
can be usefitl in corroborating a diagnosis of fatal H2S toxicity, but there are many pit
falls_ in collecting, storing, and analyzing tissue and fluid samples. Am. J. Ind. Med. 
35:192-195, 1999. © 1999 Wiley-Liss, Inc. 

KEY WORDS: hydrogen sulfide; neurotoxic effects; pulmonary edema; urinary thiosul
fate; blood sulfide. 

INTRODUCTION 

There have been several reviews of the toxicity of 
hydrogen sulfide to humans published in the last several 
decades [Milby, 1962; NRC, 1979; Beauchamp et al., 1984; 
Reiffenstein et al., 1992; EPA, 1993]. In the view of the 
authors, the majority of the data presented in these reviews 
continues to be valid, but some issues deserve further 
clarification. In this short communication, we consider the 
neurotoxic effects of acute exposure, effects on the lungs, 
community exposure issues, and diagnosis of poisoning 
utilizing urine, blood, and tissue analyses. 

NEUROTOXIC EFFECTS 

The above-cited reviews are generally consistent in the 
view that the most dramatic potential consequences of 
hydrogen sulfide exposure occur at high concentrations. At 

1Chemical Toxicology Institute, Foster City. California 
·correspondence to: Thomas H. Milby, M.D .• 1399 Ygnacio Valley Rd., Suite 25, 

Walnut Creek, CA 94598. E-mail: tmilby®aol.com 
Accepted 11 September 1998. 

© 1999 Wiley-Liss. Inc. 

750-1,000 ppm, inhalation of hydrogen sulfide causes 
abrupt physical collapse. If exposure is promptly terminated, 
many cases of collapse are followed by rapid and complete 
recovery. However, in some instances, presumably where 
exposure is more pronounced or prolonged, sudden collapse 
may give way to rapidly fatal respiratory paralysis [Milby, 
1962; EPA, 1993; Guidotti, 1994]. 

Certain transitory neurotoxic effects associated with 
exposure to hydrogen sulfide such as dizziness, incoordina
tion, and headache are probably due to the direct toxic effect 
of hydrogen sulfide on the brain: these effects appear far too 
quickly to be attributed to hypoxia. A phenomenon referred 
to as "knockdown" has been reported in oil field workers 
and others to describe sudden, brief loss of consciousness 
followed by immediate full recovery after short-lived expo
sure to very high concentrations of hydrogen sulfide (e_g., 
750-1,000 ppm) [Guidotti, 1994; Aves, 1929; Smith and 
Gosselin, 1979]. Knockdown is likely a consequence of a 
direct toxic effect of hydrogen sulfide on the brain. This 
direct effect is believed to be due to the intracellular 
inhibition of cytochrome oxidase by sulfide ion, preventing 
utilization of oxygen [Nicholls, 1975]. 

Most victims of acute hydrogen sulfide poisoning who 
recover do so promptly and completely [Milby, 1962; NRC, 
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Abstract 

We report the simultaneous deaths of two individuals by inhalation of hydrogen sulfide (H2S), produced either by the putrefaction of 
a large quantity of sweet corn or by heavy oil that flowed out of the fuel tank of a large stranded cargo vessel. Ten workers went into a 
water ballast tank of the vessel to remove remaining heavy oil and suddenly felt unwell. Two of the ten workers (patient A, a male in his 
early thirties, and patient B, a male in his early sixties) died. Autopsies of the two patients revealed a partial green discoloration of the 
skin and pulmonary edema. Toxicological analysis revealed high levels of thiosulfate in the blood (0.089 mmoi/L in patient A and 
0.142 mmol/L in patient B). From these findings, we concluded that the cause of death in both patients was H2S poisoning. In addition, 
the autopsy of patient A revealed petechiae of the palpebral conjunctiva and the mucous membrane of the mouth and erosion of the 
respiratory tract. The autopsy of patient B failed to reveal these observations. We presumed that patient B may have been exposed 
to higher H2S levels, and that the circulation and respiration of patient B may have arrested faster than patient A. Thiosulfate levels 
in the blood may reflect the levels of H2S exposure. This case suggests that the pathological and toxicological findings of H2S poisoning 
vary from case to case. 
© 2007 Elsevier Ireland Ltd. All rights reserved. 

Keywords: Hydrogen sulfide poisoning; Thiosulfate; Pulmonary edema; Autopsy 

1. Introduction 

Hydrogen sulfide (H2S) is a colorless irritant gas that is 
inflammable and water-soluble. H2S has a specific gravity 
of 1.19 (air = 1.00) and the characteristic odor of rotten eggs 
[ 1 ]. H2S is poisonous, and accidents may occur on exposure 
to natural gas, volcanic gas, and industrial waste. Accidents 
have been reported in sewage disposal facilities [2-5] and 
chemical processing plants [6-8], and with the ingestion of 
sulfur products [9,10]. H2S is also produced naturally by 
the putrefaction of organic compounds. The gas produced 
by this process is unstable and is rapidly metabolized as thio
sulfate and sulfate by hepatic oxidation, therefore, quantify
ing the original substances is difficult [11, 12]. Fatalities by 
H2S poisoning are encountered frequently in the forensic 

• Corresponding author. Tel.: +81 99 275 5313; fax: +81 99 275 5315. 
E-mail address: agomiho@m.kufm.koagoshima-u.ac.jp (M. Ago). 

practices. There is a large amount of sulfate in the blood 
and urine of healthy people, whereas the thiosulfate content 
is very low [11,13]. In addition, thiosulfate is a major metab
olite of H2S [11 ]. For these reasons, thiosulfate has been 
reported to be a useful indicator for H2S exposure [2-
4,11, 14-17]. Here, we report a case of two patients who died 
almost simultaneously due to H2S poisoning. In this case, the 
pathological and toxicological findings were different 
between the two patients. We compare the findings and dis
cuss the variable biomechanisms of H2S poisoning. 

2. Case report 

A large-sized cargo vessel, approximately 36,000 tons, 
which was in transit with a large quantity of sweet corn, 
was destroyed by breaking in two due to stranding in a gulf 
under a heavy typhoon. The stranded cargo vessel was cov
ered widely with a large amount ofheavy oil that issued from 

1344-6223/$ - see front matter © 2007 Elsevier Ireland Ltd. All rights reserved. 
doi: 10.10 16/j.legalmed.2007 .11.005 
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the fuel tank. Accordingly, an operation was performed to 
eliminate the heavy oil inside and around the cargo vessel. 
At approximately one month after the accident, ten workers, 
including our two patients entered a water ballast tank to 
recover the remaining heavy oil. At 11:15 a.m., all of the 
workers suddenly felt unwell. Eight workers escaped by 
themselves from the tank with clouded consciousness. At 
11:58 a.m., rescue personnel equipped with gas masks found 
collapsed patient A (male in his early thirties) sitting on a 
sloped floor and leaning on a wall. At 11:59 a.m., they found 
collapsed patient B (male in his early sixties) lying prone on a 
sloped floor. His head was located on the upper side of the 
sloped :floor. Although a small amount of black sludge had 
collected on the bottom of the sloped floor, the nose and 
mouth of both patients were not submerged in the sludge. 
Rescue personnel retrieved patient A from the tank at 0:04 
p.m. and patient B at 0: I 6 p.m. The patients arrived at a hos
pital at 0:59p.m. in a state of cardiopulmonary arrest. They 
were pronounced dead at I :03 p.m. (patient A) and 1:04 p.m. 
(patient B), respectively. After using an electric fan to remove 
the harmful gas from the tank and about 4 h after the acci
dent, the air concentration ofH2S, oxygen (02), and carbon 
monoxide (CO) at the scene were estimated to be 30 ppm, 
20.8% and 355 ppm, respectively. Autopsies on patient A 
and B were performed at 20 and 24 h after death, 
respectively. 

3. Autopsy findings 

3.1. Patient A 

Patient A was a male in his early thirties. He was I 69 em 
in height and 68 kg in weight. A slight greenish discolor-

ation presented on his anterior cervical region and precor
dia. A few black subcutaneous bleedings were observed on 
regions of back and upper and lower limbs. The palpebral 
conjunctiva and the mucous membrane of the mouth 
revealed marked hyperemia and a few petechiae. The ocu
lar conjunctiva revealed marked hyperemia, but was free of 
petechiae. The heart weighed 330 g, and a large amount of 
black dark-red fluid blood was retained in the heart. The 
left and right lungs weighed 830 and 925 g, respectively, 
with marked swelling and congestion. There was a little 
dark brown-red mucous fluid mixed with the micro foam 
in the trachea and bronchia. The mucous membrane of 
the glottis, trachea and bronchia revealed extensive erosion 
and submucosal hemorrhage (Fig. 1A). Extensive erosion 
and submucous hemorrhages were seen in the entire inner 
membrane of the esophagus. Erosion was found in the pos
terior wall of the fundus ventriculi and the cardia of the les
ser curvature of the stomach. The lumen of the small 
intestine revealed congestion and localized erosion. The 
liver and the spleen weighed 1800 and 120 g, respectively, 
and both organs revealed no remarkable changes except 
for congestion. The brain weighed 1480 g, and slight cere
bral edema was noted. There were no remarkable findings 
in other organs except for congestion. 

Histological examination revealed marked congestion 
and edema in both lungs. Marked congestion, erosion 
and submucosal hemorrhage, as well as edema of the 
tunica propria and tela submucosa were observed in the 
epiglottis, glottis vocalis (Fig. 2A), trachea and bronchia. 
Similar findings were observed in the esophagus and stom
ach. Severe necroses were noted in the tracheal and bron
chial glands. No remarkable changes, except for 
congestion, were found in other organs including the liver. 

Fig. 1. The trachea of patient A (A) and B (B). The mucous of patient A reveals extensive erosion and the submucous bleeding, whereas the mucous of 
patient B reveals hyperemia, but is free of erosion. 
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STATE OF TEXAS 

COUNTY OF t/!!f'"l'~, S 
j 

General Affidavit 

BEFORE ME, the undersigned Notary, Juar-1: ftL 7lta AS , on this 

:J. :L day of ---L.m..t.....L::~~:..,__---' 2009, personally appeared Matt Bowman 

known to me to be a credible person and of lawful age, who being by me duly 

sworn, on his oath, deposes and says: 

"My name is Matt Bowman. I am over 21 years of age. I was the President 
on December 18, 2008, at the Port Arthur Chemical and Environmental Services, 
LLC ("PACES") plant site at the time Joey Sutter passed away. I have personal 
knowledge of the PACES operations. During the moming and aftemoon of 
December 18, 2008, Trailer 267 was not heated with steam or any other source of 
heat.. Steam was not available ... 

Matt Bowman 
(Printed Name of Affiant) 

 
(Home Address) 

& 

STATE OF TEXAS 

COUNTYOF ~ 

Sworn to and subscribed before me on this ;J.,;)._ day of lh~ 

by fnA-r-r &wm/1?1...< 
'2009, 

; I -···\:~ !!::···~ JUANI ., .:-"o~!'-···1..-~~ :If"=.·· Y'l Notary Public, State of Texas (~PUbiiCSignature) 
. ~-:;. .·~~: My Commission Expires 

~ ~~;tf,~.!~~~,,~ May 24. 2009 
.~:~~;;;;;;;;,;;;;;;;;;;;;.~;;;;;;;;;;;;;;;;;:,J 
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General Affidavit 

STATE OF TEXAS 

COUNTY OF ~dAb.-----

BEFORE ME, the undersigned Notary, £_,,,__ ':.. ~ ~---..--; on this 

C>£ day of /lJAAcK. , 2009, personally appeared Suzie Mock 

known to me to be a credible person and of lawful age, who being by me duly 

sworn, on her oath, deposes and says: 

My name is Suzie Mock. I am over 21 years of age. I was an 
employee on December 18,2008 at the Port Arthur Chemical 
and Environmental Services, LLC ("PACES") plant site at the 
time Joey Sutter passed away. I have personal knowledge and 
experience with the situation during the incident involving Joey 
Sutter. During the morning and afternoon of December 18, 2008 
my personal monitor for the H2S did not sound an alarm warning. 
My personal H2S Monitor Alarm was set at 1 0 ppm for H2S on 
December 18, 2008. 

~ dV'--&: (Y\C)u/L--
(Signature of Affiant) 

Suzie Mock 

(Address of Affiant, Line 1) 

(Address of Affiant, Line 2) 

STATE OF TEXAS 

COUNTY OF ~se?=z 

Sworn to and subscribed before me on this 3./ltfJ day of--~<f&c~..tKJtt;...!::1..::11£~·--'' 20~, 
by _________________ __ 

SEAL 
. - ... ~~ 

flatFicia Giraote K-r~er tfi 
N 6ta ry ?l'ublic ~: 

~~ 
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NMS Labs 6,NMS 
...... I lABS I 

3701 Welsh Road, PO Box 433A. Willow Grove. PA 190SI0.0437 
Phone: (215) 657·4900 Fax: (215) 657-2972 

e-mail: nms@nmslabs.cotn 
Robert A. Mlddleberg, PhD. DABfT, OABCC-TC. LaboralofY Director 

Toxicology Report 
Report Issued 01/20/2009 '17:00 

To: 10240 
southeast Texas Forensic Ctr.-Beaumont 
Attn: Dr. Tommy Brown 
5030 Highway 69 South, Ste. 700 
Beaumont, TX 77701; 

Positive Findings: 

Patient Name 
PatientJD 
Chain 
Age 
Gender 
Workorder 

Page 1 of2 

10973749 
Not Given 
Male 
09009238 

CONFIDENTIAL 

FILED 

]UStli..c L.OUrt, Pet. 8 

Compound 

__ Creatinine 
Thiosulfate 

Result Units Matrix Source 

-1959 
3.4 

Thiosulfate (Creatinine c:orrected) 1.7 

See Detailed Findings section for additional information 

Specimens Received: 

10 Tube/Container 

001 GrayTopTube 
002 RedTopTube 

Volume/ Collection 
Mass Date/Time 

1 0. 75 ml Not Given 
9.75 ml Not Given 

All sample volumes/weights are approximations. 

Specimens received on 01/15/2009. 

Testing Requested: 

Analysis Code 

42356 
4472U 

Description 

Sulfhemoglobin. Blood 
Thiosulfate. Urine 

-mg/L 
mcgfmL 
meg/g Creat 

Matrix Souree 

Blood 
Urine 

-Urine 
Urine 
Urine 

Miscellaneous 
Information 

V.3 
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(b) (4).6NMS 
CONFIDENTIAL Workorder 09009238 

Chain 10973749 
PatientiD -...,.... I lA 8 s ] 
Page2of2 

Detailed Findings: 
Rpt. 

Analysis and Comments Result Units Limit Specimen Source Analysis By 

Creatinine 1959 mgJL 5.0 002- Urine COlorimetry 

Thiosulfate 3.4 mcglmL 1.0 002- Urine IC 
Thiosulfate (Creatinine 1.7 mcglg Creat 0.51 002- Urine IC 
corrected) 

Other than the above findings, examination of the speclmen(s) submitted did not reveal any positive findings of 
toxicological significance by procedures outlined in the accompanying Analysis Summary. 

Reference Comments: 

1. Creatinine - Urine: 
ACGIH Normal range in adults: 
300 ~ 3400 mgiL (mean: 1000 mgJL) 

--ro:s-;·s:-4-gJL(mean: ·rg-Jqr -- --
1 000 - 1600 mgtday ( 1.0 - 1.6 gtday). 

2. Thiosulfate - Urine: 

Thiosulfate is a byproduct of the metabolic degradation of cysteine and methionine. As a result. normal 
endogenous levels of thiosulfate can be found in urine. However. whether normal levels of thiosulfate can be 
found In serum, plasma or whole blood Is debatable. Certain enVironmentatexposures, dietary conditions and 
pathological states can give rise to increased urinary levels ofthiosulfate as well as significant concentrations in 
serum, plasma and/or Whole blood. Hydrogen sumde exposure Is a common source of Increased urinary and 
serum levels of thiosulfate. 

Reported endogenous thiosulfate levels in urine range from 1 - 5 mcg/ml. 
3. Thi!lsulfate (Creatinine corrected} - Urine; 

Normat Up to 8 mcg/g Creatinine. 
15 hours after a 60 minute exposure to air 
concentrations of 60 micromolesJL Hydrogen Sulfide 
resulted in urine concentrations up to 60 mcglg 
Creatinine. 

This analysis was performed under chain of custody after receipt at NMS Labs. The chain of custody documentation is on 
file at NMS Labs. 

Unless alternate arrangements are made by you, the remainder of the submitted specimens will be discarded six (6) 
weeks from the date of this report and generated data will be discarded five (5) years from the date of this report. 

Analysis summary: 

Acode 42358 - Sulfhemoglobin. Blood 

-Analysis by Spectrophotometry (SP) for: Sulfhemoglobin 

Acode 4472U -Thiosulfate. Urine 

-Analysis by Colorimetry (C) for: Creatinine 

-Analysis by lon Chromato9raphy (I C) for: Thiosulfate. Thiosulfate {Creatinine corrected) 

v.3 
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r 1: Ig Sanita Pubb!. 2004 Jui-Aug;60(4):201-17. 

[Measurement of sulfhemoglobin (S-Hb) blood levels to determine 
individual hydrogen sulfide exposure in thermal baths in Italy] 

[Article in Italian] 

Elilisabella F, Spioito A, Dli!Jllre s, Leoni v, Schinina ME, St;irfiati rF, 
Amlconi G. 

Dipartimento di Scienze di Sanita Pubblica, Universita di Roma La Sapienza. 

Significant exposure to hydrogen sulfide may occur in workers at 
sulphureous thermar baths. Work-related exposure to hydrogen sulfide 
may be shown by measuring sulfhemoglobin (S-Hb) blood levels. In this 
study we measured 5-Hb blood levels in two groups of workers at two 
different thermal baths and compared these with hydrogen sulfide 
concentrations in the air of the two work environments. Our results show 
that blood 5-Hb levels can be considered a reliable measure of individual 
exposure to hydrogen sulfide. 

PMID: 15583709 [PubMed - indexed for MEDLINE] 

Links 

Related articles 

Review Hydrogen sulfide (H2S) and sour gas 
effects on the eye. A hi!{rodcal>~~spei:nllle2006J 

[Effect of sulfide-hydrogen sulfide baths on 
sulfhydryl groups (SH) in the [SMJlivt~lt¢rtieills8] 

[Mechanisms of sulfhemoglobinemia] 
[Folia Med Cracov. 1974] 

Monitoring risks in association with exposure 
levels among wastE!water.ltre!itm'imt>J)lru:rtl. 2007] 

Review Twenty-foot fall averts fatality from 
massive hydrogen sulfide ei<IJ&I!Ire;;J Med. 2001] 

» See reviews ... 1 » See all... 
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New Tests 

Test Updates 

Analysis Code 42358 

Tat Name Sulfhemoglobin, Blood 

Test Jndudes SUithemoglobJn [SPJ 

compound S,:nanym(s) 

PurpoM Diagnostic Monitoring 

category Biological Harker (Exposure) 

Meth.od{5) Spectrophotometry {SP) 

Specimen Requirement. 1 ml EOTA Blood (lavender top tube) 

Special HandJing COllect BloOd during or at end of shift. ChJIJ and ship with 

cold pack. 00 NOT FREEZE! 

Oay{s) Teat Set--up [SP] Tue:>day Thursday 1 day 

SUggested CPT Code [SP] 83060 

(i' Site { Test Catalog 

ABCDEFGHIJKLM 

NOPQRSTUVWXYZ 

0123456789 

SEAI<Cil' 

SICN iv\E liP 

~·Sign me up for e·mall updates 

Home Contact Us © Copyright 2007, NMS labs. nms@nmslabs.com 800.522.6671 

http://www.nmslabs.com/SearchResults.aspx?code=4235B 5/1/2009 

EPAH0042001573 



Htgn tltood Pressure ~HypertensiOn) - 1 exas ttean msnmre nean mwrmanon L-emer rc:tgc 1 u1 .J 

® 

••. TEXAS HEART INSTITUTE 
V at St. Lukek Episcopal HO,!ipital 

Heart Conditions 

High Blood Pressure (Hypertension) 

Hypertension, the medical term for high 
blood pressure, is known as "the silent 
killer." At least 73 million Americans have 
high blood pressure, and as many as 20 
million of them do not even know they 
have the condition. If left untreated, high 
blood pressure greatly increases your risk 
for heart attack and stroke. 

Your heart pumps blood through a 
network of arteries, veins, and capillaries. 
The moving blood pushes against the 
arterial walls, and this force is measured 
as blood pressure. 

High blood pressure results from the 
tightening of very small arteries called 
arterioles. Arterioles regulate the blood 
flow through your body. As these 
arterioles tighten (or constrict), your heart 

Be heart-smart about 
high blood pressure. 

• How does high blood 
pressure affect health? 

• What are the causes? 
• How is it diagnosed? 
• How high is high? 
• How is it treated? 

Your Guide to Lowering 
High Blood Pressure 

has to work harder to pump blood through the smaller space, and the pressure 
inside the vessels grows. 

High blood pressure can affect your health in four main ways: 

• Hardening of the arteries. Pressure inside your arteries can cause the 
muscles that line the walls of the arteries to thicken. Thickening causes 
the arteries to narrow. A heart attack or stroke can occur if a blood clot 
blocks blood flow to your heart or brain. 

• Enlarged heart. High blood pressure increases the amount of work for 
your heart. Like any heavily exercised muscle in your body, your heart 
grows bigger. The bigger your heart is, the less able it is to maintain 
proper blood flow. As a result, you feel weak and tired and are not able to 
exercise or perform physical activities. Your heart has begun to fail. 
Without treatment, your heart failure will only get worse. 

• Kidney damage. Prolonged high blood pressure can damage your 
kidneys if the arteries supplying your kidneys with blood are affected. 

• Eye damage. If you have diabetes, high blood pressure can cause the 
tiny capillaries in the retina of your eye to bleed. This condition, called 
retinopathy, can lead to blindness. 

What causes high blood pressure? 

http:/ /texasheart.org/HI C/Topics/Condlhbp.cfin? &RenderF or Print"" 1 5/27/2009 
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About 90% to 95% of all high blood pressure cases are what is called primary, 
or essential hypertension. That means the real cause of the high blood 
pressure is not known, but a number of factors are associated with the 
condition. You are at an increased risk of high blood pressure if you 

• Have a family history of high blood pressure. 
• Are African American. African Americans develop high blood pressure 

more often than whites, and it tends to happen earlier in life and be more 
severe. 

• Are male. Women are at an increased risk after age 55. 
• Are older than 60. Blood vessels become more brittle with age and are 

not as flexible. 
• Face high levels of stress. In some studies, stress, anger, hostility, and 

other personality traits have been shown to lead to high blood pressure, 
but the findings have not always been consistent. Emotional factors most 
likely add to the risk of high blood pressure for people who also have 
other risk factors. 

• Are overweight or obese. 
• Use tobacco products. Smoking damages your blood vessels. 
• Use oral contraceptives. Women who smoke and use oral contraceptives 

greatly increase their risk. 
• Eat a diet high in saturated fat. 
• Eat a diet high in salt (sodium). 
• Drink more than a moderate amount of alcohol. Experts say that 

moderate intake is an average of one to two drinks per day for men and 
one drink per day for women. One drink is defined as 1112 fluid ounces (fl 
oz) of 80-proof spirits (such as bourbon, Scotch, vodka, gin, etc.), 1 fl oz 
of 100-proof spirits, 4 fl oz of wine, or 12 fl oz of beer. 

• Are physically inactive. 
• Have diabetes. 

Researchers have also found a gene that appears to be linked to high blood 
pressure. If you have the gene, it does not mean that you or your children will 
develop high blood pressure. But it does mean that you are more likely to 
develop high blood pressure, so your blood pressure should be closely watched. 

The remaining patients with high blood pressure have what is called secondary 
hypertension. Secondary hypertension means that the high blood pressure is 
the result of another condition or illness. Many cases of secondary hypertension 
are caused by kidney disorders. Other conditions that can cause secondary 
hypertension are 

• Problems with the parathyroid gland. 
• Acromegaly, which is a condition where the pituitary gland makes too 

much growth hormone. 
• Tumors in the adrenal or pituitary glands. 
• Reactions to medicines for other medical problems. 
• Pregnancy. 

What are the symptoms of high blood pressure? 

Most people who have high blood pressure usually do not have symptoms. In 
some cases, people with high blood pressure may have a pounding feeling in 
their head or chest, a feeling of lightheadedness or dizziness, or other signs. If 

http:/ /texasheart.org/HI CIT opics/Cond/hbp.cfm? &RenderF or Print= 1 5/27/2009 
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there are no warning signs, people with high blood pressure may go years 
without knowing they have the condition. 

How is high blood pressure diagnosed? 

A visit to your doctor is the only way to find out if you have high blood 
pressure. You should have a general medical check-up that includes a review of 
your family's medical history. Your doctor will take several blood pressure 
readings using a device called a sphygmomanometer and run a few routine 
tests. 

Your doctor may also use a device called an ophthalmoscope to look at the 
blood vessels in your eyes. Doctors can see if these vessels have thickened, 
narrowed, or burst, which may be a sign of high blood pressure. Your doctor 
will also use a stethoscope to listen to your heart and the sound of blood 
flowing through your arteries. In some cases, a chest x-ray and 
electrocardiogram may be needed. 

Blood pressure readings 

Blood pressure readings measure the two parts of blood pressure: 
systolic and diastolic pressures. Systolic pressure is the force of 
blood flow through an artery when the heart beats. Diastolic 
pressure is the force of blood flow within blood vessels when the 
heart rests between beats. 

A blood pressure reading measures both the systolic and diastolic 
forces, with the systolic pressure listed first. The numbers show your pressure 
in units of millimeters of mercury (mm Hg)-how high the pressure inside your 
arteries would be able to raise a column of mercury. For example, a reading of 
120/80 mm Hg means a systolic pressure of 120 mm Hg and diastolic pressure 
of 80 mm Hg. 

Most doctors do not make a final diagnosis of high blood pressure until they 
measure your blood pressure several times (at least 2 blood pressure readings 
on 3 different days). Some doctors ask their patients to wear a portable 
machine that measures their blood pressure over the course of several days. 
This machine may help the doctor find out whether a patient has true high 
blood pressure or what is known as "white-coat hypertension." White-coat 
hypertension is a condition in which a patient's blood pressure rises during a 
visit to a doctor, but not at other times. Although doctors are not sure what 
causes white-coat hypertension, anxiety and stress probably play a role. 

How often should blood pressure be checked? 

Adults should have their blood pressure checked at least once a year. Many 
grocery or drug stores have blood pressure machines that you can use for free 
any time you visit the stores. Keep in mind, though, that these machines may 
not give you a correct reading. 

Blood pressure monitors for use at home can be bought at drug stores, 
department stores, and other places. Again, these monitors may not always 
give you a correct reading. You should always compare your machine's reading 
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with a reading from your doctor's machine to make sure they are the same. 
Remember that any measurement above normal should prompt a visit to the 
doctor, who can then talk with you about the best course of action. 

How high is high? 

According to new guidelines released by the National Heart, Lung, and Blood 
Institute (NHLBI) in 2003, a reading below 120/80 mm Hg is now classified as 
normal blood pressure. Those with a blood pressure reading anywhere from 
120/80 up to 139/89 (once thought to be normal) are now classified within a 
category called "prehypertension." The NHLBI says that about 45 million 
Americans fall within the prehypertension category, which puts them at twice 
the risk of developing high blood pressure later in life. 

Blood Pressure Classification Chart 

Category 

Normal 

Prehypertension 

Systolic (mm Hg) Diastolic (mm Hg) 

Hypertension 

Stage 1 

Stage 2 

Lower than 120 

120- 139 

140-159 

160 or higher 

Lower than 80 

80-89 

90-99 

100 or higher 

Adapted from The Seventh Report on the joint National Committee on 
Prevention, Detection, Evaluation, and Treatment of High Blood Pressure 
(JNC 7), NIH Publication No. 03-5233, May 2003 

The classification chart is based on adults, aged 18 and older, who are not 
taking high blood pressure medicines and who are not acutely ill. If systolic and 
diastolic measurements fall into different categories, the higher category should 
be used to classify the person's blood pressure status. 

How is high blood pressure treated? 

The first course of action usually involves lifestyle changes, especially for 
people with prehypertension. 

• Start eating a low-fat and low-salt diet. 
• Lose weight, if you need to. 
• Begin a regular exercise program. 
• Learn to manage stress. 
• If you smoke, quit. 
• Drink alcohol in moderation, if at all. Remember that moderate intake is 

an average of one or two drinks per day for men and one drink per day 
for women. 

Medicines are available if these changes do not help control your blood pressure 
within 3 to 6 months. Diuretics help rid your body of water and sodium. ACE 
inhibitors block the enzyme that raises your blood pressure. Other types of 
medicines- beta blockers, calcium channel blockers, and other vasodilators
work in different ways, but their overall effect is to help relax and widen your 
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blood vessels and reduce the pressure inside the vessel. 

See also on this site: 

• Congestive Heart Failure 
• Heart Attack Warning Signs 
• Stroke 
• "Recognizing Hypertension and its Symptoms in Children" (presentation 

available in the Project Heart subsite) 
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See on other sites: 

Does managing blood pressure have to be this hard? 

Visit the National Heart, Lung, and Blood Institute: 
Your Guide to Lowering High Blood Pressure. 

Download an HBP Wallet Card. 

Browse the NHLBI's Keep the Beat: Heart-Healthy Recipe Book. 

MedlinePius 
www.nlm.nih.gov/medlineplus/highbloodpressure.html 
High Blood Pressure 

Updated Feburary 2009 
Return to Previous Full Page 

If you need information about keeping your heart healthy, e-mail the 
Heart Information Center or call 1-800-292-2221. 

(Outside the U.S., call 1-832-355-6536.) 

Texas Heart Institute Heart Information Center 
Through this community outreach program, staff members of the Texas Heart Institute (THI) provide 

educational information related to the prevention, diagnosis, and treatment of cardiovascular disease. It is not 
the intention of THI to provide specific medical advice, but rather to provide users with information to better 
understand their health and their diagnosed disorders. Specific medical advice will not be provided and THI 

urges you to visit a qualified physician for diagnosis and for answers to your questions. 

Please contact our Webmaster with questions or comments. 
Terms of Use and Privacy Policy 

©Copyright 1996-2009 Texas Heart Institute. All rights reserved. 
Texas Heart Institute, Texas Heart, Texas Heart Institute Journal, THI, Heart Owner's, Leading With 

the Heart and Heart of Discovery are members of the 
family of trademarks of the Texas Heart Institute. 
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~ MayoClinic.com 

MayoCiinic.com reprints 
This single copy is for your personal, noncommercial use only. For permission to 
reprint multiple copies or to order presentation-ready copies for distribution, use 
the reprints link below. 

· Order reprints of this article now. 

Enlarged heart 
By Mayo Clinic staff 

Original Article:http://www.mayoclinic.com/health/enlarged
heart/DS01129/DSECTION=causes 

Definition 
Enlarged heart (cardiomegaly) isn't a disease, but rather a symptom of another 
condition. 

The term "cardiomegaly" most commonly refers to an enlarged heart seen on 
chest X-ray before other tests are performed to diagnose the specific condition 
causing your enlarged heart. You may develop an enlarged heart temporarily 
because of a stress on your body, such as pregnancy, or because of a medical 
condition, such as the weakening of the heart muscle, coronary artery disease, 
heart valve problems or abnormal heart rhythms. 

While having an enlarged heart may not always be preventable, it's usually 
treatable. Treatment for enlarged heart is aimed at correcting the underlying 
cause. Treatment for an enlarged heart can include medications, medical 
procedures or surgery. 

Symptoms 
In some people, an enlarged heart causes no signs or symptoms. Others may 
have these enlarged heart symptoms: 
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• Breathing difficulties 

• Shortness of breath 

• Dizziness 

• Abnormal heart rhythm (arrhythmia) 

• Swelling (edema) 

• Cough 

When to see a doctor 
Enlarged heart is easier to treat when it's detected early, so talk to your doctor 
about any concerns you have about your heart health. If you don't have an 
enlarged heart, but are concerned about developing the condition, talk to your 
doctor about steps you can take to reduce your risk. 

If you think you may have a problem with your heart based on new signs or 
symptoms you've been having, make an appointment to see your doctor. 

Seek emergency medical care if you have any of these signs and symptoms, 
which may mean you're having a heart attack: 

• Chest pain 

• Shortness of breath 

• Fainting 

Causes 
Sometimes, an enlarged heart develops for no apparent reason (idiopathic) but it 
can also be caused by a condition that can cause your heart to pump harder than 
usual. These conditions can include: 

• High blood pressure. Having high blood pressure can make it so that your 
heart has to pump harder to deliver blood to the rest of your body, 
enlarging the muscle. 

• Heart valve disease. Four valves within your heart keep blood flowing in 
the right direction. If the valves are damaged by such conditions as 
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rheumatic fever, a heart defect, infections (infectious endocarditis), 
connective tissue disorders, certain medications or radiation treatments for 
cancer, your heart may enlarge. 

• Weakness of the heart muscle (cardiomyopathy). Cardiomyopathy is 
the thickening and stiffening of heart muscle. In early stages of 
cardiomyopathy, you may have no symptoms. As the condition worsens, 
your heart may enlarge to try to pump more blood to your body. 

• A heart condition you're born with (congenital heart defect). Many 
types of congenital heart defects may lead to an enlarged heart, as defects 
can affect blood flow through the heart, forcing it to pump harder. 

• Abnormal heartbeat (arrhythmia). If you have an arrhythmia, your heart 
may not pump blood as effectively as it would if your heart rhythm were 
normal. The extra work your heart has to do to pump blood to your body 
may cause it to enlarge. 

• High blood pressure in the artery connecting your heart and lungs 
(pulmonary hypertension). If you have pulmonary hypertension, your 
heart may need to pump harder to move blood between your lungs and 
your heart. As a result, the right side of your heart may enlarge. 

• Low red blood cell count (anemia). Anemia is a condition in which there 
aren't enough healthy red blood cells to carry adequate oxygen to your 
tissues. Left untreated, chronic anemia can lead to a rapid or irregular 
heartbeat. Your heart must pump more blood to make up for the lack of 
oxygen in the blood when you're anemic. Rarely, your heart can enlarge if 
you have anemia for a long time and you don't seek treatment. 

• Thyroid disorders. Both an underactive thyroid gland (hypothyroidism) 
and an overactive thyroid gland (hyperthyroidism) can lead to heart 
problems, including an enlarged heart. 

• Excessive iron in the body (hemochromatosis). Hemochromatosis is a 
disorder in which your body doesn't properly use iron, causing it to build up 
in various organs, including your heart muscle. This can cause an enlarged 
left ventricle due to weakening of the heart muscle. 

• Protein buildup in your heart (amyloidosis). Amyloidosis is a condition 
in which abnormal proteins circulate in the blood and may be deposited in 
the heart, interfering with your heart's function. If amyloid builds up in your 
heart, it can cause it to enlarge. 
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Risk factors 
You may have a greater risk of developing an enlarged heart if you have any of 
the following risk factors: 

• High blood pressure. Having a blood pressure measurement higher than 
140/90 millimeters of mercury puts you at an increased risk of developing 
an enlarged heart. 

• A family history of enlarged heart or cardiomyopathy. If an immediate 
family member, such as a parent or sibling, has had an enlarged heart, you 
may be more susceptible to developing an enlarged heart. 

• Blocked arteries in your heart (coronary artery disease). If you have 
coronary artery disease, fatty plaques in the arteries of your heart make it 
so blood can't easily flow through the vessels of your heart. Your heart has 
to pump harder to get an adequate amount of blood to the rest of your 
body, causing it to enlarge. 

• Congenital heart disease. If you're born with a condition that affects the 
structure of your heart, you may be at risk for developing an enlarged heart, 
especially if your condition isn't treated. 

• Valvular heart disease. The heart has four valves - the aortic, mitral, 
pulmonary and tricuspid valves -that open and close to direct blood flow 
through your heart. Valves may be damaged by a variety of conditions 
leading to narrowing (stenosis), leaking (regurgitation or insufficiency) or 
improper closing (prolapse). Any of these conditions may cause the heart 
to enlarge. 

Complications 
The risk of complications from an enlarged heart depends on the part of the heart 
that is enlarged and the underlying cause. One of most serious types of enlarged 
heart is an enlarged left ventricle leading to the possibility of heart failure. 

• Heart failure. Heart failure occurs when your heart can't pump enough 
blood to meet your body's needs. Over time, the heart can no longer keep 
up with the normal demands placed on it. The heart muscle will weaken, 
and the ventricles stretch (dilate) to the point that the heart can't pump 
blood efficiently throughout your body. 

Other complications of enlarged heart can include: 
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• Blood clots. Having an enlarged heart may make you more susceptible to 
forming small blood clots in the lining of your heart. If clots are pumped out 
of the heart and enter your circulatory system, they can block the blood 
flow to vital organs, including your heart and brain causing a heart attack or 
stroke. If clots develop on the right side of your heart, they may travel to 
your lungs, a dangerous condition called pulmonary embolism. 

• Heart murmur. For people who have an enlarged heart, two of the heart's 
four valves -the mitral and tricuspid valves - may not close properly 
because they become dilated, leading to a backflow of blood. This flow 
creates sounds called heart murmurs. Heart murmurs are not necessarily 
harmful, but they should be monitored by your doctor. 

• Cardiac arrest and sudden death. Some forms of enlarged heart can lead 
to disruptions in your heart's beating rhythm. Some of these heart rhythms 
are too slow to move your blood, and some are too fast to allow the heart to 
beat properly. In either case, these abnormal heart rhythms can result in 
fainting or, in some cases, cardiac arrest or sudden death. 

Preparing for your appointment 
If you think you may have an enlarged heart, or are worried about your heart 
disease risk because of a strong family history, make an appointment with your 
family doctor. If heart disease is found early, your treatment may be easier and 
more effective. Eventually, however, you may be referred to a heart specialist 
(cardiologist). 

Because appointments can be brief, and because there's often a lot of ground to 
cover, it's a good idea to be prepared for your appointment. Here's some 
information to help you get ready for your appointment, and what to expect from 
your doctor. 

What you can do 

• Be aware of any pre-appointment restrictions. At the time you make the 
appointment, be sure to ask if there's anything you need to do in advance, 
such as restrict your diet. For a cholesterol test, for example, you may need 
to fast for a period of time beforehand. 

• Write down any symptoms you're experiencing, including any that may 
seem unrelated to coronary artery disease. 
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• Write down key personal information, including a family history of heart 
disease, stroke, high blood pressure or diabetes, and any major stresses or 
recent life changes. 

• Make a list of all medications, as well as any vitamins or supplements 
that you're taking. 

• Take a family member or friend along, if possible. Sometimes it can be 
difficult to soak up all the information provided to you during an 
appointment. Someone who accompanies you may remember something 
that you missed or forgot. 

• Be prepared to discuss your diet and exercise habits. If you don't already 
follow a diet or exercise routine, be ready to talk to your doctor about any 
challenges you might face in getting started. 

• Write down questions to ask your doctor. 

Your time with your doctor is limited, so preparing a list of questions will help you 
make the most of your time together. List your questions from most important to 
least important in case time runs out. For enlarged heart, some basic questions to 
ask your doctor include: 

• What is likely causing my symptoms or condition? 

• What are other possible causes for my symptoms or condition? 

• What kinds of tests will I need? 

• What is the best course of action? 

• What foods should I eat or avoid? 

• What's an appropriate level of physical activity? 

• How often should I be screened for heart disease? For example, how often 
do I need a cholesterol test? 

• What are the alternatives to the primary approach that you're suggesting? 

• I have other health conditions. How can I best manage them together? 

• Are there any restrictions that I need to follow? 
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• Should I see a specialist? 

• Should my children be screened for this condition? 

• Is there a generic alternative to the medicine you're prescribing me? 

• Are there any brochures or other printed material that I can take home with 
me? What Web sites do you recommend visiting? 

In addition to the questions that you've prepared to ask your doctor, don't hesitate 
to ask questions during your appointment at any time that you don't understand 
something. 

What to expect from your doctor 
Your doctor is likely to ask you a number of questions. Being ready to answer 
them may reserve time to go over any points you want to spend more time on. 
Your doctor may ask: 

• When did you first begin experiencing symptoms? 

• Have your symptoms been continuous, or occasional? 

• How severe are your symptoms? 

• What, if anything, seems to improve your symptoms? 

• What, if anything, appears to worsen your symptoms? 

Tests and diagnosis 
If you have symptoms of a heart problem, your doctor will perform tests to 
determine if your heart is enlarged and to find out the underlying cause of your 
condition. In addition to a physical exam, these tests may include: 

• Chest X-ray. X-ray images help your doctor see the condition of your lungs 
and heart. If your heart is enlarged it might first be detected by a chest X
ray, but other tests will usually be needed to find out the specific cause. 
Your doctor can also use an X-ray to diagnose conditions other than 
enlarged heart that may explain your signs and symptoms. 

• Electrocardiogram. This test records the electrical activity of your heart 
through electrodes attached to your skin. Impulses are recorded as waves 
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and displayed on a monitor or printed on paper. This test helps your doctor 
diagnose heart rhythm problems and damage to your heart from a heart 
attack as well as give clues to other types of heart disease. 

• Echocardiogram. An important test for diagnosing and monitoring an 
enlarged heart is the echocardiogram. An echocardiogram uses sound 
waves to produce a video image of your heart. In this test all of the 
chambers of the heart can be evaluated to determine if you do have an 
enlarged heart and to try and determine the cause. This test determines 
how efficiently your heart is pumping, assesses your heart valves, can took 
for evidence of previous heart attacks and can determine if you have 
congenital heart disease. 

• Cardiac computerized tomography (CT) or magnetic resonance 
imaging (MRI). Although more commonly used to check for heart failure, 
more doctors are using these tests to diagnose heart problems. In a 
cardiac CT scan, you lie on a table inside a doughnut-shaped machine 
called a gantry. An X-ray tube inside the machine rotates around your body 
and collects images of your heart and chest. 

In a cardiac MRI, you lie on a table inside a long tube-like machine that 
produces a magnetic field. The magnetic field aligns atomic particles in 
some of your cells. When radio waves are broadcast toward these aligned 
particles, they produce signals that vary according to the type of tissue they 
are. Images of your heart are created from these signals, which your doctor 
will look at to determine the cause of your enlarged heart. 

• Blood tests. Your doctor may order blood tests to check the levels of 
certain substances in your blood that may signal that you have an enlarged 
heart. Blood tests can also help your doctor rule out other conditions that 
may cause your symptoms. 

• Cardiac catheterization and biopsy. In this procedure, a thin tube 
(catheter) is inserted in your groin and threaded through your blood vessels 
to your heart, where a small sample (biopsy) of your heart can be extracted 
for analysis in the laboratory. Pressure within the chambers of your heart 
can be measured to see how forcefully blood pumps through your heart. 
Pictures of the arteries of the heart can be taken during the procedure 
(coronary angiogram) to ensure that you do not have any blockage. 

Treatments and drugs 
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Enlarged heart treatment focuses on correcting the underlying condition. 

Medications 
If cardiomyopathy or another cause of a weak heart muscle is to blame for your 
enlarged heart, your doctor may recommend medications to treat heart failure 
symptoms. These include: 

• Diuretics to lower the amount of sodium and water in your body, which can 
help lower the pressure in your arteries and heart, such as furosemide 
(Lasix), or other diuretics, such as spironolactone (Aidactone), which can 
help prevent further scarring of your heart tissue 

• Angiotensin-converting enzyme (ACE) inhibitors to lower your blood 
pressure and improve your heart's pumping capability, such as enalapril 
(Vasotec), lisinopril (Zestril, Prinivil), ramipril (Aitace) or captopril (Capoten) 

• Angiotensin receptor blockers (ARBs), such as losartan (Cozaar) and 
valsartan (Diovan), for those who can't take ACE inhibitors 

• Beta blockers to lower blood pressure and improve heart function, such as 
carvedilol (Coreg) and metoprolol (Lopressor, Toproi-XL) 

• Digoxin, which can help improve the pumping function of your heart and 
lessen the need for hospitalization for heart failure 

Medical procedures and surgeries 
If medications aren't enough to treat your enlarged heart, medical procedures or 
surgery may be necessary. 

• Medical devices to regulate your heartbeat. For people who have a 
certain type of enlarged heart (dilated cardiomyopathy), a special 
pacemaker that coordinates the contractions between the left and right 
ventricle (biventricular pacing) may be necessary. In people who may be at 
risk of serious arrhythmias, drug therapy or an implantable cardioverter
defibrillator (lCD) may be options. I COs are small devices- about the size 
of a box of matches - implanted in your chest to continuously monitor your 
heart rhythm and deliver electrical shocks when needed to control 
abnormal, rapid heartbeats. The devices can also work as pacemakers. If 
the main cause of your enlarged heart is due to atrial fibrillation, then you 
may need procedures to return your heart to regular rhythm or to keep your 
heart from beating too quickly. 
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• Heart valve surgery. If your enlarged heart is caused by a problem with 
one of your heart valves, you may have surgery to remove the narrow valve 
and replace it with either an artificial valve or a tissue valve from a pig, cow 
or human-cadaver donor. If you have valve regurgitation, in which blood 
leaks backward through your valve, the leaky valve may be surgically 
repaired or replaced. 

• Heart transplant. If medications can't control your symptoms, a heart 
transplant may be a final option. Because of the shortage of donor hearts, 
even people who are critically ill may have a long wait before having a 
heart transplant. 

Lifestyle and home remedies 
While you can't cure your enlarged heart with home remedies, there are some 
things you can do to improve your condition. Your doctor may recommend 
adopting the following lifestyle changes: 

• Quit smoking. 

• Lose excess weight. 

• Eat a low-salt diet. 

• Control diabetes. 

• Monitor your own blood pressure. 

• Get modest exercise, after discussing with your doctor the most 
appropriate program of physical activity. 

• Eliminate or minimize the amount of alcohol you drink. 

• Try to sleep eight hours each night. 

Prevention 
In most cases you can't prevent your heart from enlarging. Let your doctor know if 
you have a family history of conditions that can cause an enlarged heart, such as 
cardiomyopathy. If cardiomyopathy or other heart conditions are diagnosed early, 
treatments may prevent the disease from worsening. 

You can help reduce your chance of developing heart failure by avoiding some of 
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the conditions that can contribute to a weak heart, including the abuse of alcohol 
or cocaine, or not getting enough vitamins and minerals. Controlling high blood 
pressure with diet, exercise, and possibly medications also prevents many people 
who have an enlarged heart from developing heart failure later in life. Controlling 
risk factors for coronary artery disease -tobacco use, high blood pressure, high 
cholesterol and diabetes - helps to reduce your risk of an enlarged heart and 
heart failure by reducing your risk of heart attack. 

References 

May 6, 2009 0801129 

© 1998-2009 Mayo Foundation for Medical Education and Research (MFMER). 
All rights reserved. A single copy of these materials may be reprinted for 
noncommercial personal use only. "Mayo,""Mayo Clinic," "MayoCiinic.com," 
"EmbodyHealth," "Reliable tools for healthier lives," "Enhance your life," and the 
triple-shield Mayo Clinic logo are trademarks of Mayo Foundation for Medical 
Education and Research. 

http://www.mayoclinic.com/health/enlarged-heart/DSO 1129/METHOD=print&DSECTIO ... 5/27/2009 

EPAH0042001589 



Attachment 

9 

EPAH0042001590 



Charles Brent Sittig 

Attached is the incident report which states that Mr. Sittig was driving a tractor 
with a trailer loaded with Naphthenic caustic. The trailer was loaded for him at a 
refinery. Mr. Sittig drove to PACES and the material was unloaded without his 
help into Tank NV1. When Mr. Sittig died he was away from the trailer and Tank 
NVI with other people (e.g. Glen Olson). After Mr. Sittig died the material from 
NV1 was sampled and analysis of sulfides. The value measured by Set 
Environmental was less than 1 ppm for NV1(See Attachment). No alarms were 
triggered and No other people reported H2S exposure at the time of the death. 
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Accutest Laboratories 

Client Sample ID: • Lab Sample ID: T27869-1 
Matrix: AQ- Water 

Project: CES 

General Chemistry 

Analyte 

Hydroxide Alkalinity 
Sulfide 

Result 

0.0300 
0.15 u 

MQL = Method Quantitation Limit 
SDL = Sample Detection Limit 

Report of Analysis Page 1 of 1 

Date Sampled: 04/15/09 
Date Received: 04/24/09 
Percent Solids: nla 

MQL SDL Units DF Analyzed By Method 

5.0 
8.0 

0.66 mg/1 
0.15 mg/1 

1 
1 

04/29/09 15:00 MC SM18 4500C02D 
04/29/09 13:00 KD SM 4500S+F 

U == Indicates a result < SDL 
B = Indicates a result > = SDL but < MQL 
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Hydrogen Sulfide Gas Shows Promise for Treating Heart Failure 

November 11, 2008 

At low concentrations, the toxic gas hydrogen sulfide protects the hearts of mice from heart failure, 
scientists at Emory University School of Medicine have found. 

Their findings, presented Nov. 11 at the American Heart Association 
(AHA) Scientific Sessions conference in New Orleans, suggest that 
doctors could use hydrogen sulfide to treat humans with heart 
failure. 

Best known for its rotten-egg smell, hydrogen sulfide can pose a 
deadly threat to miners or sewer workers. However, scientists have 

American Heart a'i. 
Associationeo ~ 

recently found that enzymes within the body produce the gas in small, physiological amounts, with 
multiple beneficial effects such as regulating blood pressure and attenuating inflammation. 

David Lefer, PhD, professor of surgery at Emory University School of Medicine, and his team created a 
model of heart failure in mice by blocking their left coronary arteries either temporarily for an hour or 
permanently, causing part of their heart muscles to die. Hydrogen sulfide was administered intravenously 
once a day for a week. 

John Calvert, PhD, assistant professor of surgery working with Lefer, will present the findings at the AHA 
Meeting. "Our results show that hydrogen sulfide can blunt the impact of heart failure on heart function 
and mortality in a mouse model of heart failure," Calvert says. 

Four weeks after artery blockage, mice treated with hydrogen sulfide had an ejection fraction, a measure 
of heart function, about a third larger than controls (36 compared to 27 percent). He and his colleagues 
also found similar effects in mice engineered to make more of an enzyme that generates hydrogen sulfide. 

Heart failure, a leading cause of hospitalization for the elderly, describes a situation when the heart 
muscle cannot pump enough blood to meet the body's needs. Previous injury to the heart muscle from a 
heart attack, obesity, diabetes or high blood pressure all are contributing factors. 

In a separate presentation, Calvert presented experimental data on how hydrogen sulfide works in the 
heart. The gas appears to stimulate heart muscle cells to produce their own antioxidants and molecules 
that stave off programmed cell death, a response to the loss of blood flow. 

Both Calvert and Lefer are based at Carlyle Fraser Heart Center at Emory Crawford Long Hospital in 
Atlanta. Some of the research was performed at Albert Einstein College of Medicine in New York, with 
Susheel Gundewar, Saurabh Jha and John Elrod. 

The research was funded by the National Institutes of Health, the American Diabetes Association and by a 
research grant from the biotechnology firm Ikaria Holdings. Lefer is a paid consultant for Ikaria, which is 
developing technology for hydrogen sulfide delivery. 

About Emory Heart & Vascular Center 

Emory Heart & Vascular Center doctors are committed to providing clinically excellent cardiovascular 
patient care, pioneering innovative clinical research and training the best heart specialists in the world. A 
component of Emory Healthcare, the Center is consistently recognized by U.S. News & World Report as 
one of the top heart centers in the country. Emory Healthcare is the clinical arm of Emory University's 
Woodruff Health Sciences Center and is the largest, most comprehensive health care system in Georgia. 

http://www-.emoryhealthcare.org/news _ events/feature20081111 b.html 5/7/2009 
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OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together w~h 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and sever~y of work-related incidents. 

Wtthin 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, 
any substitute must contain all the information 
asked for on this form. 

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which ~ pertains 

If you need additional copies of this form, you 
may photocopy and use as many as you need. 

Completed by Prabhakar R. Thangudu 

Title HSE Manager 

Phone 713-676-1460 Date 112512008 

Information about the employee 

1) Full Name Joaquinn Ramirez Alvarez 

2) Street 

City  State _ _ Zip  

3) Date of birth  

4) Date hi red  

5) 12S]Male 

0Female 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 
Dr. Alan Rechter 

7) If treatment was given away from the worksite, where was it given? 

Facility Memorial Hermann 

Street 6411 Fannin 

City Houston State ___TIS_ Zip 

8) Was employee treated in an emergency room? 
12S]Yes 

0No 

9) Was employee hospitalized overnight as an in-patient? 
12S]Yes 

QNo 

77030 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

10) Case number from the Log ____ 1!.. (Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 1/24/2008 

12) Time employee began work 5:00 AM AM/PM 

13) Time of event 11 :30 AM AM/PM 0 Check if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

Cleaning tank 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, 
worker fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; 
"Worker developed soreness in wrist over time." 
When ladder broke, workerfell-10 feet. 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was affected; 
be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, hand"; 
"carpal tunnel syndrome." 
Experienced pain in hlp, wrist, and hand. 

17) What object or substance directly hanmed the employee? Examples: "concrete floor"; "chlorine"; 
"radial arm saw." If this question does not apply to the incident, leave it blank. 
Concrete floor 

18) If the employee died, when did death occur? Date of death N/A 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not required 
to respond to the collection of information unless it displays a current valid OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA Office of Statistics, Room N-
3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to this office. 

(b) (4)

(
b
) 
(
4
)

(b) 
(4)

(b) 
(4)(b) 

(4)(b) 
(4)



m 
-u 
)> 
I 
0 
0 
~ 
~ 
0 
0 
~ 

01 
<0 
00 

OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together with 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and severity of work-related incidents. 

Within 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, 
any substitute must contain all the information 
asked for on this form. 

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which it pertains 

If you need additional copies of this form, you 
may photocopy and use as many as you need. 

Completed by Prabhakar R. Thangudu 

Title HSE Manager 

Phone 713-676-1460 Date 

Information about the employee 

1) Full Name Sebastian McCrimmons 

2) Street   

City  State _ L Zip  

3) Date of birth  

4) Date hired  

5) [i!]Male 

DFemale 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 
Dr. Jean Dolan 

7) If treatment was given away from the worksite, where was it given? 

Facility Concentra Medical Centers 

Street 1 0909 East Frwy 

City Houston State ___!L Zip 

8) Was employee treated in an emergency room? 
DYes 

12!] No 

9) Was employee hospitalized overnight as an in-patient? 
DYes 

E) No 

77029 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218·0176 

10) Case number from the Log ------(Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 5/6/2008 

12) Time employee began work 6:00 AM/PM 

13) Time of event PM AM/PM EJ Check if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

Unloading spent caustic 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, worker 
fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; "Worker 
developed soreness in wrist over time." 
Employee sprayed with caustic 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was affected; 
be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, hand"; "carpal 
tunnel syndrome." 
Head and face sprayed with caustic 

17) What object or substance directly harmed the employee? Examples: "concrete floor"; "chlorine"; 
"radial arm saw." If this question does not apply to the incident. leave it blank. 
Caustic 

18) If the employee died, when did death occur? Date of death 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not required to respond to 
the collection of information unless it displays a current valid OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, 
NW, Washington, DC 20210. Do not send the completed forms to this office. 
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OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together with 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and severity of work-related incidents. 

Within 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, 
any substitute must contain all the information 
asked for on this form. 

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which it pertains 

If you need additional copies of this form, you 
may photocopy and use as many as you need. 

Completed by Prabhakar R. Thangudu 

Title HSE Manager 

Phone 713-676-1460 Date 

Information about the employee 

1) Full Name _,F_,a'"rr"'ie,r_,R-"i,le2y _______________ _ 

2) Street 

City  State _ IL Zip  

3) Date of birth  

4) Date hired  

5) [!;]Male 

DFemale 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 
Bobby Chu 

7) If treatment was given away from the worksite, where was it given? 

Facility Clear Lake Regional 

Street 1 0970 Shadow Creek Ranch Parkway 

City Pearland State ___.IL Zip 

8) Was employee treated in an emergency room? 
DYes 

[!;]No 

9) Was employee hospitalized overnight as an in-patient? 
DYes 

EJNo 

77584 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

10) Case number from the Log _ ___ (Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 5/22/2008 

12) Time employee began work 5:00AM AM/PM 

13) Time of event 4:15PM AM/PM Dcheck if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

Leaving premises 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, worker 
fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; "Worker 
developed soreness in wrist over time." 
Worker caught between gate and a vehicle 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was affected; 
be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, hand"; "carpal 
tunnel syndrome." 
Cuts and bruises 

17) What object or substance directly harmed the employee? Examples: "concrete floor"; "chlorine"; 
"radial arm saw." If this question does not apply to the incident, leave it blank. 

Gate and vehicle 

18) If the employee died, when did death occur? Date of death 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not 
required to respond to the collection of information unless it displays a current valid OMB control number. lf you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA Office of Statistics, 
Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to this office. 
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OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together with 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and severity of work-related incidents. 

Within 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, 
any substitute must contain all the information 
asked for on this form. 

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which it pertains 

If you need additional copies of this form, you 
may photocopy and use as many as you need. 

Completed by Prabhakar R. Thangudu 

Title HSE Manager 

Phone 713-676-1460 Date 

Information about the employee 

1) Full Name Darryl L. Johnson 

2) Street 

City State ~ p 

3) Date of birth 

4) Date hired 

5) [I] Male 

0Female 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 
Dr. Oscal Rosales 

7) If treatment was given away from the worksite, where was it given? 

Facility Memorial Herman Hospital 

Street 6411 Fannin Street 

City Houston State ~Zip 

8) Was employee treated in an emergency room? 
~Yes 
0No 

9) Was employee hospitalized overnight as an in-patient? 
~Yes 
0No 

77030 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

10) Case number from the Log ____ 5=..(Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 8/6/2008 

12) Time employee began work 7:00AM AM/PM 

13) Time of event "11 AM AM/PM 0 Check if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

Sampling 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, worker 
fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; "Worker 
developed soreness in wrist over time." 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was affected; 
be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, hand"; "carpal 
tunnel syndrome." 
Heat stress 

17) What object or substance directly harmed the employee? Examples: "concrete floor"; "chlorine"; 
"radial arm saw." If this question does not apply to the incident, leave it blank. 

18) If the employee died, when did death occur? Date of death 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not 
required to respond to the collection of information unless it displays a current valid OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA Office of Statistics, 
Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to this office. 
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OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together with 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and severity of work-related incidents. 

Wtthin 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, 
any substitute must contain all the information 
asked for on this form. 

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which it pertains 

If you need additional copies of this form, you 
may photocopy and use as many as you need. 

Completed by Prabhakar R. Thangudu 

Title HSE Manager 

Phone 713-676-1460 Date 

Information about the employee 

1) Full Name _,s,c,o"'tt-"S"'h'"im"'e"-r _____________ _ 

2) Street 

City State _ _ Zip 

3) Date of birth 

4) Date hired 

5) [ii]Male 

0Female 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 

Memorial Herman Hospital 

7) If treatment was given away from the worksite, where was it given? 

Facility 

Street Memorial Herman Hospital 

City Houston State ___l!5_ Zip 

8) Was employee treated in an emergency room? 
[ii]Yes 

0No 

9) Was employee hospitalized overnight as an in-patient? 
Oves 

EJNo 

77216 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218·0176 

10) Case number from the Log ___ __;5,_(Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 10/22/2008 

12) Time employee began work 8:00 AM AM/PM 

13) Time of event 9:40 AM AM/PM 0 Check if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

Demonstrating to load roll-off truck on to a tractor 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, 
worker fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; 
"Worker developed soreness in wrist over time." 
cut 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was affected; 
be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, hand"; 
"carpal tunnel syndrome." 
cut 

17) What object or substance directly harmed the employee? Examples: "concrete floor"; "chlorine"; 
"radial arm saw." If this question does not apply to the incident, leave it blank. 

roller 

18) If the employee died, when did death occur? Date of death n/a 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not required 
to respond to the collection of information unless it displays a current valid OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA Office of Statistics, Room N-
3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to this office. 
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OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together with 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and severity of work-related incidents. 

Within 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, 
any substitute must contain all the information 
asked for on this form. 

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which it pertains 

If you need additional copies of this form, you 
may photocopy and use as many as you need. 

Completed by Prabhakar R. Thangudu 

Title HSE Manager 

Phone 713-676-1460 Date 

Information about the employee 

1) Full Name David Vandenberg 

2) Street 

City State _ _ Zip 

3) Date of birth 

4) Date hired 

5) IL]Male 

0Female 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 

St. Elizabeth Hospital 

7) If treatment was given away from the worksite, where was it given? 

Facility St. Elizabeth Hospital 

Street 2830 Calder St 

City Beaumont State ___I2L_ Zip 77702 

8) Was employee treated in an emergency room? 
IL]Yes 

0No 

9) Was employee hospitalized overnight as an in-patient? 
IL]Yes 

0No 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

10) Case number from the Log ___ __,6'-(Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 11/3/2008 

12) Time employee began work 6:00AM AM/PM 

13) Time of event -5 PM AM/PM 0 Check if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

On the truck ladder 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, worker 
fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; "Worker 
developed soreness in wrist over time." 
Fell off the ladder 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was affected; 
be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, hand"; "carpal 
tunnel syndrome." 
Head and spinal injury 

17) What object or substance directly harmed the employee? Examples: "concrete floor"; "chlorine"; 
"radial arm saw." If this question does not apply to the incident. leave it blank. 
Concrete floor 

18) If the employee died, when did death occur? Date of death n/a 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not 
required to respond to the co!!ection of information unless it displays a current valid OMS control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA Office of Statistics, 
Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to this office. 
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OSHA's Form 300A 
Summary of Work-Related Injuries and Illnesses 

All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year. Remember to review the Log to verify that the entries are complete 

Using the Log, count the individual entries you made for each category. Then write the totals below, 
making sure you've added the entries from every page of the log. If you had no cases write "0." 

Employees former employees, and their representatives have the right to review the OSHA Form 300 in 
its entirety. They also have limited access to the OSHA Form 301 or its equivalent. See 29 CFR 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms. 

Total number of 
deaths 

0 
(G) 

Total number of 
days of job transfer 
or restriction 

76 
(K} 

Total number of ... 
(M) 

(1) Injury 
(2) Skin Disorder 
(3) Respiratory 
Condition 

Total number of 
cases with days 
away from work 

4 
(H) 

4 

0 

Total number of cases 
with job transfer or 
restriction 

0 
(I) 

Total number of days 
away from work 

89 
(L) 

(4) Poisoning 
(5) All other illnesses 

Total number of 
other recordable 
cases 

0 
(J) 

0 
0 

Post this Summary page from February 1 to April 30 of the year following the year covered by the form 

PubliC reporting burden for this collection of information is estimated to average 50 minutes per response, including time to review the instruction, search and 
gather the data needed, and complete and review the collection of information. Persons are not required to respond to the collection of information unless it 
displays a currently valid OMB control number. If you have any comments about these estimates or any aspects of this data collection, contact: US Department 
of Labor. OSHA Office of StatistiCs. Room N-3644. 200 Constitution Ave. NW. Washinoton. DC 20210. Do not send the comoleted forms to this office. 

Year 2008 

U.S. Department of Labor 
Occupational Safety and Health Administration 

Establishment information 

Your establishment name CES Environmental Services Inc. 

Street 4904 Griggs Road 

City Houston State __ T_x_ Zip 77021 

Industry description (e.g., Manufacture of motor truck trailers) 
Environmental services, tank cleaning, trucking 

Standard Industrial Classification (SIC), if known (e.g., SIC 3715) 
__ 1 __ 5 __ 4 __ 2 

Employment information 

Annual average number of employees 

Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to the best of my knowledge the entries 
are true, accurate, and complete. 

Manager 
Tille 

713-676-1460 1/212009 

Phone Date 
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OSHA's Form 300 

Log of Work-Related Injuries and Illnesses 

Attention: This form contains information relating 
to employee health and must be used in a manner 
that protects the confidentiality of employees to the 
extent possible while the information is being used 
for occupational safety and health purposes. 

~ ~·:·.", '~·>h{·:'\):if-<J~·')K,'•'';···.<· 1H'-··:~C·~\\::::;::},:.,>~.··' •· V~;>;~ ':<:o:':.~ ·. ·~\\:~"'; ~f;:1J?~\t\:;g-'\.'S:>\l~':"~\::':';::W'~: .. ;•)i1!i"-"~\V!·,;:iY-S~'f''l:±"£\l0'~iYJi::-~\.":',:.&;.J·:);•;..·~·~'">: • !"~·-·, .. ~~,..,;~~-..:":~''!\\ :o._•,·~~·"~··>.; >-~~\;:.:,·.i'~ :- ·~ ·. ' , ' ,; 
You must record information about every work-related injury or illness that involves loss of consciousness, restricted work activity or job transfer, days away from work, or medical treatment beyond first aid. 
You must also record significant work-related injunes and illnesses that are diagnosed by a physician or licensed health care professional. You must also record work-related injunes and illnesses that meet 
any of the specific recording critena listed in 29 CFR 1904.8 through 1904.12. Feel free to use two lines for a single case if you need to. You must complete an injury and illness incident report (OSHA Form 
301) or equivalent form for each injury or illness recorded on this form. If you're not sure whether a case is recordable, call your local OSHA office for help. 

·-·-········· ... -'·'" '·" ij•]j,"'''~---· '> ···--·" 

Establishment name 

City Houston 

'" ......•. '"' ,.,,._.<: ........ ,_,._ .. _,,__ 

(A) (B) (C) (D) (E) (F) Using these categories, check ONLY the most 
Case Employee's Name Job Title (e.g., Date of Where the event occurred (e.g. Describe injury or illness, parts of body affected, and serious result for each case: 
No. Welder) injury or Loading dock north end) object/substance that directly injured or made person ill I···· , ... 

onset of (e.g. Second degree burns on right forearm from acetylene 
illness torch) 

(mo./day) 

Job transfer Other record-

. or restriction able cases 

(G) (H) (I) (J) 

1 Joaquinn Ramerez Alvarez T ankwash Tech 1/24 Tank Wash Bay 1 Pain in hip, wrist, and hand from fall X 

2 Sebastian McCrimmons Driver 5/6 Unloading Dock Burns 

3 Farrier Riley Oliver 5/22 Entering premises Cuts X 

4 Darryl Johnson Warehouse Tee 8/6 South end of unloading dock Heat stress X 

5 Scott Shimer Manager 10/22 Maintenance Shop Cut 

6 David Vandenberq Driver 11/3/08 Newpark Env., Winnie, T Fracture X 

Page totals 0 4 0 0 

Year 2008 
U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

CES Environmental Services, Inc. 

State Texas ••... 
. .. : .;;,_, .•..•........ - -.x. .,. ;:-:o.-o 

Enter the number of days 
the injured or ill worker Check the "injury" column or choose one 
was: type of illnesso 
1-·--·'-·'' ~' ·.· ,'..: 

(M) "' ~ On job Away from a; "' ., 
transfer or work 'E 2:-

"' 
:§ 

0 

-~~ restriction (days) 6 
c: a; ·c: 

(days) 2:- 0."0 0 .<= 

::J c: 
"' c: "' 0 

5' 
:-;; ., 0 '6 ;'{ (f) 0::0 ll-

(K) (L) (1) (2) (3) (4) (5) 

67 1 X 

9 X 

29 X 

1 

X 

58 X 

76 89 4 1 0 0 0 

Be sure to transfer these totals to the Summary page (Form 300A) before you post it. 2:- a; e:-c Cl U) 

.82 c: 2\ ::J 'E ·c: 

Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, search and gather the data needed, and complete and review the collection of information. Persons 
are not required to respond to the collection of information unless it displays a currently valid OMB control number. If you 
have any comments about these estimates or any aspects of this data collection, contact US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Wash'mgton, DC 20210. Do not send the completed forms to 
this office. Page 

:E 

1 of 1 (1) 

0 -[~ "' i5 [flo c 

"" 
0:: 
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(2) (3) 

0 "' ., 
"' ;§ 'i5 
ll- :;; 

.<= 
0 
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(4) (5) 
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OSHA's Form 300A 
Summary of Work-Related Injuries and Illnesses 
All establishments covered by Part 1904 must complete this Summaty page, even if no injuries or 
illnesses occurred during the year. Remember to review the Log to verify that the entries are complete 

Using the Log, count the individual entries you made for each categoty. Then write the totals below, 
making sure you've added the entries from evety page of the log. If you had no cases write "0." 

Employees fanner employees, and their representatives have the right to review the OSHA Fonn 300 in 
its entirety. They also have limited access to the OSHA Fonn 301 or its equivalent. See 29 CFR 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these fonns. 

Number of Cases 

Total number of 
deaths 

0 
(G) 

Number of Days 

Total number of 
days of job transfer 
or restriction 

76 
(K) 

Total number of 
cases with days 
away from work 

3 
(H) 

injury andlll~ess Type~ 

Total number of ... 
(M) 

(1) Injury 
(2) Skin Disorder 
(3) Respiratory 
Condition 

2 

0 

Total number of cases 
with job transfer or 
restriction 

(I) 

Total number of days 
away from work 

31 
(L) 

(4) Poisoning 
(5) All other illnesses 

Total number of 
other recordable 
cases 

0 
(J) 

0 
0 

Post this Summary page from February 1 to April 30 of the year following the year covered by the form 

Public reporting burden for this collection of information is estimated to average 50 minutes per response, including time to review the instruction, search and 
gather the data needed, and complete and review the collection of information. Persons are not required to respond to the collection of information unless it 
displays a currently valid OMB control number. If you have any comments about these estimates or any aspects of this data collection, contact: US Department 
of Labor. OSHA Office of Statistics. Room N-3644. 200 Constitution Ave. NW. Washinoton. DC 20210. Do not send the comoleted forms to this office. 

Year 2008 

U.S. Department of Labor 
Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

Establishment information 

Your establishment name CES Environmental Services Inc. 

Street 4904 Griggs Road 

City Houston State TX Zip 77021 

lndustty description (e.g., Manufacture of motor truck trailers) 

Environmental services, tank cleaning, trucking 

Standard Industrial Classification (SIC), if known (e.g., SIC 3715) 
__ 1 __ 5 __ 4 __ 2 

Employment information 

Annual average number of employees 

Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to the best of my knowledge the entries 
are true, accurate, and complete. 

Manager 
Company executive Title 

713-676-1460 11212008 

Phone Date 

J!.fdif?':'C<i&WV ;;q~t¥;::·;;-:armwr.p::;r~:W,:¥UU:n:;::-;z,,: \ffiffif4!2"?~! DIRt%'~-~~ t:;, ~'WJJW"&:z;;_y:,:f};JkJ .. fff.{?!:'i#fW%JUJ7::?A&t.&Xi!~Jf@;:::mw;-:,,t:~7'Wi¥4S 4{"J~.:r,=:;;:VW®ttWW:;,ffff;~::-;;;~J!W.WWk~E?:~:'b,tWW.W.WW?W J:<:·j+.f ,WfWWJ~q-g:-:~;;, -~~ ;';\": ,.;,\¥$f:Wir:p,¢I$t::' 
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OSHA's Form 300 

_Log of Work-Related Injuries and Illnesses 

Attention: This form contains information relating 
to employee health and must be used in a manner 
that protects the confidentiality of employees to the 
extent possible while the information is being used 
for occupational safety and health purposes. 

You must record information about every work-related injury or illness that involves loss of consciousness, restricted work. activity or job transfer, days away from work, or medical treatment beyond first aid. 
You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional. You must also record work-related injuries and illnesses that meet 
any of the specific reoording cntena listed in 29 CFR 1904.8 through 1904.12. Feel free to use two lines for a single case if you need to. You must complete an injul)' and illness incident report (OSHA Form 
301) or equivalent form for each injul)' or illness recorded on this form. If you're not sure whether a case is recordable, call your local OSHA office for help. 

Establishment name 

City 

Identify the persori! i>" 
om' 

mer, tc · ClassifY tHe case 

(A) (B) (C) (D) (E) (F) Using these categories, check ONLY the most 
Case Employee's Name Job Title (e.g., Date of Where the event occurred (e.g. Describe injury or illness, parts of body affected, and serious result for each case: 
No. Welder) injury or Loading dock north end) objecUsubstance that directly injured or made person ill ""'%<~~~< 

onset of (e.g. Second degree bums on right forearm from acetylene 
illness torch) Days away I, c' : : 

Death (mo./day) from work Rem~lry!!d at work 
~-

<c>J;,,;:{'{ 

,,, 

: 

Job transfer Other record-
or restriction able cases 

(G) (H) (I) (J) 

1 Joaquinn Ramerez Alvarez Tankwash Tech 1/24 Tank Wash Bay 1 Pain in hip, wrist, and hand from fall X X 

2 Sebastian McCrimmons Driver 5/6 Unloading Dock Bums 

3 Farrier Riley Oliver 5/22 Entering premises Cuts X 

4 Danryl Johnson Warehouse T ec 8/6 South end of unloading dock Heat stress X 

Page totals 0 3 1 0 

Year 2008 
U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

CES Environmental Services, Inc. 

Enter the number of days 
the injured or ill worker Check the "injury" column or choose one 
was: type ~f illness: 

'~· ' 

(M) "' 3l 
On job Away from [; "' " transfer or WOrk 1" c:- ~ 0 0 c "' restriction (days) "' ~~ 

c [; 
Ci ·c: .r= (days) 0 c:- c a.u 

"' 0 
" "' c :;;: 

" 0 
·c; 

~ (/) 0::0 CL <( 

(K) (L) (1) (2) (3) (4) (5) 

67 1 X 

9 X 

29 X 

1 

76 31 2 1 0 0 0 

Be sure to transfer these totals to the Summary page (Form 300A) before you post it. c:- [; c,c "' "' " 1" 22 c " ·c: ::l 
Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, search and gather the data needed, and complete and review the collection of information. Persons 
are not required to respond to the collection of information unless it displays a currently valid OMB control number. If you 
have any comments about these estimates or any aspects of this data collection, contact: US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to 
this office. Page 1 of 1 
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OSHA's Form 300A 
Summary of Work-Related Injuries and Illnesses 
All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year. Remember to review the Log to verify that the entries are complete 

Using the Log, count the individual entries you made for each category. Then write the totals below, 
making sure you've added the entries from every page of the log. If you had no cases write "0. " 

Employees former employees, and their representatives have the right to review the OSHA Form 300 in 
its entirety. They also have limited access to the OSHA Form 301 or its equivalent. See 29 CFR 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms. 

Number of Cases 

Total number of 
deaths 

0 
(G) 

Number of Days 

Total number of 
days of job transfer 
or restriction 

76 
(K) 

Total number of 
cases with days 
away from work 

4 
(H) 

Injury and Illness Types 

Total number of... 
(M) 

(1) Injury 
(2) Skin Disorder 
(3) Respiratory 
Condition 

4 

0 

Total number of cases 
with job transfer or 
restriction 

0 
(I) 

Total number of days 
away from work 

89 
(L) 

(4) Poisoning 
(5) All other illnesses 

Total number of 
other recordable 
cases 

0 
(J) 

0 
0 

Post this Summary page from February 1 to April 30 of the year following the year covered by the form 

Public reporting burden for this collecbon of informabon is estimated to average 50 minutes per response, including lime to review the inslrucbon, search and 
gather the data needed. and complete and review the collecbon of information. Persons are not required to respond to the collection of information unless it 
displays a currently valid OMB control number. If you have any comments about these estimates or any aspects of this data collection. contact: US Department 
of labor. OSHA Office of Stabslics. Room N-3£44. 200 Conslitubon Ave. NW. Washinoton. DC 20210. Do not send the comoleted forms to this office. 

Year 2008 

U.S. Department of Labor 
Occupational Sctfety and Hearth Administration 

Form approved OMB no. 1218-0176 

Establishment information 

Your establishment name CES Environmental Services Inc. 

Street 4904 Griggs Road 

City Houston State~ Zip 77021 

Industry description (e.g., Manufacture of motor trucl< trailers) 

Environmental services, tank cleaning, trucking 

Standard Industrial Classification (SIC), if known (e.g., SIC 3715) 
__ 1 __ 5 __ 4 __ 2 

Employment information 

Annual average number of employees 

Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to the best of my knowledge the entries 
are true, accurate, and complete. 

Manager 
Company executive Title 

713-676-1460 112!2008 

Phone Date 



E
P

A
H

0
0

4
2

0
0

1
6

0
8

 



CONFINED SPACE ENTRY PERMIT 

(TO BE COMPLETED BY THE ENTRY SUPERVISOR) 

SECTION A: GENERAL INFORMATION (PLEASE PRINT) 

1. Description of the Confined 
Space: p.v~c:. tr;v.r~y 

2. Description of Work to be 
Performed: #-G<M.tvlf t.?4rl?t.- +: S•c..trzJ 

3. Date Issued:_L/_z__/~ 4. Time Issued: 1 : ~ 0 !J1jt I pm 

5. DateExpires:_2_/~~ 6.TimeExpires: <J : D ~ am~ 

8.Entry Supervisor: ~pQ-

SECTION B: CHECKLIST FOR ISOLATION AND UNAUTHORIZED ACCESS 
PREVENTION 

(Circle the correct answer for each question). 

1. Are external barriers in place? 

2. Has mechanicallockout/tagout been completed? 

3. Has electricallockout/tagout been completed? 

4. Have other De-energizing steps been completed? 
Ifso, describe:. ___________ _ 

5. Have lines/pipes been disconnected? 

6. Have lines/pipes been blocked? 

7. Have lines/pipes been capped? 

8. Have barricades been set up? 

9. Have warning signs been placed? 

10. Any possible overhead falling debris 

Report Unauthorized Entry to: S · S rn..u kf:7\-

Phone: "Z ~I- f../~ 'S- 7 tJ rc_ 

YES No&J 
~NON/A 
~NON/A 

YES NO 1!1$5 

YES NO fji) 
YES NO tiii2 
YES No@ 

YES NO~ 
YES NO~ 
YES~N/A 

SECTION C: PRE-ENTRY CHECKLIST (Check or fill in the correct answers). 

1. Purging: Were lines/pipes purged? [ ] YES [ ) NO ~ 
If so, what method was used? [] Nitrogen [] Steam [) Water 

[ l Other (Specify):. ____ ~---

2. VENTILATION: Is forced ventilation being maintained? ~S []NO [] N/A 

3. ATMOSPHERIC GAS TESTS PERFORMED BY: __ vt)!:..,:;.....o-=o:....:&>'f-l___:_-,e-=f:)=--_.:___ ___ _ 

EPAH0042001609 



.... 

ACCEPTABLE ACTUAL 
TESTER ATMOSPHERIC RANGE OF READING ACCEPTABLE? (Circle 

INFOR.!viATION HAZARD HAZARD (Record) One) 
TESTED 

DATE: Oxygen Content 

7' -z.. '~r (%02) 19.5% - 23.5% Z-6·'\ 0/o 
~ 

TIME: Combustible Gas 

~ 1·'1° ( o/o LEL) 0%~ 10% 0/o @ 
SIGNATURE: Other:(Specify): 

().I-) PEL= ppm b- ppm 
~ 

CAUTION: Toxic or flammable gases or vapors may stratify m the confined space. Be sure to test 
at various levels and locations within the confined space. Always check the oxygen content first. 

4. SPECIFIC HAZARDOUS TASKS: Certain tasks performed in confined spaces greatly increase 
the risks to Entrants. Check all tasks to be performed. 

{ ] Painting or Solvent-Cleaning 
[ ] Scraping/Removing Residue 

~aning/SweepingNacuuming 
M'()THER 

5. RESCUE PROCEDURE: 
(_r.IV'rA:t; r z-~ V'J /J 

RESCUE PERSONNEL: 
Names: 

9/1 

Phone: 
2~1- \./~'%~?crt 

2/3 -Cr ?k -I Yl, 0 

6. SPECIAL EQUIPMENT NEEDED (Check): 

[ 1 Air-Purifying Respirators 
[ ) Air-Supplying Respirators 
( ) Air-Supplying Respirators with Escape Bottle 
[ ) . SCBA or Supplied Air (for rescue personnel) 
~~ Safety Harnesses 
~/Lifelines 
M" Hoisting Apparatus 
[ ~ /' Communications Equipment: V/$ V4t.. 

~f / Temporary Lighting 
M'" ., Non-Sparking Tools rV Protective Clothing: 

OUTSIDE SOURCES & PHONE: 
Fire Dept •. _-~.1...:.1.:-1 ___ _ 
Ambulance -:.:f /"-'/i:-----
Hospital -~f--::1'-! ___ _ 
Other: _.L..?.._/!....1 __ ,-----

+-v~"'L 

Permit and Checklists Prepared By: -~-P.~~~~~E::F&::.!::.JO<..s;;;... _______ _ 

Approved By (Unit Supervisor): ---f(~:Pf:UC.~ffluP~P~~~--------

NO 

NO 

NO 

EPAH004200161 0 



CONFINED SPACE PERSONNEL ENTRY LOG 
(PLEASE PRINT) 

DescriptiQn of the Confined Space: A..,......._ €"'.vzx.y (u=!f=rf?t... r~ k) 
Entry Supervisor: ~ '* ·t;eG- Date: 1 /.:L._}!!_!i__ 

Attendant(s): tv~.rz~D . .$,;, lZb ~,,e.q,. 
, .?' 

ENTRANT'S NAME TIME TIME TIME TIME TIME 
IN OUT IN OUT IN 

hf~-z_ t:t: '-/tJ l!~":u 
It 

/J . .~AANJ'Vr:l- ~ ... $It:~ l!rt- 'etJ 

~.,ro 
. 

...... 

LJ' t6 tJA-TVO ,,~'1() l/i.~;?1> 

TIME 
OUT 

EPAH0042001611 



PERIODIC ATMOSPHERIC GAS TEST RESULTS 

Description of the Confined Space: 74"'1< "AI7n)4< &-"a'1<-~ 
TESTER ATMOSPHERIC ACCEPTABLE ACTUAL ACCEPT ABLE? (Check 

INFORMATION HAZARD RANGE OF READING One) 
TESTED HAZARD (RECORD) YES NO 

Date: Oxygen Content 

~ 7 1 7- 1 61 (% 02) 19.5%-23.5% 2 t).r % NO 

Time: Combustible Gas 0%-10% ($l_ o;o 

~ ~:'?f; (% LEL) NO 

~ittre: Other (Specify): PEL- ppm ~ppm ~ NO 
v.l 

Date: Oxygen Content 
I I (%02) 19.5%-23.5% % YES NO 

Time: Combustible Gas 0%-10% % 
(% LEL) YES NO 

Signature: Other (Specify): PEL= ppm ppm 
YES NO 

Date: Oxygen Content 
I I (%02) 19.5%-23.5% % YES NO 

Time: Combustible Gas 0%-10% % 
(% LEL) YES NO 

Signature: Other (Specify): PEL- ppm ppm 
YES NO 

Date: Oxygen Content 
I I (% 02) 19.5%-23.5% % YES NO 

Time: Combustible Gas 0%-10% % 
(% LEL) YES NO 

Signature: Other (Specify): PEL= ppm ppm 
YES NO 

Date: Oxygen Content 
I I (% 02) 19.5%-23.5% o;o YES NO 

Time: Combustible Gas 0%-10% 0/o 
(% LEL) YES NO 

Signature: Other (Specify): PEL= ppm ppm 
YES NO 

NOTE: RETAIN WITH THE CONFINED SPACE ENTRY PERMIT FOR A MINIMUM OF 5 YEARS. 

RECORD MONITORING RESULTS AT LEAST EVERY TWO HOURS. 

RETURN PERMIT TO SAFETY AT COMPLETION OF JOB. 

EPAH0042001612 



CONFINED SPACE ENTRY PERMIT 

(TO BE COMPLETED BY THE ENTRY SUPERVISOR) 

SECTION A: GENER\L INFORI\riA.TION (PLEASE PRINT) 

1. Descriijti~-~ tr· d L~ation of the Confined 
Space: U ·1 _ p 1\,l~/ 

2. ()escription,Jf '¥\:~~ t,o be .// 
Performed: ~...-..\~, fi.JlfL_ 

3. Date Issued: I I 'J.~...-\; 0 ~ 4.Time Issued: \0.;~6: d!pm 

5. Date Expires: -"1 I W'\ I {) q 6.Time Expires: L{.' ---) am~~--
7. Attendant: i\J-.Jv\.r,,1v1i 1-- S.Entry Supervisor.l.L-___,f-tJ--~-'---·V ____ _ 

SECTION B: CHECKLIST FOR ISOLATION AJ."'l'D UNAUTH 
PREVENTION 

(Circle the correct answer for each question). 

I. Are external barriers in place? 

2. Has mechanical lockout!tagout been completed? 

YES NO~
~·" :r:: :: 3. Has electrical !ockout/tagout been completed'? 

4. Have other Oe.-energizings~ been completed'? 
If so, describe :_~L"-\.;-"'·'..r:t''-"-.~'-'-:. _c,")jC..L_ _____ _ 

5. Have lines/pipes been disconnected'? 

6. Have lines/pipes been blocked'? 

7. Have lines/pipes been capped? 

8. Have barricades been set up'? 

YES NO N/A 

YES NO 

YES NO 

YES ~NO 

~NO N/A 

9. Have warning signs been placed'? 

10. Any possible overhead fallingitlebri. 

Report Unauthorized Entry to: \ 

~ /0 NIA n z:?_ 
\\ .. / ~ ......... .. ------

N/A 

Phone:(~~ l- d- \.\9' 5S ~ ~ ·--------
SECTION C: PRE-ENTRY CHECKL ST (Check or fill in the correct answers). . 

L Purging: Were lines/pipes purged'? [J YES [I NO [~
If so, what method was used'? II Nitrogen 11steam f I Water 

II Other (Specify): __ ___,,L--~---

2. VENTILATION: Is forced ventilation being maintained'? 

3. ATMOSPHERIC GAS TESTS PERFORMED BY: 

EPAH0042001613 
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CONFINED SPACE ENTRY PERMIT 
0 Parallel Verification o Stand Alone VAILDFORON 

Date and Time Issued: ---=.,....--------------- Date and Time Expires: ----'-.J. '--+---"'-=--f___:__j"""----
Jobsite/Space ID: ')11 Job Supervisor:-'-~--------.,--------
Equipment to be worked on: Work to be pefformed:::D,'c.____-
Standby Pers nel: ~,.J,bt. -.;(,<U rn. , , ·']ldt'~·· 
MSD ES o NO Chlrllical(s) Involved: ________________ ! _____ _ 
Haz s o Flammable o Corrosive o Reactive o Toxic o Temperature >I 00 or <50 o Engulfment 

~7 
I. Atmospheric Checks: Time: / ~~ /PM 

Explosi e __ %LEL 
Continuous Monito~ng}nstrym~nt '{/' 
Calibration Date c/(!lft/f=./) -/"T-eSter's Signature 

2. Source Isolation: Pump or lines blinded? 6Yes o No Disconnected or blocked? o Yes o No 
Note: All LOTO procedures must be followed. . _-·; ./ 

3. Ventilation ModificaAofianical Fan or Blower? ~so No Natural Ventilation Only o Yes o No 

4. Atmospheric che afte;,i"S~Iat7a d ventilation' Time h. ~,AJp~ . Oxyge,;v C:::~% 
/ , / -------·---- __ Explosive VoL.EL · · Toxic ·PPM /{,/ .. -~ ---

Tester's Signature: -\--:;,L------------------

5. Communi<ation pmcedu"" D Radi~e o Sound o Taotil~ hand 'ignal' -·· 

6. Rescue Procedures: CA:L( 9 { ( d= :¥-,.P'Y"Wf ~~-

7. Successfully completed Confined Space Entry required training? 

Is it current? 

8. Equipment: 

Gas monitor tested? 
Safety harnesses and lifelines for entry and 

Standby persons? 

Davit or Tripod equipment? 

Powered communications? 

SCBA(s) for entry & standby persons? 

Protective clothing? 
All electric equipment listed Class l, 

Division I, Group D and 

Non-Sparking? 
Note: GFCI must be in place for Electrical hand tools. 

oYs··/. 
,.··· 

/ 

0 ¥~-~-
0~· 

?ves. 
es 

o Yes 

o Yes 

9. Periodic atmospheric tests: (Additional space provided on next page) 
Time Oxygen ExJ2losive 

ONo 

ONo 

~/ 

o No 

o No 

o No 

Toxic 

oNo 

o No 

oN/A 

oN/A 

oN/A 

oN/A 

oN/A 
o...NtA .. 

o NIA'--······ 

--·-···---% ......... . 
____ % 
____ % 

nP.<:I-+n,..in. Written instructions 
if any squares are 

nvi'._....,.<=' .... leted. 

--__ ... ------·----

EPAH0042001614 
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OSHA's Form 300A 
Summary of Work-Related Injuries and Illnesses 
All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year. Remember to review the Log to verify that the entries are complete 

Using the Log, count the individual entries you made for each category. Then write the totals below, 
making sure you've added the entries from every page of the log. If you had no cases write "0." 

Employees former employees, and their representatives have the right to review the OSHA Form 300 in 
its entirety. They also have limited access to the OSHA Form 301 or its equivalent. See 29 CFR 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms. 

.Number of Case~ · 
r, j }=m>?' Jt 

Total number of 
deaths 

0 
(G) 

Number~~f Days 
c ''~':'~":''hlJI w·<~ 

Total number of 
days of job transfer 
or restriction 

261 
(K) 

Total number of Total number of cases 
cases with days 
away from work 

1 
(H) 

with job transfer or 
restriction 

(I) 

Total number of days 
away from work 

18 
(L) 

l~j~,~~-d-tli~;~~ZYp~s 11; l 
Total number of ... 

(M) 
(1) Injury 
(2) Skin Disorder 
(3) Respiratory 
Condition 

3 (4) Poisoning 
0 (5) All other illnesses 

0 

Total number of 
other recordable 
cases 

(J) 

0 
0 

Post this Summary page from February 1 to April 30 of the year following the year covered by the form 

Public reporting burden for this collection of information is estimated to average 50 minutes per response, including time to review the instruction, search and 
gather the data needed, and complete and review the collection of information. Persons are not required to respond to the collection of information unless it 
displays a currently valid OMB control number. If you have any comments about these estimates or any aspects of this data collection, contact: US Department 
of Labor. OSHA Office of Statistics. Room N~3644. 200 Constitution Ave. NW. Washinaton. DC 20210. Do not send the comoleted forms to this office. 

Year 2006 

U.S. Department of Labor 
Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

Establishment information 

Your establishment name CES Environmental Services Inc. 

Street 4904 Griggs Road 

City Houston State TX Zip 77021 

Industry description (e.g., Manufacture of motor truck trailers) 
Environmental services, tank cleaning, trucking 

Standard Industrial Classification (SIC), if known (e.g., SIC 3715) 
__ 1 __ 5 __ 4 __ 2 

Employment information 

Annual average number of employees 70 

Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to the best of my knowledge the entries 
are true, accurate, and complete. 

Manager 
Company executive Title 

713-676-1460 1/212007 

Phone Date 
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OSHA's Form 300 
Attention: This form contains information relating 
to employee health and must be used in a manner 
that protects the confidentiality of employees to the 
extent possible while the information is being used 
for occupational safety and health purposes. 

Year 2006 
U.S. Department of Labor Log of Work-Related Injuries and Illnesses Occupational Safety and Health Adminislration 

-~~-,, ,_,~, cwn~t\'·~' 

Form approved OMB no. 1218-0176 You must record information about every work-related injury or illness that involves loss of consciousness, resbicted work activity or job transfer, days away from work, or medical treatment beyond first aid. 
You must also record significant work-related injuries and illnesses that ate diagnosed by a physician or licensed health care professional. You must also record work-related injuries and illnesses that meet 
any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12. Feal free to use two lines for a single case if you nead to. You must complete an injury and illness incident report (OSHA Form 
301) or equivalent form for each injury or illness recorded on this form. If you're not sure whether a case is recordable, call your local OSHA office for help. 

Establishment name CES Environmental Services, Inc. 

• (A) 
Case 
No. 

(B) 

Employee's Name 

1 Robert B. Henry 

2 Glen Olson 

3 Glen Olson 

(C) 

Job Title (e.g., 
Welder) 

Helper 

Mechanic 
Mechanic 

(D) 

Date of 
injury or 
onset of 
illness 

(mo./day) 

7/17/2006 

8/23/2006 

12/15/2006 

(E) 

Where the event occurred (e.g. 
Loading dock north end) 

Drum disposal facility 

CES Yard 

Road Side off of Clinton Dr., 1-61 

Public reporting burden for this collection of infonnation is estimated to average 14 minutes per response, including time to 
review the instruction, search and gather the data needed, and complete and review the collection of information. Persons 
are not required to respond to the collection of information unless it displays a currently valid OMB control number. If you 
have any comments about these estimates or any aspects of this data collection, contact US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to 
«.is office. 

(F) 

Describe injury or illness, parts of body affected, and 
object/substance that directly injured or made person ill 

City 

Clas~ifY!he'ca§e"';t: ~-

Houston 

Using these categories, check ONLY the most 
I ~,:~ous result for each case: 

Enter the number of days 
the injured or ill worker 
was: ,,.,.,; 

(e.g. Second degree bums on right forearm from acetylenef-,-,--.,----..,-,-r---..,,....,.,---.--,.--.,.-,--I.,.-...,-;--T:"---::---1 

torch) Death '0~Y,.~.~w~y I '{t ~~ained at ~~''l ~~~~f~r or ~:::_from 
;,;;: · ;; ;;rom w~~.:- .:, /•''\;,'' •:¥.tx;:· restriction (days) 

Job transfer Other record- (days) 
or restriction able cases 

(G) (H) (I) (J) (K) (L) 

Hurt lower back from lifting a drum X 15 0 

Left ankle injured that was caught under trailer tire X 246 18 

Sore left knee when slipped off truck tire X 0 0 

Page totals 0 261 18 

Be sure to transfer these totals to the Summary page (Form 300A) before you post it. 

Page 1 of 1 

State Texas 

Check the "injury" column or choose one 
type of illness; 

(M) <1> 

3l 
:;; <1> 

Q) 

"E C;-
0> ;§ 

0 ~g <1> t: :;; 
i5 "2 .<:: 

C;- t: 
·a. :a lil 0 :J <1> c :;;; Q) 0 "5 

~ ({) 0::(.) Q_ :;;: 
(1) (2) (3) (4) (5) 

X 

X 

3 0 0 0 0 

C;- :;; C;- c 0> <1> 
0 c: Zl :J E E ,., "2 :£ 0 l" '0 0 

<1> 
Q) <1> ·a. c <1> § i5 <1> 0 "5 

c: Q) u Q_ :;; :;;; 0:: 
.<:: 

({) 0 
:;;: 

(1) (2) (3) (4) (5) 

/74'~1-/>\, ;;,;;,E;l};t{0fi%%f?fZ;:~~~ 
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OSHA's Form 300A 
Summary of Work-Related Injuries and Illnesses 
All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year. Remember to review the Log to verify that the entries are complete 

Using the Log, count the individual entries you made for each category. Then write the totals below, 
making sure you've added the entries from every page of the fog. If you had no cases write "0." 

Employees fanner employees, and their representatives have the right to review the OSHA Fonn 300 in 
its entirety. They also have limited access to the OSHA Fonn 301 or its equivalent. See 29 CFR 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these fonns. 

Total number of 
deaths 

0 
(G) 

NIJmber of Days · 

Total number of 
days of job transfer 
or restriction 

10 
(K) 

Total number of 
cases with days 
away from work 

0 
(H) 

(i;Jtny and 111~;~~1 f~~~;~&Sw;,0 
Total number of ... 

(M) 
(1) Injury 
(2) Skin Disorder 
(3) Respiratory 
Condition 

0 

0 

Total number of cases 
with job transfer or 
restriction 

(I) 

Total number of days 
away from work 

0 
(L) 

(4) Poisoning 
(5) All other illnesses 

Total number of 
other recordable 
cases 

0 
(J) 

0 
0 

Post this Summary page from February 1 to April 30 of the year following the year covered by the form 

Public reporting burden for this collection of information is estimated to average 50 minutes per response, including time to review the instruction, search and 
gather the data needed, and complete and review the collection of information. Persons are not required to respond to the collection of information unless it 
displays a currently valid OMB control number. If you have any comments about these estimates or any aspects of this data collection, contact: US Department 

Year 2007 

U.S. Department of Labor 
Occupational Safety and Health Administration 

Form approved OMS no. 1218-0176 

Establishment information 

Your establishment name CES Environmental Services Inc. 

Street 4904 Griggs Road 

City Houston State TX Zip 77021 

Industry description (e.g., Manufacture of motor truck trailers) 
Environmental services, tank cleaning, trucking 

Standard Industrial Classification (SIC), if known (e.g., SIC 3715) 

1 5 4 2 ----------

Employment information 

Annual average number of employees __ 9_8 

Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to the best of my knowledge the entries 
are true, accurate, and complete. 

Manager 
Company executive Title 

713-676-1460 11212008 

Phone Date 

of Labor. OSHA Office of Statistics. Room N-3644. 200 Constitution Ave. NW. Washinoton. DC 20210. Do not send the comoleted forms to this office. 
fi/WMK/fF"~?W¥WttfWi':~m%w.®ffit%T.W:W.iiJ.S1!1F:~,'WW%1MWt®f!£WWN&WZU~~;;ffi'.z!&M\"'W%f%0%Wfiwt:WW¥20-tf®f~~q:-.%@1fff.J:.mJ.J;BffZ!/ii$JWW~%f!:JQK'+'$tiliWW.$%'l~}%ffilli(Wf$iKW; $"i'W%Wff%W¥f%tW7%WW-'~:X#iF'f®#W{Wfn'W('i£<:,{72F,; ec'cuY. 
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OSHA's Form 300 Year 2007 

Log of Work-Related Injuries and Illnesses 

Attention: This form contains information relating 
to employee health and must be used in a manner 
that protects the confidentiality of employees to the 
extent possible while the information is being used 
for occupational safety and health purposes. U.S. Department of Labor 

Occupational Safety and Health Administration 
'',N&!<ilmt 

Form approved OMS no. 1218-0176 You must record information about every work~related injury or illness that involves loss of consciousness, restricted work activity or job transfer, days away from work, or medical treatment beyond first aid. 
You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional. You must also record work-related injuries and illnesses that meet 
""Y of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12. Feel free to use two lines for a single case if you need to. You must complete an injury and illness incident report (OSHA Form 
301) or equivalent form for each injury or illness recorded on this form. If you're not sure whether a case is recordable, call your local OSHA office for help. Establishment name CES Environmental Services, Inc. 

(A) 

Case 
No. 

(B) 

Employee's Name 

1 Percy Foster 

(C) 
Job Title (e.g., 

Welder) 

Technician 

(D) (E) 

Date of Where the event occurred (e.g. 
injury or Loading dock north end) 
onset of 
illness 

(mo./day) 

9/1312007 17225 El Camino Rd 

Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, search and gather the data needed, and complete and review the collection of information. Persons 
are not required to respond to the collection of information unless it displays a currently valid OMB control number. If you 
have any comments about these estimates or any aspects of this data collection, contact: US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to 
this office. 

City 

classify'ff'l~.ca~e. 

Houston 

(F) Using these categories, check ONLY the most 
Describe injury or illness, parts of body affected, and serious result for each case: 
object/substance that directly injured or made person ill • 'iWi; 

Enter the number of days 
the injured or ill worker 
was: 

(e.g. Second degree bums on right forearm from acetylene'l---.,----=--==-=,....,--=..,.1f::--,-,,.--"'T7---:-----l 
torch) Dea,.th~• Days'away I: ,~~!/'. , ,• ::c:;r ~(·Jo~; .. :~;,!; on job 

~ fr ~ ~ rk , ~~,~ -- :- Ref!lained transfer or 
om wo restriction 

Away from 
work 
(days) 

Job transfer Other record- (days) 
or restriction able cases 

(G) (H) (I) (J) (K) (L) 

Cut finger X 10 

Page totals 0 0 0 10 0 

Be sure to transfer these totals to the Summary page (Form 300A) before you post it. 

Page 1 of1 

State Texas 

:.: ... 

Check the "injury" column or choose one 
type of illness: 

(M) "' "' :. ill 
"' 'E i:' 

0> 
:§ 

0 0 c: 

"' "§2 c: :. 0 ·c: .c: 
i:' ·a_ :0 0 0 
:J c: "' c: "' :E :i: OJ 0 '6 ;;: (j) 0::0 a. 

(1) (2) (3) (4) (5) 

0 0 0 0 

i:' :. c:-c: 0> "' :J 'E .92 c: "' :E ·c: ill 
Sl -[~ Sl "' 0 '6 :§ 
c: :{:o a. 

~ :i: 0:: 
(j) 0 

;;: 

(1) (2) (3) (4) (5) 
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OSHA's Form 300A 
Summary of Work-Related Injuries and Illnesses 
All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year. Remember to review the Log to verify that the entries are complete 

Using the Log, count the individual entries you made for each category. Then write the totals below, 
making sure you've added the entries from every page of the log. If you had no cases write "0." 

Employees former employees, and their representatives have the right to review the OSHA Form 300 in 
its entirety. They also have limited access to the OSHA Form 301 or its equivalent. See 29 CFR 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms. 

Total number of 
deaths 

0 
(G) 

Total number of 
days of job transfer 
or restriction 

76 
(K) 

Total number of 
cases with days 
away from work 

4 
(H) 

Injury and Illness Ty~,I};J, 

Total number of ... 
(M) 

(1) Injury 
(2) Skin Disorder 
(3) Respiratory 
Condition 

4 

0 

Total number of cases 
with job transfer or 
restriction 

0 
(I) 

Total number of days 
away from work 

63 
(L) 

(4) Poisoning 
(5) All other illnesses 

Total number of 
other recordable 
cases 

0 
(J) 

0 
0 

Post this Summary page from February 1 to April 30 of the year following the year covered by the form 

~ublic reporting burden for this collection of information is estimated to average 50 minutes per response, including time to review the instruction, search and 
gather the data needed, and complete and review the collection of information. Persons are not required to respond to the collection of information unless it 
displays a currently valid OMB control number. If you have any comments about these estimates or any aspects of this data collection, contact: US Department 
of Labor. OSHA Office of Statistics. Room N-3644. 200 Constitution Ave. NW. Washinaton. DC 20210. Do not send the comoleted forms to this office. 

Year 2008 

U.S. Department of Labor 
Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

Establishment information 

Your establishment name CES Environmental Services Inc. 

Street 4904 Griggs Road 

City Houston State __ T_X__ Zip 77021 

Industry description (e.g., Manufacture of motor truck trailers) 

Environmental services, tank cleaning, trucking 

Standard Industrial Classification (SIC), if known (e.g., SIC 3715) 
__ 1 __ 5 __ 4 __ 2 

Employment information 

Annual average number of employees 132 

Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

1 certify that 1 have examined this document and that to the best of my knowledge the entries 
are true, accurate, and complete. 

Manager 
Company executive Title 

713-676-1460 1/2/2008 

Phone Date 

&%t%iili.Z"5tttN-% &i &L+f&~ffi.tttf!fF%ttillk%0Vh?trSill0D!.tJWill:ti0;,p :rc:(f%lzt::z-~%0Yd\.77.4£4%11WElHW¥W:PJJ%ltlllimt1lE%1Xf'J!ili'JML':"Rf1Mf0?7.'~~""7iV0ttillillW?t~q:_c~Xtt'~~;;ffii0?/:'./SiNM8{,\'·Wt;~~(~'?dtkJt)·\'V4C8%':~F ~:tf".-wt!NJWZ;;:;"""f\)tl&B=tii:1';>".'~"tf?ffifmm!K@AJCJBJ~5!%:,}?::::,;,;r(;;r<?FS#Ji. 



OSHA's Form 300 

Log of Work-Related Injuries and Illnesses 

Attention: This form contains information relating 
to employee health and must be used in a manner 
that protecls the confidentiality of employees to the 
extent possible while the information is being used 
for occupational safety and health purposes. 

~--

You must record information about every work~related injury or illness that involves loss of consciousness, restricted work activity or job transfer, days away from work, or medical treatment beyond first aid. 
You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional. You must also record work-related injuries and illnesses that meet 
any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12. Feel free to use two lines for a single case if you need to. You must complete an injury and illness incident report (OSHA Fonn 
301) or equivalent fonn for each injury or illness recorded on this form. If you're not sure whether a case is recordable, call your local OSHA office for help. 

Establishment name 

(A) 
Case 
No. 

(B) 

Employee's Name 
(C) 

Job Title (e.g., 
Welder) 

(D) (E) 

Date of Where the event occurred (e.g. 
injury or Loading dock north end) 

(F) 

Describe injury or illness, parts of body affected, and 
objecUsubstance that directly injured or made person ill 

Using these categories, check ONLY the most 
serious result for each case: 

(e.g. Second degree bums on right forearm from acetylene•!--~----~~~ . ~ 

torch) Death Days away 

,.~ a~~~t,. 

onset of 
illness 

(mo./day) 

Job transfer Other record-
or restriction able cases 

(G) (H) (I) (J) 

1 Joaquinn Ramerez Alvarez T ankwash Tech 1124 Tank Wash Bay 1 Pain in hip, wrist, and hand from fall X 

2 Sebastian McCrimmons Driver 516 Unloading Dock Bums 

3 Fanner Riley Driver 5122 Entering premises Cuts 

4 Darryl Johnson Warehouse T ec 8/6 South end of unloading dock Heat stress 

5 Scott Shimer Manager 10/22 Maintenance Shop Cut 
6 David Vandenbera Driver 11/3/08 Newoark Env., Winnie, T Fracture 

Page totals 0 4 0 0 

Year 2008 
U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMS no. 1218-0176 

CES Environmental Services, Inc. 

Enter the number of days 
the injured or ill worker Check the "injury" column or choose one 

was: , , ,.,..,,~::<. !,~~::,?!,illness: 
(M) 

On job Away from :;; 
transferor work "E <:-

"' restriction (days) 5l ~g c: 
6 ·c: 

(days) <:- ·a.u 0 
c: 

"' c: "' ::J 

"' " 0 
"(5 

:E ({) 0::0 Q_ 

(K) (L) (1) (2) (3) (4) (5) 

67 1 X 

9 X 

29 X 

1 

X 

32 X 

76 63 4 1 0 0 0 

Be sure to transfer these totals to the Summary page (Form 300A) before you post it. <:- :;; ;:.c "' "' ::J "E ,gg c: ill ·c: 

Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, search and gather the data needed, and complete and review the collection of information. Persons 
are not required to respond to the collection of infonnation unless it displays a currenlly valid OMB control number. If you 
have any comments about these estimates or any aspects of this data collection, contact US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed fonns to 
this office. Page 

:E 

1 of1 (1) 

5l 
6 
c: 

"' ({) 

(2) 

"' ~:a 0 " ·a.§ "' :§ l:lo 
"(5 
Q_ :;; 0:: 

£ 
0 

;;: 

(3) (4) (5) 
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(b) (4)
EmployeeN 
Date of Birth: 

Known Allergies: 

Medical History: 

Medication 

Current Medications 

Date Reported Discontinued 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 

EPAH0042001624 



(b) (4)

Employee Emergency Medical Data 

Employee Name: tlw//flt/"7 //f/ e C#;;vf ·/ t 
Date of Birth:_, __ _ 

Known Allergies: 

A/0)/b 

Medical History: 

Current Medications 

Medication Date Reported Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

EPAH0042001625 



(b) (4)

Employee Emergency Medical Data 

EmployeeN 
Date of Birth: 

Known Allergies: 

Medical History: 

Medication 

Current Medications 

Date Reported Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 

_o 
0 
0 
0 
0 
0 
0 
0 

EPAH0042001626 



(b) (4)

Employee Emergency Medical Data 

Employee Name: -~e(q;-----------
Date of Birth:--

Known Allergies: 

Medical History: ( 

f}y6A 

Current Medications 

Medication Date Reported 

)' 

Discontinued 
0 
0 
0 
0 
0 
D. 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

EPAH0042001627 



(b) (4)

Employee Emergency Medical Data 

Employee Name: 
Date of Birth: 

Known Allergies: 

Medical History: 

Current Medications 

Medication Date Reported 

I 

{1/()NE:? 

Discontinued 
D 
D 
D 
D 
D 
0 
D 
0 
0 
0 
0 
0 
D 
0 
D 
0 
0 

EPAH0042001628 



(b) (4)

Employee Emergency Medical Data 

EmployeeN 
Date of Birth: 

Known Allergies; 

T .z 
Medical History: 

Current Medications 

Medication Date Reported 

· .... 

\' . ' ' 

Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 / 

0 
0 
0 
0 
0 
0 
0 
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(b) (4)

Employee Emergency Medical Data 

Medical Hist~ry;.,..... 
/1/~/VC 

Medication 

Current Medications 

Date Reported Discontinued 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
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(b) (4)

Employee Emergency Medical Data 

Employee Name: 
Date of Birth: __ 

Known Allergies: 
A/tJA)e_ 

Medical History: 
JvldVL 

Medication 
/1/.::nv-e---

Current Medications 

Date Reported Discontinued 
D 

D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 

.~ D 
D 
D 
D 
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(b) (4)

Employee Emergency Medical Data 

Employee Nam 
Date of Birth: 

Known Allergies: 

Medical History: 

Medication 

7[/ 0 /D"f____ 

Current Medications 

Date Reported Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

EPAH0042001632 



(b) (4)

Employee Emergency Medical Data 

Employee Name: 
Date of Birth: 

Known Allergies: 
/l}()tUG 

Medical History: 
AJotVe-

Medication 
Vot1lcr 

Current Medications 

Date Reported Discontinued 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
0 
D 
D 
D 
D 
D 

EPAH0042001633 



Employee Emergency Medical Data 

Employee Name: T:\ Y"Y\10\YJ olo P £od ri @ue_S.,. 
Date of Birth: 

Known Allergies: 

Medical History: 

Medication 
'(\(~t'\_~ 

"':±:- \,j Q_~ 

\f\ '.f> \1 ~ Y" -

Current Medications 

Date Reported Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

EPAH0042001634 
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(b) (4)

Employee Emergency Medical Data 

EmployeeN 
Date of Birth: 

Known Allergies: 
/!La/JIE 

Medical History: 
tf/0¥£ 

Current Medications 

Medication Date Reported 
1;10/j//i 

Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

EPAH0042001635 



Employee Emergency Medical Data 

Employe~ Name: C h1&; 
Date of Btrth: 

Known Allergies: {JorJf! 

Medical History:* +. 3 1 r11c;o._ a "'~ 

Current Medications 

.Qftte Reported 
~rYJce lSi~ 

Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

EPAH0042001636 
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Employee Emergency Medical Data 
~~ c::' . ~ 

EmployeeName: L~ ~Ef'.2r'£N c->6<_, 
Date of Birth:

Known Allergies: 

Medical History: 

Current Medications 

Medication Date Reported Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
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(b) (4)

Employee Emergency Medical Data 

Employee Name: 
Date of Birth: 

Known Allergies: 

Medical History: 

Current Medications 

Medication Date Reported Discontinued 
0 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
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(b) (4)

Employee Emergency Medical Data 
~' 

Employee Name: 
Date of Birth: 

Known Allergies: 
4/0vVh 

Medical History: 
.1/& ££Etf4 - })£A1 tO~£ s 

Current Medications 

Medication IJ!/-4 Date Reported Discontinued 
0 
0 
0 
0 
D 
0 
D 
D 
D 
D 
D 
D 
0 
0 
0 
0 
0 
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(b) (4)

Employee Emergency Medical Data 

Employee Name: 
Date of Birth: 

Known Allergies: 

Medical History: 

Medication 
t-Jo~ 

Current Medications 

Date Reported Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
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Employee Emer' ency Medical Data 

Employee Name. ~~~~~-+~-I,.L.ol.+.y..-----
Date of Birth: ~----

Known Allergies: A ) kJ p 
co-D, ~ 

Medical History: j 
,IJQ )( tZ 

Current Medications 

Medication Date Reported 
I 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

J 
I 

I 

Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
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(b) (4)

Employee Emergency Medical Data 

EmployeeN 
Date ofBirth: 

Known Allergies: 

Medication 
l CJftf2- I 

ftTe;vil, aL 

Current Medications 

Date Reported Discontinued 
D 
D 
D 
D 
D 
D 
D 
D 
0 
D 
D 
D 
D 
0 
D 
D 
D 
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(b) (4)

Employee Emergency Medical Data 

Employee Name: 
Date of Birth: __ 

Known Allergies: 
jkpc:_ , 

M;J!cal flistory: 
a .rue 

\. 

Current Medications 

Date Reported Discontinued 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
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,·, ,,<" :,: , , .~:, ~Y-2<,, 
··· .•. pes eN\IIRoN.MEN:t:AL seRvicEs, iNc . 

.. :·.·· ::t,V ,,,::• ...... 4904GRIGGSROAD 
· f ; · · ;}5 • , ..... ;HOUSTON; TExAS 77021. 

:~·.; • . c •. ·• <<', .:.::". . . . :<7l?>676~1460 · 
~ -:·~ ' );(:i;::· '.,~:\c. ,;_.n , :~;~·< -- ,. ,'"'- "<-J-,,· 

CES ENVIRONMENTAL SERVICES, INC. 
Edwin Barrientos 

CES Environmental S repairs 

t~pairs on 2001 Toyota Tacoma 
VIN# 5TENL42N51Z865304 

' -~ < < :\~:,.\:"/· 
" '. ~- ·. · .. 

8/31/2008 40022 
605.53 

605.53 
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RELEASE IN FULL 

WHEREAS, Edwin Barrientos ("Releasor") and I or Releasor's 2001 Toyota Tacoma 
was allegedly injured I damaged from flying debris from a flat tire of CES Environmental 

_ Services, Inc. Unit 293 allegedly caused by CES Environmental Services, Inc. driver 
Benjamin Mata on or about August 22, 2008; 

WHEREAS, Releasor desires to settle and release any and all injuries and I or damages 
allegedly sustained by Releasor in any way arising from the above referenced incident or 
otherwise; 

NOW THEREFORE, for good and valuable consideration, the receipt of which is hereby 
acknowledged, Releasor does hereby acquit and forever discharge CES Environmental 
Services, Inc. along with its affiliate companies, and I or their officers, directors, 
employees, agents and I or assigns (collectively hereinafter referred to as "Releasee"), 
from any and all claims, demands, damages, actions and causes of action arise, by reason 
of, or in any manner having grown out of injuries, incident (regardless whether such 
injuries or damages were caused in whole or in part by the negligent or intentional acts of 
any person or entity being released hereunder). 

The parties agree that this Release is a full, final and complete release of Releas.ee of any 
and all matters and things described herein and agree, without limitation, that Releasor 
releases the consequences of Releasee's own negligence, whether that negligence is the 
sole or~h~oncurring cause of the injury·ordamage allegedly suffered biReleasor. ··-

Releasor expressly agrees, understands and declares that all agreements and 
understanding between Releasor and Releasee are embodied and expressed herein, that 
no representations or statements made by Releasee has influenced or induced Releasor to 
execute this Release, and that no part of any cause of action hereby released has been 
transferred or assigned to anyone. Releasor represents, covenants and warrants that he 
has full and complete power and authority to execute this instrument. 

The payment of$ 605.53 to Releasor is not to be construed as an admission ofliability, 
which has been denied. This agreement is governed by the laws of the State of Texas, 
without regards to its conflicts oflaws rules. It is performable in Harris County, Texas. 

Executed this 3 day of .Se,f,fe-./l'\128 2008. 

Releasor 

-~ Address: Witness 

EPAH0042001648 

(b) (4)



JIMMY'S PAINT & BODY SHOP 
1235 NORMANDY 

HOUSTON, TX 77015 
713-453-2712 

CD LOG NO 1952-1 DATE 08/27/08 

SHOP: 
ADDRESS: 

JIMMYS PAINT & BODY SHOP 
1235 NORMANDY 

CITY STATE: HOUSTON, TX 
ZIP: 77015-

OWNER: BARRIENTOS, EDWIN 

POINT OF IMPACT: 0 

INSP DATE: 08/27/08 

LIC#: STATE: VIN:  
BODY COLOR: 
CONDITION: 

*=USER-ENTERED VALUE 
EC=REPLACE ECONOMY 
UM=REMAN/REBUILT PRT 
OE=REPLACE PXN OE SRPLS 
TE=PARTL REPL PRICE 
I=REPAIR 
TT=TWO-TONE 
N=ADDITIONAL LABOR 
AA=APPEAR ALLOWANCE 

MILEAGE: 
ACCTNG CTL#: 

E=REPLACE OEM 
UE=REPLACE OE SURPLUS 
EU=REPLACE SALVAGE 
PC=PXN RECONDITIONED 
ET=PARTL REPL LABOR 
L=REFINISH 
CG=CHIPGUARD 
RI=R&I ASSEMBLY 
RP=RELATED PRIOR 

NG=REPLACE NAGS 
UC=RECONDITIONED PRT 
EP=REPLACE PXN 
PM=PXN REMAN/REBUILT 
IT=PARTIAL REPAIR 
BR=BLEND REFINISH 
SB=SUBLET 
P=CHECK 
UP=UNRELATED PRIOR 

2001 TOYOTA TACOMA STD 2DOOR STANDARD CAB 
CODE: Y8122A/G OPTNS A/24 

4CYL GASOLINE 2.4 

OPTIONS: 
TWO-STAGE - EXTERIOR SURFACES TWO-STAGE - INTERIOR SURFACES 

OP GDE MC DESCRIPTION MFG.PART NO. PRICE AJ% B% HOURS R 
----------- ------------ ----- ----- -

EC 0103 01 FENDER, FRONT LT ECONOMY PART 109.00* 2.5 1 
L 0103 13 FENDER, FRONT LT REFINISH 3.8 4 
BR 0207 DOOR SHELL,FRONT LT BLEND REFINISH 1.3 4 
RI 0169 W/STRIP,BELT OUTER LT R&I ASSEMBLY 0.2 1 
RI 0150 N/PLATE,FRONT DOOR LT R&I ASSEMBLY 0.2 1 
RI 0161 HANDLE,FRONT DOOR 0 LT R&I ASSEMBLY 0.6 1 

6 ITEMS 

MC MESSAGE(S) 
01 CALL DEALER FOR EXACT PART NUMBER / PRICE 
13 INCLUDES 0.6 HOURS FIRST PANEL TWO-STAGE ALLOWANCE 

FINAL CALCULATIONS & ENTRIES 
OTHER PARTS 109.00 

PAGE 1 
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2v01 TOYOTA TACOMA STD 2DOOR STANDARD CAB 
CD LOG NO 1952-1 

PAINT MATERIAL 
PARTS & MATERIAL TOTAL 

TAX ON PARTS & MATERIAL @ 

LABOR 
1-SHEET METAL 
2-MECH/ELEC 
3-FRAME 
4-REFINISH 
5-PAINT MATERIAL 

LABOR TOTAL 
SUBLET REPAIRS 
TOWING 
STORAGE 

GROSS TOTAL 

NET TOTAL 

RATE 
40.00 
70.00 
50.00 
40.00 
26.00 

REPLACE HRS 
3.5 

5.1 

8.250% 

REPAIR HRS 

SHOPLINK UI098 ES CD LOG 1952-1 DATE 08/27/08 11:11:33AM R6.37 
HOST LOG 
(C) 1998 - 2007 AUDATEX NORTH AMERICA, INC. 

132.60 
241.60 
19.93 

140.00 

204.00 

344.00 

605.53 

~ 
CD 06/08 

1.5 HRS WERE ADDED TO THIS EST. BASED ON AUDATEX TWO-STAGE REFINISH FORMULA. 

PAGE 2 
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David Cuellar 

Quality Auto Body Repairs 
at 2 Convenient Locations 

Baytown 
3219N. Main 

Baytown, TX 77521 
Ph#: 281-428-2209 
Fx #: 281-422-0532 

Customer Service Manager 

North Channel 
15532 1-1 0 East 

Channelview, TX 77530 
Ph#: 281-452-9100 
Fx #: 281-452-9200 

EPAH0042001654 



08/27/2008 at 11:48 AM 

81433 

BATES CUSTOM COLLISION NORTH CHANNEL 
Federal ID #:481290125 

15532 I-10 East 
Channelview, TX 77530 

(281) 452-9100 Fax: (281) 452-9200 

PRELIMINARY ESTIMATE 

Written By: Bates Custom & Collision 
Adjuster: 

Insured: EDWIN BARRIENTOS 
Owner: EDWIN BARRIENTOS 

Address: 

Day: 
Evening: 

Inspect 
Location: 

Insurance 

Claim # 
Policy # 

Deductib1le: 
Date of Loss: 
Type of Loss: 

Point of Impact: 

Job Number: 

Company: Days to Repair 

2001 TOYO TACOMA 4X2 4-2.41-FI 2D P/U Int: 
VIN: Lie: Prod Date: Odometer: 
Intermittent Wipers Dual Mirrors 
Power Steering 
FM Radio 
Driver Air Bag 

Power Brakes 
Stereo 
Passenger Air Bag 

5 Speed Transmission Overdrive 

NO. OP. DESCRIPTION 

1 FRONT BUMPER 
2 R&I R&I bumper assy 
3 FRONT LAMPS 
4 R&I LT Park/marker lamp standard 
5 HOOD 

6 Blnd Hood 
7 WINDSHIELD 
8 R&I Washer nozzle 
9 FENDER 

10 Repl LT Fender all w/o flares 
11 Add for Clear Coat 
12 Add for Edging 

13 Add for Clear Coat 
14 Deduct for Overlap 

1 

Clear Coat Paint 
AM Radio 
Search/Seek 
Cloth Seats 

QTY EXT. PRICE LABOR 

1.0 

Incl. 

0.2 

1 257.12 1.5 

-0.4 

PAINT 

1.3 

2.2 
0.9 
0.5 

0.1 

EPAH0042001655 
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08/27/2008 at 11:48 AM 
81433 

Job Number: 

PRELIMINARY ESTIMATE 
2001 TOYO TACOMA 4X2 4-2.4L-FI 2D P/U Int: 

NO. OP. DESCRIPTION QTY EXT. PRICE LABOR PAINT 

-------------------------------------------------------------------------------
15* Rpr 
16# Rpr 
17 
18* Rpr 
19 

20 
21 Repl 

22 R&I 
23 R&I 

24 R&I 
25# Refn 
26# Refn 
27# Subl 

LT Apron assy left side all 
BODY PULL 

FRONT DOOR 
LT Outer panel 
Overlap Major Adj. Panel 
Add for Clear Coat 
LT Nameplate "TOYOTA TACOMA" 
chrome 
LT Mirror assy manual silver 
LT Handle, outside w/o body 
color w/o chrome 
LT R&I trim panel 

COVER CAR EXTERIOR 
CORROSION 
HAZARDOUS 

PROTECTION 
WASTE REMOVAL 

Subtotals ==> 

Parts 
Body Labor 
Paint Labor 
Frame Labor 
Paint Supplies 
Sublet/Misc. 

SUBTOTAL 

Sales Tax 

GRAND TOTAL 

1.5 1.0 
2.0 F 

2.5 2.3 
-0.4 

0.4 
1 30.47 0.3 

0.5 
0.3 

0.4 
0.5 

1.0 
1 5.00 X 

292.59 9.8 9.8 

287.59 
7.8 hrs @ $ 40.00/hr 312.00 
9.8 hrs @ $ 40.00/hr 392.00 
2.0 hrs @ $ 60.00/hr 120.00 
9.8 hrs @ $ 28.00/hr 274.40 

5.00 

$ 1390.99 
$ 561.99 @ 6.2500% 35.12 

$ 1426.11 

We are please to provide this estimate of repair cost, it will be honored for 
30 days. Parts costs are subject to verification of cost with manufactor 
invoice. Once your vehicle is brought in for repairs, upon dissasembly we may 
find hidden or additional damage, you will be contacted immediately for 
authorization prior to proceeding. 

2 

EPAH0042001656 



08/27/2008 at 11:48 AM 
81433 

Job Number: 

PRELIMINARY ESTIMATE 
2001 TOYO TACOMA 4X2 4-2.4L-FI 20 P/U Int: 

Estimate based on MOTOR CRASH ESTIMATING GUIDE. Unless otherwise noted all items are derived from 
the Guide ARM8510, CCC Data Date 07/01/2008, and the parts selected are OEM-parts manufactured by 

the vehicles Original Equipment Manufacturer. OEM parts are available at OE/Vehicle dealerships. 
OPT OEM (Optional OEM) or ALT OEM (Alternative OEM) parts are OEM parts that may be provided by or 

through alternate sources other than the OEM vehicle dealerships. OPT OEM or ALT OEM parts may 
reflect some specific, special, or unique pricing or discount. OPT OEM or ALT OEM parts may 

include "Blemished" parts provided by OEM's through OEM vehicle dealerships. Asterisk (*) or 
Double Asterisk (**) indicates that the parts and/or labor information provided by MOTOR may have 

been modified or may have come from an alternate data source. Tilde sign (-) items indicate MOTOR 
Not-Included Labor operations. Non-Original Equipment Manufacturer aftermarket parts are described 

as AM, Qual Repl Parts or Comp Repl Parts which stands for Competitive Replacement Parts. Used 
parts are described as LKQ, Qual Recy Parts, RCY, or USED. Reconditioned parts are described as 

Recond. Recored parts are described as Recore. NAGS Part Numbers and Benchmark Prices are 
provided by National Auto Glass Specifications. Labor operation times listed on the line with the 

NAGS information are MOTOR suggested labor operation times. NAGS labor operation times are not 
included. Pound sign (#) items indicate manual entries. Some 2006 vehicles contain minor changes 

from the previous year. For those vehicles, prior to receiving updated data from the vehicle 
manufacturer, labor and parts data from the previous year may be used. The Pathways estimator has 

a complete list of applicable vehicles. Parts numbers and prices should be confirmed with the 
local dealership. 

CCC Pathways - A product of CCC Information Services Inc. 

3 
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••. m.· ·= AIG Domestic C!~i';lls, Inc. 
E.~•i111_ ·liiil~lilli:ii .. _. Property/Casualty D1v1swn 
- 'P.O. Box 25588 

June 4, 2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn: GREG BOWMAN 

RE: Insured 
Carrier 
Date of Loss 
Claim Number 

Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
CLOSED CLAIM NOTICE 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 
: 05/18/2009 

 
Date Reported 
Date Received 

The above captioned claim has been closed. The following amounts were paid on the claim: 

: 05/29/2009 
: 05/29/2009 

Symbol Claimant MJC Indemnity Medical Legal 
001 JUDY RILLEY 007 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 
Loss Location : 1-45 BETWEEN BAY AREA & FUGUA HOUSTON,TX 
Description of Loss : CLMT ALLEGES THAT A ROUND PIECE OF METALCAME OFF OF W VEH AND 

HITHER VEH 
Insured Driver : UNKNOWN UNKNOWN 

RISK ANALYSIS INFORMATION· . 
Levell: 
Level2: 
Level3: 
Leve14: 
LevelS: 
Level6: 

Thank you for allowing us to serve you on this claim. Please contact me if you have any questions or comments. 

Sincerely, 
RODGER MOSIMAN 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9301 
RODGER.MOSIMAN@AIUHOLDINGS.COM 
Original 

EPAH0042001660 
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Document Break 
Code39 

12345678901 
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your vehicle, 2 ) as vehicle No. 2, etc. 

] 

Name Address 

Phone Workplace 

Name Address 

Phone Workplace 

~ Checklist 

D Stop and Investigate 

D Set Warning Devices 

D Help the Injured 

D Protect Your Vehicle and Cargo from 
Theft and Further Damage 

D Do Not Move Your Vehicle Until 
Police Arrive 

D Contact Supervisor as Soon as 
Possible. (Use accident notification 
card if you can't leave) 

D Discuss Accident Only with Proper 
Authorities 

D Obtain Names and Addresses of 

D 

D 

D 

Witnesses. (Use witness cards 
supplied) 

Complete This Card At the Scene of 
Accident 

Comply With Any Required 
Alcohol/Drug Test 

RETURN ENTIRE PACKET TO 
SUPERVISOR 

© Copyright 1995 & Published By: 
J. J. KELLER & ASSOCIATES, INC.- Neenah, WI 54957-0368 

33F-2 Rev. 12/99 
RM 5815 
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DRIVER 

Were any mechanical defects apparent at the time of 

the accident? 2to Explain _______ _ 

1 -<'. 0/A.M. 
Date ·lo-1..?-o~ Time}i'Z..S lilP.M. 

Place/)~ t.l 
(Town, City, State) 

Roadway 3oo3 Hi1lv ~S" )u,~ /P<J 
(Rt. #, Streef. Intersecting Hwys) 

Landmark 1 ~ 

j,':,i\,r,,:,, ,DEATH AND INJURY: : ' :·,j Year "fJ-'i 

Persons Killed -Ylon£, 

Persons Injured ~ 

Owner 
Was anyone taken away from scene for medical 
treatment ~ (Who & Where Taken) 

Was Accident Investigated by Police? ~ Type Make 

Department Badge # Model Year 

Officer Driver 

Citation Issued? Address 

List persons cited or arrested & charges 

License # & State 

Owner 

Address 

Phone Insurance Co. 

EPAH0042001664 
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Instrumentation & Electrical Specialist, LLC. 

2417 Randolph 
Pasadena, TX 77503 
ggarcia@iespecialist.com 

:I: I 
"E5 

Gabe Garcia 

TECL 17031 
Fax 281-470-1067 
Cell832-250-4568 

I 

J 
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(b) (4)

I STATE 
INSURANCE IDENTIFICATION CARD 

TX 
~.NY NUMBER COMPANY 

l 
~y NUMBER 

AMT-Security National 
EFFECTIVE DATE 

\ 1002484 12/16/08 
MAKE/MODEL 

7 Ford Fl50 
Y/COMPANY ISSUING CARD 

tory Insurance Agency, Inc. 
~r Montemayor, CIC 
~485-7500 
JRED 

EXPIRATION DATE 

12/16/09 
VEHICLE IDENTIFICATION NUMBER 

Instrumentation & Electrical 
Specialist, LLC 
P.O. Box 5370 
Pasadena TX 77508-5370 

COVERAGE MEETS MINIMUM LIABILITY INSURANCE PRESCRIBED BY LAW 

OP ID 15 

THIS CARD MUST BE KEPT IN THE INSURED 

VEHICLE AND PRESENTED UPON DEMAND 

IN CASE OF ACCIDENT: Report all accidents 

to your Agent/Company as soon as possible. 

Obtain the following information: 

1. Narne and address of each driver., 

passenger and witness. 

2. Name of Insurance Company and policy 

number for each vehicle involved. 

50 (1/83) 

EPAH0042001667 

{ 



INSTRUMENT A TlON & ELECTRICAL SPECIAl 

FLEET/ACCIDENT/INCIDENT/OCCURRENCE INVESTIGATION 
MANAGERS REPORT 

THIS FORM MUST BE COMPLETED IN INK 
. ~···· 

NAME OF OUR /1 / /7 DATE O HOME HOME
EMPLOYEE_~S' __ ge....;-c.-~ __ BIRTH _ DDRESS  PHONE

DRIVER'S LICENSE __________ EXPIRATION DATE ------
'"i\::) ' 

LOCATION OF ACCIDENT/INCIDENT , _ Aiv 
O~CCURRENCE __ ~~!:- !(.__iL~~zt~_/--~--- _ DATE&_~j.b;I HOUR ___ ~_J.:h> ___ l(g 
POSTED SPEED LIMIT 1 )11! /' Jj____.:.. VEI-IICLE 'SPEED AT~lME OF ACCIDENT --~___f;lliq...Jt. ______ _ 
TRAFFJC AND 

7 
ROAD v 

WEATHER CONDTTIONS__iun.;. kf,- 4-- ~/c_tkr ______ CONDlTIONS_;J C'¥------------------ ________ _ 
FLE~T LICENS~E PLATE# {e¥tt ~ ;J.)}J-- CJt>'-1

1 
I' . / 

T~f # -~f__j _ _ AND _YEAR _ . ____ p&\IIAGE t!__=,t= .1-M~~~---L~--_,l~ 

DATE4.~~~~·roN, Br~~f..ND ~4 ~FP~L~<ZNfl-il:crP ~~gvfrtoM"ACCIDENT/INCiDENT/OCcill~RENi:i ViAS-REPORTED ---------
OTHER ' I 
VEH1CLE(S): OWNER _(_£5.__/i_rnt__ >un~rl1d. 5:-vv • (.tJ ADDRESS __________________________________________ _ 

PHONE 2/jb 7_&- /(/6_0 AGE .S'f__ _____ DRIVER'SLJCENSE#_/: _______ • 

OTHER VEHICLE(S) !). 1 I ~ 
OPERATAOR NAME __ If !l.t/.__Li/_ hi: L l' ,:.,;YI,.ft,~AtbRESS ______________________________ _ 
PHONE______________ _ ___ AGE ____ DRIVER.'SLICENSE # . __________ _ 

OTHER VEHICLE(S) DESC·RI·· PTION.,J:M;/l).P, MODEL, COLOR, YEAR) /eaer-!J, /f ~~ / ~6 -- : _ _;1 ~~L-~. 
LICENSEPLATE#ANDST_ATE ~- CJ(3f~ . .. .1,_~--------·----~--------

DAMAGE 
::...--~------·------·---~--

WAS OTHER VEHICL;(s) INSURED? -*-s_ NAME OF COMPANY, AGENT, AND POLICY #d-M e r ;· c ~~--_I~ 

OTHER PROPERTY ~AMAGE OR PERSONAL INJURY _In-t<U,;:.-1-Jv ,n aj ~ r"bv/ 
(NOT VEHICLE)~ DESCRIPTION OF PROPERTY DAMAGE OR PERSONAL INJURY _____ _ 

'" 

INJURED PERSONS: 
NAME:. ADDRESS: PHONE.: TYPE OF INJURY: 

------------ --------------
·('' 

•" 
--~--------------

WITNESS: ., 

NAME: ADDRESS: HOME PHONE: ::..WORK PHONE: 

THIS REPORT MUST BE SUSBMITTED ON THE DAY OF THE ACCIDENT/INCIDENT/OCCURRENCE 

EPAH0042001668 
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(b) (4)
(b) (4) (b) (4)
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~·~····· 
.··· .. ·'.··.··'.'.' .. ·.·.::······.··.~ ·/!1+.:· >· ;.1 .·.·.··.·· · ..... . 

INSTRUMENTATION & ELECTRICAL SPECIA 

YOU MAY CONTACT 

THE 

I.E.S. ADMINISTRATOR 

AT 

2417 RANDOLPH, PASADENA, TEXAS 77503 

(281) 470-1063 

BETWEEN TilE HOURS OF 8:00 a.m.- 5:00 p.m. 

MONDAY- FRIDAY 

I 

EPAH0042001669 



~fi~-· -----------------------=IN=s=r=Ru=M=E=Nr=A=r=Io=N-:::&-:::E::-:LE::-C.::=rR=IC:::-:A:-:::-L-;:;;SP=E=cL 

·~··········g . .;··· :·· ..... . 

COMPLETE RELEASE OF LIABILITY 

TO WHOM IT MAY CONCERN: 

I hereby release, acquit and forever discharge the Instrumentation & Electrical Specialist, L.I 

employee operating the vehicle involved in the accident/incident or involved in the incident 

occurrence described below, Instrumentation & Electrical Specialist, L.L.C. and any and all ot 

persons, firms, organizations, and corporations from any and all damages, losses, causes of acti 

expenses, claims, demands and liability of whatever kind of character, arising out of a vepict 

accident or any occurrence or incident involving Instrumentation & Electrical Specialist, L.L.9. or 

employee thereof. · 

T~C7 1 Accident/Incident/Occurrence Description: ('}: f' [;..~ ._. ;L A ;,J- ~ ~· ~ -> I ------------

/rvt--.LL__l'"-J/4--) /2~ -d ;1,/ve.-;c ..;·cdf .;:&~ .£f/.//' 

Accident/Incident/Occurrence Date: 

Accident/Incident/Occurrence Time: !.5J 0 
~~~---------------------

Accident/Incident/Occurrence Location: ~r trV~/t:..- , s:c:·a.4.:r-:? 
Instrumentation & Electrical Specialists' Employee Name: CJ~ ~w~~ 

Releasee Printed Name: /t)/ftJ..n. /Jtaa/a/ d~vE'.e2f.«n 
Releasee Home Address: 

____ _ 

Releasee Business Phone Number: "/!J -l 1E?- c;-z 6 .._ /96 6 

Releasee Home Phone Number: ______ __;____ i 

Releasee Signature: ~cliJ. ~*'--. &z-;?-'J-a9 

PLEASE RETURN THIS FORM TO THE I.E.S. EMPLOYEE 

THANK YOU 

I 
I 

I 
·---~ 

' 
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.,/~~i~. ----------------------=IN=s=r=Ru=M:-=E=N=TA-:-:::T=IO=N:-::&c-:::E::::-LE=c=r=RI=CA7-;L~S:;::;PE;;-;:C:;-;IA-:;-;LJ 
~>s 

PROPERTY DAMAGE RELEASE OF LIABILITY 

TO WHOM IT MAY CONCERN: 

I hereby release, acquit and forever discharge the Instrumentation & Electrical Specialist, LL.· 

employee operating the vehicle involved in the accident/incident or involved in the incident 

occurrence described below, Instrumentation & Electrical Specialist, L.L.C. and any and all oth 

persons, firms, organizations, and corporations from any and all damages, losses, causes of actic 

expenses, claims, demands and liability of whatever kind of character, arising out of a vehicul 

accident or any occurrence or incident involving Instrumentation & Electrical Specialist, L.L.C. or . 

employee thereof. 

Accident/Incident/Occurrence Description: 

_ _:jiM_ 11//A ~ f!-4LJt.e/ ,Ue4r & 
_C'-4-t;""""'"/--'S=----1=--. -'-'rv""-'· e.-=-.L..J"='--_,_A,_,it...LI----4t!i""""'n...__-=J:._/' .cS~ 

tf: n~ r L·v(_ IL rc.~-". 
---·-··--·-·--·-------·-·--· ----------·---·····--

Accident!lncident/Occurrence Date: --~6_-=,)--"''""L..l_· &<.L.... . ..L-.----------------------

Accident/Incident/Occurrence Time: -...,.--r.J_£'--'.-.1 ...... C.~2 ____________ _ 

Accident/lncident/Occurrence Location: IJ b"-/e c h:.t<ul Sc d.J:i 
Instrumentation & Electrical Specialists' Employee Name: (!z de {i d("c. /'Vi 

Releasee Printed Name: b.)t J/L'?'Vl\ f)gt1 fi: k( fitJ"ZL 1110!j_ ___ _ 

Releasee Home Address: 

Releasee Business Phone Number: 7/J- t 1 G ~ fr6{) 

Releasee Home Phone Number: 

Releasee Signature: ~J.~ h ~~ -P'1 

PLEASE RETURN THIS FORM TO THE I.E.S. EMPLOYEE 

THANK YOU 

EPAH0042001671 
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~EE~·----
·J~;·•-·· ... ·-··--s 

INSTRUMENTATION & ELECTRICAL SPECIAl 

BODILY INJURY DAMAGE RELEASE OF LIABILITY 

TO WHOJ\!I IT JVIAY CONCERN: 

I hereby release, acquit and forever discharge the Instrumentation & Electrical Specialist, L.L. 

employee operating the vehicle involved in the accident/incident or involved in the incident 

occurrence described below, Instrumentation & Electrical Specialist, L.L.C. and any and all otl 

persons, firms, organizations, and corporations from any and all damages, losses, causes of acti< 

expenses, claims, demands and liability of whatever kind of character, arising out of a vehicu 

accident or any occurrence or incident involving Instrumentation & Electrical Specialist, L.L.C. or 

employee thereof. 

Accident/Incident/Occurrence Descriptiog: -----=c==-··===c::...o>:::_.,.._· ~z;L':/'--""'u.=t:-'-.I-A""'z"'------"-)~,::_.-/' _ _,d=-.,/1w.;~J~-,.!::"'---"-' . .r:::__· _ 

f/vc/? __ _T~-L_J../a.c-f._ e'b-/!'¢'J 77-e~r l~e ~U"d.C ~-_c;_~----. , 
~- /e;--/A;~a~------------------------·---·-------

Accident/Incident/Occurrence Date: 

Accident/Incident/Occurrence Time: 

Accident/Incident/Occurrence Location: J1; c~ 1r vc /c sc ~-v ~~~------ -----

Instrumentation & Electrical Specialists' Employee Name: 6a£e. _ C::d cx;.a 

Releasee Printed Name: .tJMP/d M !( t!e 0 4; Ze #....,<::?~d~:.__ __ _ 

Releasee Home Address: _ _ 

-------------1---
Releasee Business Phone Number: 7/ j ,. l t;·6--- /</t,t)_ _________________ _ 
Releasee Home Phone Number: 

Releasee Signature: ~fit,)~ 

PLEASE RETURN THIS FORM TO THE I.E.S. EMPLOYEE 

THANK YOU 

EPAH0042001672 
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INSTRUMENTATION & ELF~CTRICAL SPECIAL! 

WITNESS IDENTH~ICATION 

Accident/Incident/Occurrence Description: L/3__5___ .!; n vI .I'D n ;??e.JJ .ft<.L~.L...J~'r.ylf ...... <'=<L"'-r __ _ 

_ _ff 1/(,Lt;_ ____ j_ __ :_J__ :f) e retJ..-r /'M2_<?i1/~~"""':dt<L-L-t _..l£..o j /Jil y· _:[ ./::t S __1; (,IL_f£:-·--. 

/!~ hvc/L ~ -";...'-----

Accident/Incident/Occurrence Date: 

Accident/Incident/Occurrence Time: 

• Accident/Incident/Occurrence Location: __ g~ J;- be /L -~'-----·---·--·-·-···------·-
Did you see the accident/incident/occurrence? _!/!a_ 

Did anyone appear injured? 

Were you riding in a vehicle involved? Jl/o 

If yes, which one? 

Who do you think was responsible? 

WITNESS INFORMATION 
Printed Name: ------------------

Home Address: 

·-------·--·-·--·-··-------·------

Home Phone: L_j ____________ _ 

-----------------------------------------

Business Phone: (_--.''--:----------- Pager: L_j---,.-------------· 

Mobile Phone: (___} ________________ _ 

Witness Signature: ---------------------------------------------

PLEASE RETURN THIS FORM TO THE I.E.S. EMPLOYEE 
THANK YOU 

EPAH0042001673 



~~) 
·-·~·-_ .. ···.·.·•.··.··_•.g.· .. · .. ' ·.·· ... . 
. • .. :·· ..... . 

,.··.· .. : . 
... . . .... 

INSTRUMENTATION & ELECTRICAL SPECIAl 

ACCIDENT/INCillENT/OCCURRENCE INFORMATION 
EXCHANGE FORM FOR THE OTHER PARTY 

ACSDENT/INCIDENT/OCCURRENCE DESCRITPION: L C ~- i:Atl/;uJ[l /.?1<&,7/ f"vv lc ~.t 
__ j L!L~K.. J!.&a___ 

ACCIDENT/INCIDENT/OCCURRENCE DATE: 

ACCIDENT/INCIDENT/OCCURRENCE TIME: /SJD 

ACCIDENT/INCIDENT/OCCURRENCE LOCATION:______i.1&/er- [rvcj< Sc~L. ·--

DRIVER'S ~ORMAT,ION 
NAME: _ ()f? aLa!_Jd//; am~ Z.e-Ac:-~1 PHONE NUMBER  

LICENSE#: ___ _ STATE: --4-Z-=e7-".><" ...... llf.__ -- -------------

HOME ADDRESS: _________ .. __ __ 

·--·------ ZIP : _  _____________ _ 

WITNESS IN~.,ORMATION 
NAME: 

·--- ·--- ·--------- HOME PHONE:(__) __ I 
------------ I 

HOME ADDRESS:-----------,--

BUSINESS PHONE: ( _ _) ____ _ PAGER; ( ) 

MOBILE PHONE: L_) __________ .. _ 

LIABILITY INSURANCE INFORMAI!ON 
INSURANCE COMPANY NAME: ftMeti( tJ.. /1 Jn-l<'tflailtJf'J_ t;/il:./# . I 

' POLICY NUMBER: . ,5 6 ' ;L I j :l.. PHONE NUMBER: (:JJJj 1j 0- S 'IIJ-') __ 
Jl-jV'16f: :Jr?.fiJr()-fJC~ /1-/{ iO-fiC.J 

POLICE INFORMATION 
INVESTIGATING OFFICER'S NAME: BADGE NO. ----------- -------

POLICE AGENCY NAME (HARRIS CTY, HPD, DPS, etc.) _____________ _ 

PLEASE RETURN THIS FORM TO THE I.E.S EMPLOYEE. 
THANK YOU. 

EPAH0042001674 
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Instrumentation & Electrical Specialist, LLC. 

:I: I 
FES 

GabeGarcia 
2417 Randolph 
Pasadena, TX 77503 Fax 281-470-1067 
ggarcia@iespecialist.com TECL 17031 Cell 832-250-4568 

EPAH0042001675 



POST ACCIDENTTESTING DETERMINATION 

Driver's Name: ~.,.u£~ ID: Facility: ;S~-<.4. . 
Date of Accident: {q --'1..3 ._.:O'j Time of Accident: J$'~ S: Location: /;ljL~t4 LJJJI~J-
Time Driver Instructed to be Tested: Time Driver was Tested: __________ _ 

Does vehicle meet the definition of a commercial motor vehible? Vves ~ NO 

If no, do NOT conduct a DOT Drug or Alcohol Test. 

If yes, check the type of commercial motor vehicle. 

0 Vehicle has a gross combination weight rating of 26,001 or more pounds inclusive of a towed unit with a 
gross vehicle weight rating of more than 10,000 pounds; or 

0 Vehicle has a gross vehicle weight rating of 26,001 or more pounds; or 

0 Vehicle is designed to transport 16 or more passengers, including the driver; or 

0 Vehicle is of any size and is used in the transportation of hazardous materials requiring placards. 

Do NOT conduct a 
DOT Drug or 
Alcohol Test. 

If driver was operating a CMV, did accident involve a human fatality? 
If yes, then a DOT Drug and Alcohol Test is required. 

INJURY 
Did anyone receive 
immediate medical 

treatment away from 
the scene of the 

accident? 

DAMAGES 
Did any vehicle incur 
disabling damages? 

Do NOT conduct a 
DOT Drug or 
Alcohol Test. 

* DOT Drug & Alcohol 
Test Required 

* DOT Drug & Alcohol 
Test Required 

NOTES 
* Test must be conducted immediately -- alcohol 
test within 8 hours; drug test within 32 hours. 

**A DOT Alcohol Test is not authorized if the 
driver does not receive a citation within 8 hours. 

**A DOT Drug Test is not authorized if the driver 
does not receive a citation within 32 hours. 

D It was determined that a DOT Drug & Alcohol Test was not necessary for the following reasons: ----------------

0 It was determined that a DOT Drug & Alcohol Test was necessary for the following reasons: -----------------

If an alcohol test was not completed within 2 hours, provide reason: ---------------------------

If a drug test was not completed within 32 hours, provide reason: ----------------------------

Completed By:-------------------------------- Date:----------
Name Title 

Copyright2004 J. J. KELLER & ASSOCIATES, INC., Neenah, WI• 1-800-327-6868 • www.jjkeller.com • Printed in the United States 533-F 9372 
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ATTENTION: DRIVER'S INVOLVED IN A MOTOR VEHICLE ACCIDENT 

Review this Part of the Department ofTransportation regulations for compliance with 
alcohol and controlled substance testing post-accident requirements. 

§382.303 Post-accident testing. 
(a) As soon as practicable following an occurrence involving a 

commercial motor vehicle operating on a public road in 
commerce, each employer shall test for alcohol for each of its 
surviving drivers: 

(1) Who was performing safety-sensitive functions with 
respect to the vehicle, if the accident involved the loss of human 
~~ . 

(2) Who receives a citation within 8 hours of the occurrence 
under State or local law for a moving traffic violation arising 
from the accident, if the accident involved: 

(i) Bodily injury to any person who, as a result of the injury, 
immediately receives medical treatment away from the scene of 
the accident; or 

(ii) One or more motor vehicles incurring disabling damage as 
a result of the accident, requiring the motor vehicle to be 
transported away from the scene by a tow truck or other motor 
vehicle. 

(b) As soon as practicable following an occurrence involving a 
commercial motor vehicle operating on a public road in 
commerce, each employer shall test for controlled substances for 
each of its surviving drivers: 

(1) Who was performing safety-sensitive functions with 
respect to the vehicle, if the accident involved the loss of human 
life; or 

(2) Who receives a citation within thirty-two hours of the 
occurrence under State or local law for a moving traffic violation 
arising from the accident, if the accident involved: 

(i) Bodily injury to any person who, as a result of the injury, 
immediately receives medical treatment away from the scene of 
the accident; or 

(ii) One or more motor vehicles incurring disabling damage as 
a result of the accident, requiring the motor vehicle to be 
transported away from the scene by a tow truck or other motor 
vehicle. 

(c) The following table notes when a post-accident test is 
required to be conducted by paragraphs (a)(1), (a)(2), (b)(1), and 
(b)(2) of this section: 

TABLE FOR §382.303 (A) AND (B) 

Type of accident involved Citation is- Test must be 
sued to the performed by 
CMV driver employer 

i. Human fatality YES YES 

NO YES 
ii. Bodily injury with immediate medical YES YES 
treatment away from the scene 

NO NO 

TABLE FOR §382.303 (A) AND (B) 

Type of accident involved Citation is- Test must be 
sued to the performed by 
CMV driver employer 

iii. Disabling damage to any motor 
vehicle requiring tow away 

YES YES 

NO NO 

(d)(1) Alcohol tests. If a test required by this section is not 
administered within two hours following the accident, the 
employer shall prepare and maintain on file a record stating the 
reasons the test was not promptly administered. If a test 
required by this section is not administered within eight hours 
following the accident, the employer shall cease attempts to 
administer an alcohol test and shall prepare and maintain the 
same record. Records shall be submitted to the FMCSA upon 
request. 

(2) Controlled substance tests. If a test required by this 
section is not administered within 32 hours following the 
accident, the employer shall cease attempts to administer a 
controlled substances test, and prepare and maintain on file a 
record stating the reasons the test was not promptly 
administered. Records shall be submitted to the FMCSA upon 
request. 

(e) A driver who is subject to post-accident testing shall 
remain readily available for such testing or may be deemed by 
the employer to have refused to submit to testing. Nothing in 
this section shall be construed to require the delay of necessary 
medical attention for injured people following an accident or to 
prohibit a driver from leaving the scene of an accident for the 
period necessary to obtain assistance in responding to the 
accident, or to obtain necessary emergency medical care. 

(D An employer shall provide drivers with necessary post
accident information, procedures and instructions, prior. to the 
driver operating a commercial motor vehicle, so that drivers will 
be able to comply with the requirements of this section. 

(g)(1) The results of a breath or blood test for the use of 
alcohol, conducted by Federal, State, or local officials having 
independent authority for the test, shall be considered to meet 
the requirements of this section, provided such tests conform to 
the applicable Federal, State or local alcohol testing 
requirements, and that the results of the tests are obtained by 
the employer. 

(2) The results of a urine test for the use of controlled 
substances, conducted by Federal, State, or local officials having 
independent authority for the test, shall be considered to meet 
the requirements of this section, provided such tests conform to 
the applicable Federal, State or local controlled substances 
testing requirements, and that the results of the tests are 
obtained by the employer. 

(h) Exception. This section does not apply to: 
(1) An occurrence involving only boarding or alighting from a 

stationary motor vehicle; or 
(2) An occurrence involving only the loading or unloading of 

cargo; or 
(3) An occurrence in the course of the operation of a passenger 

car or a multipurpose passenger vehicle (as defined in §571.3 of 
this title) by an employer unless the motor vehicle is 
transporting passengers for hire or hazardous materials of a 
type and quantity that require the motor vehicle to be marked or 
placarded in accordance with § 177.823 of this title. 

533-F 9372 
Back 
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CES Environmental Services, Inc. 

INCIDENT REPORT 
D Near Miss D Accident 

DATE OF INCIDENT: ___ _ TIME: ____ a.m. _____ p.m. 

RESULT OF INCIDENT: For Accidents check all that apply, for Near Misses ONLY 6 & 7 may be checked. 

1)0 FIRE 2)0 EXPLOSION 3)0 EQUIPMENT DAMAGE 4)0PROPERTY DAMAGE 

5)0 PRODUCT LOSS 6)0 PRODUCTION LOSS 7)0 EMPLOYEE ENDANGERMENT 

8)00THER ________________________________________________ _ 

PERSON(S) DIRECTLY INVOLVED: 
Name: Name: ------------------------ --------------------------
Name: Name: -------------------------- -------------------------
EXACT LOCATION WHERE INCIDENT OCCURRED: ____________________________ _ 

DESCRIBE FULLY HOW INCIDENT OCCURRED: ---------------------------------

WHAT UNSAFE ACTS/CONDITIONS LEAD TO INCIDENT?: -------------------------

RECOMMENDATIONS TO PREVENT REOCCURRENCE: ________________________ __ 

COMMENTS: ______________________________________________________ ___ 

WITNESSES (Print): 

Name: Name: -------------------- ------------------------
Name: Name: ----------------------- -------------------------
Prepared by (Print): _______________ Title: ______________ Initials: __ __ 

Approved by (Print): ________________ Title: ___________ lnitials: __ _ 

Safety Representative Notified (Name):-----------

Rev 8.01 
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~ Employer's Authorization for 
Con centra® Examination or Treatment 

~Medical 
Centers 

(MUST PRESENT PHOTO IDA T TIME OF SERVICE) 

Patieint Name: C\?~ = >N;tt S'<VL VJ'fM ,{['C 

SSN: 

Date of Birth: Company Name: 

Location #/Street Address: 4404- ~b~~ f2~gj 1 ~ -)'~ Dar of Injury: -riA-
r noz 

Temporary Staffing Agency: -rJA -
· WORK-RELATED INJURY ILLNESS DOT PHYSICAL -- --

Post-Accident Substance Abuse Testing: --Preplacement 
__ Drug Screen Recertification --

Breath Alcohol Exit -- --
__ Drug Screen and Breath Alcohol ~gram 
__ Urine Collection Only lated Drug Screen 

--Urine Collection Only 
__ DOT Regulated Breath Alcohol --
--Non-regulated 

PRE-PLACEMENT EVALUATION SUBSTANCE ABUSE TESTING 
Job Title: 'Q?;..Je,.-v --Regulated 

__;:;;;,Physical Exam ... -._,. __ Non-regulated _ 

HPE Urine Collection Only -- --
__ Regulated Drug Screen __ Rapid Test 

__ Non-regulated Drug Screen --Pre-placement 
__ Urine Collection Only --Reasonable Suspicion 

Hair Collection Random -- --
__ Audiogram Periodic --

Post-accident --
Follow-up --SPECIAL PHYSICAL EXAMINATIONS Breath Alcohol --

Asbestos --
Respirator BILLING --
Hazmat Employee to pay charges at time of service -- --
Baseline Workers' Compensation -- --
Other Insurance Co: --

Policy#: 

Phone#: 
/I 

Authorized By: \h,-J A fi A /ZJ.l-.~'-' Title: ·ft SE-- Jl!\c-v~C4j V'-
r v " 

Phone: 11 3- t:/16 ~ '4J>o Date: 6 -- 2-4- cq 

(copies of this form available at www.concentrahealth.com) 
·.• 
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~ 
~ 

! 
j 
~ 

t 

L.UL-1\1""'\L. IJI\V\.J I L.v I 11\1'1....1 \..>Vv I VIJ I 1""'\I'IU vVI'I I 1\VL.. I VlliVI 

~' :: . 

SPECIMEN ID NO. 

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE LAB ACCESSION NO. 

A. Employer Name, Address, J.D. No. B. MRO Name, Address, Phone and Fax No. 

C. Donor SSN or Employee J.D. No. 

D. Reason for Test: D Pre-employment D Random D Reasonable Suspicion/Cause .. 8 Post-Accident 

0 Return to Duty D Follow-up D Other (specify)-----------

...... ~U<::;)L 

~ Diagnostic~ 
. 800-877-7484 

E. Drug Tests to be Performed: 0 THC, COC, PCP, OPI, AMP 0 THC & COC Only 0 Other (specify)------------

Collection Site Code: 

a 
1il City, State and Zip: "'''·· 

Collector Phone No.: __ '--'--'---'-'------

Collector Fax No.: 

~ STEP 2: COMPLETED BY COLLECTOR 
'li Read spec.imen temperatu. re yvithin 4 minutes. Is temperature I Specimen Collection: j between 90° and 100° F? .121' Yes 0 No, Enter Remark j ..... EJ Split 0 Single 0 None Provided (Enter Remark) I 0 Observed (Enter Remark) 

REMARKS 

J STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy) 
c; STEP 4· CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY LABORATORY 
1il a 
0 

~ 
~ 
f: 
.s 

l 
t5 
"' 

I certify that the specimen g[v""'en tO 'me by the donor identified in the certification section on Copy 2 of this form was co/lecte.d, labeled, sealed, and released to the Delivery Service noted in accordance with applicable Federal requirements. 

X ... ::~·,":;,:::., «,. · .... ··· ·...... :'~~ SPECIMEN BOTTLE(S) RELEASED TO: 
.... · 'f21.ouest Diagnostics Courier 0 FedEx Signature of Collector Time of Collection 

0 DHL I Airborne 0 Other-::--,----,-------
.... Name of Delivery Service Transferring Specimen to Lab 

~-~ .... ,.. .. •" 
I., / ,.· .. ··" 

(Print) Collector's Name (First, Ml, Last) Date (Mo./DayNr.) 

RECEIVED X Primary Specimen SPECIMEN BOTTLE(S) RELEASED TO: 
AT LAB: =--------:::-:---:-:---:----------.... Bottle Seal Intact 

Signature of Accessioner / . / 0 Yes 

--..,D::-a-te'--c:(M.,..o""'.t::-Da""'v":N-:-r-:-.1-- .... 0 No, Enter Remark Below (Print) Accessioner's Name (First, Ml, last) 
Ji 
i rS~T~E~P~5~:~C~O~M~P~L~E~T~E~D~B~Y~D~O~N~O~R~----------------------------------------------------------------------~ 
·g 
~ .,. 
~ 
g, 
£ 
~ 
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~ 
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1 certify that 1 provided my urine specimen to the collector; that I have not adulterated it in any manner; each specimen bottle used was sealed with a tamper~evident seal in my presence,· and that the information 
provided on this form and on the label affixed to each specimen bottle is correct. 

X I I 
Signature of Donor (PRINT) Donor's Name (First, Ml, Last) Date (Mo.IDayNr.) 

Daytime Phone No . .:.( __ :_ _______ -"'----- Evening Phone No . .:.( __ :_ ___________ _ Date of Birth -'-----J~~---'~---
Mo. Day Yr. 

Should the results of the laboratory tests for the specimen identified by this form be confirmed positive, the Medical Review Officer will contact you to ask about prescriptions and over-the-counter 
medications you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT NECESSARY. If you choose to make a list, do so either on a 
separate piece of paper or on the back of your copy (Copy 5).- DO NOT PROVIDE THIS INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU. 

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN 

In accordance with applicable Federal requirements, my determination/verification is: 

0 NEGATIVE 0 POSITIVE 0 TEST CANCELLED 0 REFUSAL TO TEST BECAUSE: 

D DILUTE D ADULTERATED 0 SUBSTITUTED 

REMARKS---------------------------------------------------------------------------------------------------------

X I I 
Signature of Medical Review Officer (PRINT) Medical Review Officer's Name {First, Ml, Last) Date (Mo./Day/Yr.) 

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SECONDARY SPECIMEN 

In accordance with applicable Federal requirements, my dete.rminationlverification for the split specimen (if tested) is: 

0 RECONFIRMED 0 FAILED TO RECONFIRM- REASON---------------------------------------------'---'-----

X 
Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, Ml, Last) 

COPY 5 · :JOf\lOR COPY 
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The advanced search function provides 
the ability to search for specific database 
criteria including: title, date, author, recip
ient, regulatory citation, statutory citation, 

-RCRA Online Number, RCRA Permit Policy 
Compendium (RPPC) number, National 
Technical Information Service (NTIS) 
number, and EPA Document Number. 

RCRA Onltne 

The advanced search also provides the 
functionality to tailor your specific search 
even further. You can select whether you 
want search results to include or exclude 
documents that are marked as official OSW 
Policy. Additionaly, you can set your search 
to bring back only a specific document type 

which include "memo /letter," "question and 
answer," and "publication" types. Finally, 
if you fill in more than one search field/ 
criteria, you can perform a refined search 
by setting the dropdown to "All," this search 
will only find documents that meet all of 
your specific criteria. By default the search 
will look for any documents that meet at 
least one of your search criteria. 

CAN I ADDITIONAL HELP 
FINDING DOCUMENTS 

CONTAINED IN RCRA ONLINE? 

If you want more information on the 
RCRA program, please visit the Office of 
Solid Waste "Contact Us" web page at 
www.epa.gov/epaoswer/osw/comments.htm. 
This page provides, among others, links to 
EPA's Regional Offices, State environmental 
offices and the RCRA Frequently Asked 
Questions (FAQ) database. 

CAN I 
AND 

Please direct technical problems, such 
as functionality or the use of RCRA Online, 
to the RCRA Online administrators using 
the RCRA Frequently Asked Questions (FAQ) 
database, available at 

waste.cfg/php/enduser/std_a!p.php 

EPA530-F-08-005 
February 2008 

&EPA 
United States 
Environmental 
PrDtection Agency 
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RCRA Online is an electronic database of 
selected letters, memoranda, questions and 
answers, publications, and other outreach 
materials, written by the Environmental 
Protection Agency's (EPA) Office of Solid Waste 
(OSW) since 1980. These documents cover the 
management of non-hazardous, hazardous, 
and medical waste regulated by the Resource 
Conservation and Recovery Act (RCRA). Updates 
occur on a monthly basis. 

RCRA Online can be accessed using a 
minimum of Netscape Navigator 4.x or Microsoft 
Internet Explorer 4.x. Simply run the browser 
and connect to RCRA Online directly by entering 
the URL: 

From the the Welcome Page, you can 
navigate to one of the three different search 
screens to begin your document search. RCRA 
Online provides users with the capability to 
view and print the actual text of the documents 
identified in a search. 

HOW DO I TOPICS? 

RCRA Online allows users to locate 
documents though topical, full text, and 
advanced search functions. Using the topic 
search function is the simplest way to locate 
documents in the database. 

The topics cover a wide range of RCRA 
subjects. To search the database by topic, 
choose the topic search icon on the tool bar. 

Click on the blue arrow next to the 
desired topic. To view detailed information on 
a particular document, simply click on the 
document title. 

*-NtSti:N!WtM~ 
i8~!l 
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Helpful Hint 

To search for a word using only the first few 

characters of the word, use the • (asterisk) 

as a wild card (e.g., if searching for battery or 

batteries type "batt • "). 

Type the keyword or keywords into the 
search field, separating each word with a space 
(e.g., battery lead plate). To search for a string 
of words in a particular order, or to search for 
exact phrases, group the words within quotation 
marks (e.g., "battery lead plate"). 

You can limit the number of documents in 
your search by using the pull down menu and 
choosing the desired number. 

The full text search also provides the option 
to search for word variants (e.g., "battery" will 
show references to "battery" and "batteries") and 
for synonyms or related words (e.g., the word 
"gas" will also show the words "vapor," "fumes," 
and "helium"). 

RCRA Online 

Full Text Search 

l.W~~~~~~"*"'~ 
Ult,.Nfti~--~-Yi'?ltl!·~l 

To perform the search, click on the "Search" 
button adjacent to the keyword field. The 
database will display a list of all the documents 
that meet the search parameters. To view 
detailed information on a particular document, 
simply click on the document title. 
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RCRA Organic Air Emission 
Standards for TSDFs and Generators 

Purpose 
The purpose of this docu

ment is to inform you of 

the requirements of the 

Resource Conservation and 

Recovery Act (RCRA) 

organic air emission 

standards contained in 

40 CFR Parts 264/265, subpart CC. The Environmental Protection Agency (EPA) is 

responsible for the enforcement of the subpart CC standards until states become 

authorized to implement the regulations. 

The information contained in this summary document is solely for the 

convenience of the reader. It is the responsibility of the facility to comply with 

all regulatory requirements as promulgated. For a complete understanding of all 

applicable requirements, the facility should refer to the regulations contained 

in the Code of Federal Regulations (CFR). 

Section 3004 (n) of RCRA requires the development of standards to control air 

emissions from hazardous waste treatment, storage, and disposal facilities (TSDFs) 

as necessary to protect human health and the environment. EPA has promulgated a 

series of regulations to implement this requirement. These regulations control air 

emissions from certain process vents and equipment leaks (parts 264 and 265, 

subparts AA and BB), as well as air emissions from certain tanks, containers, and 

surface impoundments (subpart CC). The subpart AA and BB standards became 

effective on December 21, 1990. See page 6 for a detailed discussion of the subpart 

AA and BB standards. The subpart CC organic emission control standards became 

effective on December 6, 1996. 

When the rules were issued, EPA estimated that organic air emissions from 

hazardous waste TSDFs exceeded 2 million tons/year. These air emissions can 

contain toxic organic compounds as well as ozone precursors. Cancer and other 

adverse health effects may result from exposure to these organic emissions. 

Subpart CC standards are designed to reduce the level of organic air emissions 

to approximately 150,000 tons/year. 

~ Recycled/Recyclable 
'6¢/ Paper contains at least 20 percent postconsumer fiber. 
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Applicability 
The subpart CC standards of 40 CFR part 
264 (Permitted Facilities) and part 265 
(Interim Status Facilities) apply to owners 
and operators of all facilities that treat, 
store, or dispose of hazardous waste in 
tanks, surface impoundments, or containers 
if the waste management units are subject 
to 40 CFR parts 264/265, subparts I, J, or 
K, after December 6, 1996. This includes 
large-quantity hazardous waste generators 
(~ 1 , 000 kg/ month) storing hazardous 
waste in tanks or containers for less than 
90 days. 

See 40 CFR 264.1080 or 265.1080 to 
determine if your waste management units 
are subject to the subpart CC regulations. 
See 40 CFR 264.1082 and 265.1083 for a 
description of hazardous wastes and waste 
management units that are exempt from 
the subpart CC standards. Generally, if a 
hazardous waste has an average volatile 
organic (VO) concentration less than 500 
parts per million by weight (ppmw) at the 
point of waste origination or if the 
hazardous waste organic content has been 
reduced by a treatment process to the 
extent described in 40 CFR 264.1082 or 
265.1083 prior to placement in the waste 
management unit, the unit is exempt from 
the air emission controls required under 
the standards. The procedures to be used 
for determining average VO concentration 
and other waste characteristics are specified 
in 40 CFR 264.1083 and 265.1084. 

An owner or operator of an exempt waste 
management unit is required to maintain 
records that document the rationale for 
the exemption. 

Effective Dates 
The subpart CC standards became effective 
on December 6, 1996. If the required air 
emission control equipment was not 
operational by December 6, 1996, the 
owner or operator was required to develop 
an implementation schedule for the 
equipment installation and startup. The 
schedule must have been placed in the 
facility records by December 6, 1996. For 
most facilities, the final date by which all 
required air emission equipment must have 
been installed and operating was December 
8, 1997. Waste stabilization tank controls 
must be installed by June 8, 1998. 

Tanks 
Subpart CC standards applicable to 
tanks containing hazardous wastes are 
specified in 40 CFR 264.1084 and 
265.1085. There are two levels of air 
emission controls for tanks based on the 
size of the tank, maximum organic vapor 
pressure of the waste, and whether the tank 
is used in a waste stabilization process. 
The owner or operator is responsible for 
determining whether Tank Level 1 or Tank 
Level 2 controls are applicable. 

Tank Controls 

1. If a tank's waste is greater than or 
equal to 500 ppmw VO, then air 
emission controls must be used. 

2. Level of control is determined based 
on tank capacity, vapor pressure at 
storage conditions, and waste stabili
zation. Table 1 provides a matrix for 
determining the applicable control 
level for a tank. 

EPAH0042001685 



3. If a tank qualifies for Level 1 controls, 
a tight-fitting cover (i.e., fixed roof) 
can be used and the owner or operator 
using Level 1 must determine the 
maximum organic vapor pressure 
for each hazardous waste placed in 
the tank as specified by 40 CFR 
265.1084 (c). Records of the 
maximum organic vapor pressure 
determination are required. These 
records must include the date and time 
the samples were collected, the 
analytical method used, and the results. 

4. If a tank qualifies for Level 2 controls, 
the following control options are 
available to the owner I operator: 

• External floating roof (EFR) 
• Internal floating roof (IFR) 
• Vent to control device 
• Pressure tank 

• Vent to an enclosed combustion 
device. 

All tanks regulated by the subpart CC 
standards must be regularly inspected. 
Inspection procedures and requirements 
vary by type of tank control used. Records 
of all inspections, regardless of the control 
level, must be kept at the facility for a 
minimum of 3 years after the date of the 
inspection. 

Owners or operators of tanks with internal 
or external floating roofs using Tank Level 2 
controls are required to notify the Regional 
Administrator before conducting 
inspections. More detailed recordkeeping 
and inspection requirements are also 
required for floating roof tanks and tanks 
or enclosures that vent to a control device. 

. Table 1. Determination of Applicable Level of Control for Tanks Containing 
Hazardous Waste Subject to the Subpart CC Regulations 

0 0 7.%# "' ;; 0 < 0 w if 00 0 000#/0 f! 00 0 y;;j 

Tank Design 
Capacity 

Maximum Organic 
Vapor Pressure of 
Hazardous Waste 

in Tank 

Does Waste 
Stabilization Process 

Occur in Tank? 

Applicable 
Level of 
Control 

3 
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Surface Impoundments 
Subpart CC standards applicable to surface 
impoundments containing hazardous 
wastes are found in 40 CFR 264.1085 and 
265.1086. To control air emissions from 
a surface impoundment managing a 
hazardous waste with aVO concentration 
>500 ppmw, an owner or operator must 
install and operate either a floating 
membrane cover or a cover that is vented 
through a closed-vent system to a control 
device. The floating membrane cover must 
meet certain design requirements specified 
in the rule including a requirement that the 
cover be made of high-density polyethyl
ene with a thickness no less than 2.5 mm 
or of an equivalent material. The surface 
impoundment covers and closure devices 
are to be visually inspected for defects on 
or before the date that the unit is subject to 
the subpart CC standards and at least once a 
year thereafter. First efforts at repair of any 
defects detected on the cover or closure 
devices must be made within 5 days of 
detection, and repairs must be completed 
within 45 days of detection. A repair may 
be delayed more than 45 days only if it 
requires emptying the surface impound
ment or removing it from service and no 
alternative capacity is available at the facility 
to accept the hazardous waste normally 
managed in the unit. Records of all 
inspections must be kept at the facility for a 
minimum of 3 years from the date of the 
inspection. 

Containers 
Subpart CC standards applicable to contain
ers of hazardous wastes are specified in 
40 CFR 264.1086 and 265.1087. There are 
three levels of air emission controls for 
containers based on container size, organic 
contents, and whether the container is used 
in a waste stabilization process. Table 2 
provides a matrix for determining the 
applicable control level for a container. 
Containers with a capacity less than 0.1 m 3 

(26 gallons) are exempted from the rule. 
Container Level 1 controls require that the 
hazardous waste be stored in an approved 
Department of Transportation (DOT) 
container, a container equipped with a 
cover and closure devices for each opening, 
or an open-top container with an organic
vapor-suppressing barrier. Container Level 
2 controls require that the hazardous waste 
be stored in an approved DOT container, a 
container that operates with no detectable 
organic emissions, or a demonstrated 
vapor-tight container. Container Level 3 
controls require that the hazardous waste 
be stored in a container that is either 
vented directly to a control device or is 
located inside an enclosure that is vented 
through a closed-vent system to a control 
device. Design and operating criteria are 
specified in the rule for the enclosure, 
closed-vent system, and control device. 

If a container is not emptied within 24 
hours after it is accepted at the facility, a 
visual inspection is required on or before 
the date the container is accepted and at 
least once a year thereafter. Repairs of 
defects must be completed within 5 days 
or the contents of the container must 
be transferred to a container that is in 
compliance with the subpart CC standards. 

EPAH0042001687 



If a non-DOT container larger than 0.46 
m3 (119 gallons) is used with Container 
Level 1 controls, records of the procedure 
used to determine that the container is not 
managing hazardous waste "in light 
material service" must be maintained. The 
subpart CC standards contain special 
recordkeeping and inspection requirements 
for Level 3 containers and their associated 
closed-vent systems, enclosures, and 
control devices. 

Miscellaneous Units 
Certain miscellaneous (subpart X) units 
may also be subject to subparts AA, BB, and 
CC if those units managing the hazardous 
waste are similar to tanks, containers, and 
surface impoundments. The appropriate air 
emission controls would be implemented 
through the issuance or modification of a 
permit. 

Inspection 
and Monitoring 
Requirements 
Owners or operators are required to 
inspect and monitor air emission control 
equipment used to comply with subpart 
CC in accordance with the applicable 
requirements specified in §265.1085 
through §265.1088. Requirements vary 
by type of waste management unit and 
control device used. 

Differences Between 
Permitted and Interim 
Status Facilities 
The only difference between the air 
emission standards for permitted facilities 

~ "-'<' ~ ~ H~ "'o<iY& 

Table 2. Determination of Applicable Level of Control for Containers 
of Hazardous Waste Subject to the Subpart CC Regulations 1 

0 "' 0 M 0 ffi »> 

Container 
Design 

Capacity 

~0.1 m3 

(26 gal) 
and 

<0.46 m3 

(119 gal) 

Is the 
Container in 

Light Material 
Service? 

Does Waste 
Stabilization Process 
Occur in Container? 

Applicable 
Level of 
Control 

' 
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and interim-status facilities or large-quantity 
generators ( <90-day storage) is the report
ing requirement. There are no specific 
reporting requirements for interim-status 
facilities or generators. For permitted 
facilities, the following situations should be 
reported to the Regional Administrator: 

1. A waste management unit reported to be 
exempt from the subpart CC regulations 
that is no longer complying with the 
standard that exempted the unit. 

2. A tank using Tank Level 1 air emission 
controls that is no longer complying with 
Level 1 control requirements. 

3. A control device that has continuously 
operated in noncompliance with the 
applicable standards for a period of 24 
hours or longer in any 6-month period. 

SubpartAA 
and BB Standards 
The TSDF organic air emission standards 
have made all permitted TSDFs and large
quantity generators subject to the subpart 
M and BB regulations as of December 6, 
1996. The subpart M and BB standards of 
40 CFR parts 264 and 265 became effective 
on December 21, 1990, for interim-status 
TSDFs. Under the subpart CC rule, 
permitted TSDFs are now required to 
comply with the subpart M and BB air 
emission standards for interim-status 
facilities until the facility's permit is 
reviewed or reissued by EPA or the state 
(when authorized to implement these 
programs). 

If the required controls (i.e., control devices 
or process changes) were not installed 

before December 6, 1996, an implementa
tion schedule and an explanation describing 
why the controls were not installed must be 
placed in the facility records. 

Subpart M establishes air emission controls 
for process vents associated with distillation, 

· fractionation, thin-film evaporation, solvent 
extraction, or air or steam stripping opera
tions that manage hazardous wastes with 
organic concentrations of at least 10 ppmw. 
Subpart M also establishes standards for 
closed-vent systems and control devices. 
See 40 CFR 264.1030 through 264.1036 or 
265.1030 through 265.1035 for all of the 
air emission standards for process vents, 
closed-vent systems, and control devices. 

Subpart BB establishes air emission controls 
for equipment leaks. Subpart BB applies to 
equipment that contains or contacts hazard
ous wastes with organic concentrations of 
at least 10% by weight. If the equipment 
contacts hazardous waste or hazardous 
waste residues less than 300 hours per year 
or if the equipment is in vacuum service, it 
is excluded from the subpart BB standards. 
Types of equipment regulated by subpart BB 
include pumps, compressors, pressure-relief 
devices, sampling connection systems, 
valves, open-ended valves or lines, and 
flanges. (The allowance for an implement
ation schedule does not apply to the leak 
detection and repair [LDAR] program for 
pumps and valves. LDAR must be in place 
by December 6, 1996.) 

Each piece of equipment that is subject to 
the subpart BB standards must be marked in 
such a manner that it can be readily distin
guished from other pieces of equipment. 
The equipment must be monitored and 
inspected regularly Specific inspection 
requirements are contained in 40 CFR 

EPAH0042001689 



264.1052 through 264.1060 or 40 CFR 
265.1052 through 265.1060. Most 
equipment leaks must be repaired within 
15 calendar days, although a leaking 
pressure-relief device must be repaired 
within 5 calendar days. 

Recordkeeping requirements include 
equipment identification, equipment 
description and location, methods of 
compliance monitoring, and equipment 
LDAR records. See the Code of Federal 
Regulations for more specific recordkeeping 
requirements. 

Waste Minimization 
The hazardous waste generated by a 
company can cut into that company's profit 
margin. Not only are there costs to manage, 
transport, and dispose of waste, valuable 
resources could be discarded inadvertently 
and potential liabilities incurred. More 
and more companies are taking steps to 
minimize hazardous waste generation 
in their facilities to reduce the financial 
burden of the RCRA regulations. EPA may 
be able to help. 

For more information on minimizing 
hazardous waste, contact the RCRA Hotline 
at 800-424-9346 orTDD-800-
553-7672 or visit the web site at: 
http:/ I www.epa.gov I osw I minimize 

Definitions 
Average volatile organic concentration -
The mass-weighted average volatile organic 
concentration of a hazardous waste as 
determined in accordance with the require
ments of§265.1084(a). 

Closed-vent system- A system that is 
not open to the atmosphere and that is 
composed of piping, connections, and, 
if necessary, flow-inducing devices that 
transport gas or vapor from a piece or 
pieces of equipment to a control device. 

Control device - An enclosed combustion 
device, vapor recovery system, or flare. 
Any device the primary function of which 
is the recovery or capture of solvents or 
other organics for use, reuse, or sale is not 
a control device. 

Enclosure - A structure that surrounds a 
tank or container, captures organic vapors 
emitted from the tank or container, and 
vents the captured vapors through a closed
vent system to a control device. 

In light material service - A container that 
is used to manage a material for which 
both of the following conditions apply: 
the vapor pressure of one or more of the 
organic constituents in the material is 
greater than 0.3 kilopascals (kPa) at 
20 °C and the total concentration of the 
pure organic constituents having a va_por 
pressure greater than 0.3 kPa at 20 oc is 
equal to or greater than 20% by weight. 

Maximum organic vapor pressure -The 
sum of the individual organic constituent 
partial pressures exerted by the material 
contained in a tank, at the maximum 
vapor-pressure-causing conditions (e.g., 
temperature, agitation, pH effects of 
combining wastes) reasonably expected to 
occur in the tank. Maximum organic vapor 
pressure is determined usina the 
procedures specified in §26%.1084(c). 

No detectable organic emissions- No 
escape of organics to the atmosphere as 
determined using procedures described in 
§265.1084 (d). 

7 
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Point of waste origination- (1) When the facility 
owner or operator is the generator of the hazardous 
waste, the point of waste origination means the point 
where a solid waste produced by a system, process, or 
waste management unit is determined to be a hazardous 
waste as defined in 40 CFR part 261. (2) When the 
facility owner or operator is not the generator of the 
hazardous waste, point of waste origination means the 
point where the owner or operator accepts delivery or 
takes possession of the hazardous waste. 

Point of waste treatment -The point where a 
hazardous waste to be treated in accordance with 
§265.1083 (c) (2) exits the treatment process. Any waste 
determination must be made before the waste is 
conveyed, handled, or otherwise managed in a manner 
that allows the waste to volatilize to the atmosphere. 

Volatile organic concentration -The fraction by weight 
of the volatile organic compounds with a Henrys law 
constant value of at least 0.1 y I x contained in a 
hazardous waste expressed in terms of ppmw as 
determined by direct measurement or by knowledge 
of the waste in accordance with the requirements of 
§265.1084. 

&EPA 
U.S. Environmental Protection Agency 
401 M Street (5305W) 
Washington, DC 20460 

Official Business 
Penalty for Private Use 
$300 

Waste determination - Performing all applicable 
erocedures in accordance with the requirements of 
s265.1084 to determine whether a hazardous waste 
meets standards specified in subpart CC. For example, 
determining the volatile organic concentration of a 
hazardous waste stream. 

Waste stabilization process -Any physical or chemical 
process used to either reduce the mobility of hazardous 
constituents in a hazardous waste or eliminate free 
liquids as determined by Test Method 9095 (Paint Filter 
Li9uids Test) in Test Methods for Evaluating Solid Waste, 
Physical/Chemical Methods, EPA Publication No. SW-846, 
Third Edition, September 1986, as amended by Update 
I, November 15, 1992.A waste stabilization process 
involves mixing the hazardous waste with binders or 
other materials and curing the resulting hazardous waste 
and binder mixture. Other synonymous terms used to 
refer to this process are "waste fixation" or "waste 
solidification." This does not include the adding of 
absorbent materials to the surface of a waste, without 
mixing, agitation, or subsequent curing, to absorb free 
liquid. 
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Fact Sheet 
EPA530-F-09-003 

EPA Announces Reorganization and Name Change for the Office of Solid 
Waste (OSW); OSW Becomes the Office of Resource Conservation and 
Recovery and Streamlines Its Operations 

Action 

Effective January 18, 2009, the Office of Solid Waste (OSW) is reorganized and has changed its 
name to the Office of Resource Conservation and Recovery (ORCR). The name change reflects 
the breadth of the responsibilities/ authorities that Congress provided to EPA under the Resource 
Conservation and Recovery Act (RCRA), the primary authorizing statute. The ORCR has three 
divisions, which consolidate the operations of the six divisions under the old OSW structure. 
This reorganization will create a more efficient structure, consistent with current program 
priorities and resource levels, which will enable EPA to better serve the needs of the public and 
its key stakeholders over the next 5-l 0 years. EPA has increased focus on resource conservation 
and materials management; the emphasis on this important aspect of the RCRA program is 
expected to continue while maintaining a strong waste management regulatory and 
implementation program. 

This reorganization also: 

• consolidates the four major areas of the Resource Conservation Challenge (RCC) under one 
division; 

• combines data collection and data analysis activities thus streamlining operations to better 
coordinate EPA's efforts to analyze and present the benefits of its program; and 

• consolidates waste-to-energy activities in one division and branch. 

The three divisions in the new organization are: Materials Recovery and Waste Management 
Division; Resource Conservation and Sustainability Division; and, Program Implementation and 
Information Division. 

For More Information 
For more information, visit: http://www.epa.gov/epawaste/basicinfo.htm 
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Modification to the Definition of 
Solid Waste Aims To Increase 
Recycling 

EPA is streamlining its regulation of hazardous secondary materials to encourage 
beneficial recycling via reclamation and help conserve resources. By doing so, recycling 
these materials will not only be safe, but also less costly and more efficient. 

Action 
In October 2003, EPA proposed a regulatory exclusion from the definition of solid 

waste which would streamline requirements for the recycling of hazardous secondary 
materials. After evaluating public comments and conducting independent analyses, 
the Agency published a supplemental proposal in March 2007. This rule finalizes the 
March 2007 supplemental proposal by establishing streamlined requirements for the 
following: 

Materials that are generated and legitimately reclaimed under the control of 
the generator (i.e., generated and reclaimed on-site, by the same company, or under 
"tolling" agreements); 

• Materials that are generated and transferred to another company for legitimate 
reclamation under specific conditions; and, 

• Materials that EPA or an authorized state determines to be non-wastes through 
a case-by-case petition process. 

The rule also contains a provision to determine which recycling activities are 
legitimate under the new exclusions and non-waste determinations. This provision 
ensures that only authentic recycling, and not treatment or disposal under the guise 
of recycling, receives the benefits of these streamlined regulations. In order to be 
legitimately recycled under these exclusions, the hazardous secondary material (I) 
must provide a useful contribution to the recycling process; and (2) the recycling 
must make a valuable new intermediate or final product. Two additional factors 
must also be taken into account: (1) whether the recycled material is managed as a 
valuable product; and (2) whether the recycled product contains toxic constituents at 
significantly greater levels than a non-recycled product made from virgin materials. 

These exclusions are not available for materials that are: (1) considered inherently 
waste-like; (2) used in a manner constituting disposal; or (3) burned for energy 
recovery. 

EPAH0042001693 



The restrictions for the exclusions in this final rule are substantially similar to 
those contained in the supplemental proposal published on March 26, 2007 (72 FR 
14172) with certain modifications regarding: 

• Reporting and recordkeeping; 

• Reasonable efforts required of generators to ensure that their hazardous 
secondary materials are safely and legitimately recycled; 

• Intermediate facilities storing hazardous secondary materials for more than 10 
days are eligible under the transfer-based exclusion; and 

Tailoring the financial assurance requirements to intermediate facilities and 
reclaimers of hazardous secondary materials. 

The Agency estimates that about 5,600 facilities handling approximately 1.5 
million tons of hazardous secondary materials annually may be affected by this 
proposed rule. The activities most affected are metals and solvent recycling. This 
action is expected to result in cost savings of approximately $95 million per year for 
all affected industry sectors. 

For More Information 
More information about the Definition of Solid Waste: 

http://www.epa.gov/epawaste/hazard/dsw/index.htm. To find out more detailed 
information or to ask a question, please go to http://waste.custhelp.com and click on 
Find an Answer or Ask a Question. 

EPAH0042001694 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
713-676-1460 Tel 
713-676-1676 Fax 

OSHA 300 SAFETY INFORMATION 

2005 2006 
OSHA Recordable incident Rate 4.14 2.90 
Lost Time Incident Rate 0 0.97 
Number of Recordable Injury Cases 3 3 
Number of Lost Time Incidents/Illnesses 3 3 
Days away from work 0 18 
Number of Fatalities 1 0 

2007 
0.67 
0 
1 
0 
0 
0 

Total Employee Hours Worked 145,040 206,868 297,255 
Experience Modification Rate 0.81 0.70 0.92 

EPAH0042001696 
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OSHA's Form 300A 
Summary of Work-Related Injuries and Illnesses 
All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year. Remember to review the Log to verify that the entries are complete 

Using the Log, count the individual entries you made for each category. Then write the totals below, 
making sure you've added the entries from every page of the log. If you had no cases write "0." 

Employees former employees. and their representatives have the right to review the OSHA Form 300 in 
its entirety. They also have limited access to the OSHA Form 301 or its equivalent. See 29 CFR 
1904.35, in OSHA's Recordkeeping rule. for further details on the access provisions for these forms. 

Number of Cases 

Total number of 
deaths 

0 
(G) 

Number of Days 

Total number of 
days of job transfer 
or restriction 

10 
(K) 

Total number of 
cases with days 
away from work 

0 
(H) 

Injury and Illness Types 

Total number of ... 
(M) 

(1) Injury 
(2) Skin Disorder 
(3) Respiratory 
Condition 

0 

0 

Total number of cases 
with job transfer or 
restriction 

(I) 

Total number of days 
away from work 

0 
(L) 

(4) Poisoning 
(5) All other illnesses 

Total number of 
other recordable 
cases 

0 
(J) 

0 
0 

Post this Summary page from February 1 to April 30 of the year following the year covered by the form 

Public reporting burden for this collection of information is estimated to average 50 minutes per response, including time to review the instruction. search and 
gather the data needed. and complete and review the collection of information. Persons are not required to respond to the collection of infonnation unless it 
displays a currently valid OMB control number. If you have any comments abOut these estimates or any aspects of this data collection, contact: US Department 
of Labor. OSHA Office of Statistics. Room N-3644. 200 Constitution Ave. NW. Washinaton. DC 20210. Do not send the comoleted forms to this office. 

Year 2007 

U.S. Department of Labo 
Occupational Safety and Health Administratio 

Form approved OMB no. 1218·017 

Establishment information 

Your establishment name CES Environmental Services Inc. 

Street 4904 Griggs Road 

City Houston State __ T_X__ Zip 77021 

Industry description (e.g., Manufacture of motor truck trailers) 
Environmental services, tank cleaning, trucking 

Standard Industrial Classification (SIC), if known (e.g., SIC 3715) 
__ 1 __ 5 __ 4 __ 2 

Employment information 

Annual average number of employees __ 9_8 

Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to t est of my knowledge the entries 
are true, .i!...ccurate, and complete. 

Manager 
Title 

713-676-1460 11212008 

Phone Date 
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OSHA's Form 300 

Log of Work-Related Injuries and Illnesses 

Attention: This form contains information relating 
to employee health and must be used in a manner 
that protects the confidentiality of employees to the 
extent possible while the information is being used 
for occupational safety and health purposes. 

' ' . ' '-~.. " ".>-> · .. ':·. ,. ;- ,. ,·· ' ' 
You must record information about every work-related injury or illness that involves loss of consciousness, restricted work activity or job transfer, days away from work. or medical treatment beyond first aid. 
You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professionaL You must also record work-related injuries and illnesses that meet 
any of the spe(rfrc recording cntena listed in 29 CFR 1904.8 through 1904.12. Feel free to use two lines for a single case if you need to. You must complete an injury and illness incident report (OSHA Form 
301) or equivalent form for each injury or illness recorded on this fonm. If you're not sure whether a case is recordable, call your local OSHA office for help. 

Establishment name 

• ldehtify'the person 
,~:.·~ .. 

(A) (B) (C) (D) (E) 

Case Employee's Name Job Title (e.g., Date of Where the event occurred (e.g. 
No. Welder) injury or Loading dock north end) 

onset of 
illness 

(mo./day) 

1 Percy Foster Technician 9/13/2007 17225 El Camino Rd 

.... 

(F) 

Describe injury or illness, parts of body affected, and 
object/substance that directly injured or made person ill 
(e.g. Second degree burns on right forearm from 
acetylene torch) 

Cut finger 

Page totals 

City 

. · ClaSsify ~he cas~ 

Using these categories. check ONLY the most 
serious result for each case: 

J)~~away: lx~s/~e,¥~~i~~~*; } Q~~itl •. (~Qin:vibik· 
:·: ·, ,;:::>:-:· 

Job transfer Other, 
or restriction able cases 

(G) (H) (I) (J) 

X 

0 0 1 0 

Year 2007 
.U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

CES Environmental Services, Inc. 

Enter the number of days 
the injured or ill worker Check the '"injury'' column or choose 
was: one type of illness: 

(M) ill 
On job Away from '" iii '" Q) 

transfer or work -e ~ ~ 
8 0 <= "' restriction (days) -~~ 

c iii 
(days) 0 ·c: .<:: 

~ c c.-a 8 0 
:l U> c 

"' "' 0 
·a ;;: E (/) 0::(,) Q_ 

(K) (l) (1) (2) (3) (4) (5) 

10 X 

10 0 1 0 0 0 0 

Be sure to transfer these totals to the Summary page (Form 300A) before you post it. ~ iii ~c 0> 

~ :l 1? gg c ·c: 
Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, search and gather the data needed, and complete and review the collection of infonmation. Persons 
are not required to respond to the collection of information unless it displays a currently valid OMB control number. If you 

'have any comments about these estimates or any aspects of this data collection, contact: US Department of Labor, OSHA 
Office of Statistics, Room M-3644, 200 Constitution Ave, NW. Washington, DC 20210. Do not send the completed forms to 
this office. Page 1 of 1 

E' 

(1) 

0 
U> 

0 
c 
~ 

(2) 

.[~ g Q) 

:Go ·a ~ 
Q iii 0:: .c 

15 
<;: 

(3) (4) (5) 
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OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together with 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and severity of work-related incidents. 

Within 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, 
any substitute must contain all the information 
asked for on this form. 

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which it pertains 

If you need additional copies of this form. you 
may photocopy and use as many as you need. 

Completed by Prabhakar R. ThanQudu 

Title HSE ManaQer 

Phone 713-676-1460 Date 9/14/2007 

Information about the employee 

1) Full Name .!F_,o"'s~te,_r_,_P_,e:crc,yr._ _____________ _ 

2) Street 5126 Ditmas 

City .!.H"'o"'us,t"'on"------ State ~Zip 77021 

3) Date of birth ______________ _,_11.!!/=:23,1_,_19:c6"'-7 

4) Date hired 8/14/2007 

5)iK]Male 

0Female 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 

7) If treatment was given away from the worksite, where was it given? 

Facility Concentra 

Street 109091-10 East Frwv 

City _,_H'-'o"'u"st,o'-'n ______ State ~Zip 

8) Was employee treated in an emergency room? 
Oves 

IK]No 

9) Was employee hospitalized overnight as an in-patient? 
Oves 

KjNo 

77029 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

10) Case number from the log ------'2o.(Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 9/13/2007 

12) Time employee began work 06:00:00 AM AM/PM 

13) Time of event 9:00AM AM/PM Qcheck if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

Assembling flex hose 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, worker 
fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; "Worker 
developed soreness in wrist over time." 
Accidental cut using a box cutter 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was affected; 
be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, hand"; "carpal 
tunnel syndrome." 
Cut finger 

17) What object or substance directly harmed the employee? Examples: "concrete floo('; "chlorine"; 
"radial arm saw." I! this question does not apply to the incident, leave it blank. 

Box cutter 

18) If the employee died, when did death occur? Date of death n/a 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not required to respond to 
the collection of information unless it displays a current valid OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact US Department of Labor, OSHA Office of Statistics, Room N·3644, 200 Constitution Ave, 
NW, Washington, DC 20210. Do not send the completed forms to this office. 
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Claim Number: 99K000056689204 

Notification Date: 06/02/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: ANTHONY SAVOY 

SSN: XXX-XX

Mailing 
Address: 

County:
Phvsical 
Address: 

County:

Home Phone: 
Date of Birth: 
Marital Status: Not Married 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: 
Tax ID: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: Yes 

Name: 
Phone: 

Date of Injury; 04/14/2009 Time; 13:00 

Date Reported: 00/00/0000 

Nature oflnjury: MENTAL STRESS 

Cause of Injury: MISC. CAUSES-OTHER 
MISCELLANEOUS, NOC 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

No 

How and Why the Injury/Illness Occurred 

Fax: 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location lD: 

EMPLOYMENT 

Fax: (713)676-1676 

Occupation: WAREHOUSE SUPERVISOR/OPERATION 
Hire Date: 00/00/0000 State: TX 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

00/00/0000 

00/00/0000 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 
Supervisor 

Period End: 00/00/0000 

Name: BRYAN WEATHERS 

Phone: Ext: 

PREPARER OF REPORT 

Name: ANTHONY SAVOY 

Phone: (713)269-0544 Ext: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred; 
TX 

County: JEFFERSON 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

Fax: 

PSYCHOLOGICAL. WAS IN LAB DOING WORK WHEN ANOTHER EMPLOYEE SCREAMED THAT BRENT 
FELL OUT OF CHAIR. HIM AND OTHER EMPLOYEES RAN TO SEE WHAT HAPPENED I SAW BRENT 
LYING ON GROUND FACE UP BLOOD WAS COMING OUT OF HIS NOSE, AFTER SEEING THAT HE 
DID REACT AND IT BECAME TO OVERWHELMING AND WALKED AWAY PER DWC-41. 

EPAH0042001702 
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06/04/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date oflnjury: 04/14/2009 
Injured Worker: SAVOY, ANTHONY 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information another party reported to Texas Mutual Insurance Company which was used to establish 
this claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions 
regarding this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Fom1 signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasm utual. com/hen/hen. shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m. - 5:30p.m. 

To locate a pharmacy, or fm· pharmacy 
questions, contact Scripnet: 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workers/iwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001703 
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C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Texas Mutual Insurance Company has redesigned the First Report ofinjury (eFROI) section of 
texasmutual.com. More than 55% of all new reports of injury are submitted through the Texas 
Mutual Online (TMO) application. The redesign makes the first report of injury services more 
intuitive and easier for policyholders to use. 

Here is an overview of the new features: 

-Policyholders will now have the ability to login. By logging in, policy information will pre-fill. 
- Customers who login will also have the ability to create profiles with information they always 
want to pre-fill in a first report of injury (such as supervisor or medical provider information). 
-A copy function has been added to automatically populate information that may be the same (such 
as preparer, contact or address infom1ation). 
- Certain fields have default values. For example, the state field defaults to Texas for all address 
fields. 
- Search functions have been added to make it easier to find the part of body or nature of injury, 
when reporting a claim. 

To use the enhanced online claim reporting tool: 

-Go to texasmutual.com 
- Click on Report an Injury in the Employer section 
-Login with your usemame and password for policy information to pre-fill, or you have the option 
to skip login. 

To see the redesign, a video is available at the login page. If you are not registered to use Texas 
Mutual online services, complete the online application at texasmutual.com, or call the Information 
Services Center at (800) 859-5995. 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001704 



Send to workers' compensation carrier: 

Texas Mutual 713-316-2191 CLAIM# _99_K_0_0_0_0_56_6_8_9_2_04 _____ _ 

(Name and fax number of carrier) CARRIER'S CLAIM#-----------

IZl Initial D Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Savoy, Anthony 
Employee's Mailing Address (Street or P.O. Box): 

 

Social Security Number (last four digits): 

Date of Hire: Date of Injury: 

4/14/09 
D As of today's date, the employee is not back at work. OR 
0 The employee returned to work on and is working: 

0 without restriction. OR 
D with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed (''filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services, In 
Employer's Mailing Address (Street or P.O. Box): 

4904 GriQQS Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax J.D. Number: 

76-0592985 
Name and Phone# of Person Providing Wage Information: 

Prabhakar Thanqudu 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

' ; .~J~:r;~ Signature: ';::_,~\ . .--lv...._ .. _· J ft?. -~ Date: {-/C:-.-oc 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
1Z1 Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

D Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 

D Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

D Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
D Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

D Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

D The Injured Employee OR 1Z1 A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 

DWC FORM-3 (Rev. 1 0/05) Page 1 

1111111111111111111111 
DIVISION OF WORKERS' COMPENSATION 

EPAH0042001705 

(b) (4)

(b) (4)

(b) (4)

(b) (4)



m 
"'U 
)> 
I 
0 
0 
.,J::I. 
~ 
0 
0 
~ 

-.....) 
0 
Q) 

Name:Savov, Anthon 7608 njury: 4/14/09 
- The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

PECUNIARY WAGE INFORMATION 

Pecuniary Wages include all wages that are paid to the employee in the form of money. These include, but are not limited to: 
hourly, weekly, biweekly, monthly, etc. wages; salary; tips/gratuities; piecework compensation; monetary allowances; bonuses; and 
commissions. Earnings are reported in the periods they are earned, NOT when they are paid and some (such as bonuses and 
commissions) need to be prorated. Pecuniary wages don't include payments made by an employer to reimburse the employee for the 
use of the employee's equipment or for paying helpers or to reimburse for travel expenses. Consider as earnings amounts from paid 
holidavs and anv vacation, personal or sick leave an emolovee used but not the market value of leave time earned but not used. 

PERIOD# (Week#, 
Month#, or Bi-Week #) 
FROM DATE: 

TO DATE: 

# HOURS WORKED: 

GROSS WAGES 
EARNED: 

Insurance 

DWC FORM-3 (Rev. 10/05) Page 2 

2 3 4 I 5 6 I 7 8 I 9 10 I 11 12 13 

1/18 1/25 2/01 2/08 2/14 2/22 3/01 3/08 3/15 3/22 3/29 4/05 4/12 

1/24 1/31 2/07 12/14 12/21 12/28 13/07 13/14 13/21 \3/28 14/04 14/11 \4/18 TOTALS 

49.05 46.08 151.11 145.15 152.03l43.18l49.18152.16l50.28l55.35l53.32l24.18l41.18ll612.25 
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1exasMutuat 
Insurance Company 

June 5, 2009 

C E S ENVIRONMENTAL SERVICES 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury: 

 
ANTHONY SAVOY 

 
C E S ENVIRONMENTAL SERVI 
04/14/2009 

Dear C E S ENVIRONMENTAL SERVICES, 

Claim & Information Services 

P.O. Box 12029 
Austin, TX 78711-2029 

1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

I represent Texas Mutual Insurance Company for the above referenced workers' 
compensation claim. 

I have attempted to contact your office and was unable to reach you. Please contact me at 
your earliest convenience to discuss this claim. I can be reached at (800) 859-5995 ext. 
4 716. Please disregard this notification if I have spoken with you prior to your receiving 
this letter. 

Thank you for your kind attention to this matter. 

Sincerely, 

Patricia Cummings 
CAT WORJ(ERS' COMP SPEC II 

EPAH0042001707 
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(b) (4)



1exasMutuar 
Insurance Company 

June 5, 2009 

C E S ENVIRONMENTAL SERVICES 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date ofinjury: 
DWC#: 

 
ANTHONY SAVOY 

 
C E S ENVIRONMENTAL SERVI 
04/14/2009 
PENDING 

Claim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

IZJ DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2) -Please fax or email attachment or use the on-line version 
(www.texasmutual.com). 

OR 
IZJ DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

0 DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, OR 
• The employee, after returning to work experiences an additional days(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

AND 

0 EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

0 COPY OF THE POST-ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995 ext. 4 716. 

Sincerely, 

Patricia Cummings 
CAT WORKERS' COMP SPEC II 

EPAH0042001708 
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To: 

Fax: 

Phone: 

CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax tll ( v~ \~'"''/ 7~-7l'~ v'\ 

:~i-t- :;·;; 6 -Is·' cc; 
From: PrabhakarR.Thangudu 

Email: pthangudu@cesenvironmental.com 

Date: 

EPAH0042001709 

(b) (4)



ixasMutuar 
Insurance Company 

Claim and Insurance Services 
P.O. Box 12029 

Austin, Texas 78711-2029 

DATE: 

NOTICE OF DENIAL OF COMPENSABILITY /LIABILITY AND REFUSAL TO PAY BENEFITS 

06/17/2009 

TO: 

RE: 

SAVOY, ANTHONY 
4460 GOLIAD ST 
BEAUMONT TX 77705-4505 

Date oflnjury: 
Nature oflnjury: 
Part of Body Injured: 
Employee SSN: 
DWC#: 
Carrier Name: 
Carrier Claim Number: 
Employer: 

04114/2009 
NO PHYSICAL INJURY 
NO PHYSICAL INWRY 

 
09260379 
Texas Mutual Insurance Company 

 
C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOuSTON TX 77021-3208 

On 06/02/2009 we received notice that you reported an on the job injury. We are denying your claim for workers' 
compensation benefits. Workers compensation benefits, including medical benefits, are not being paid because: 

Texas Mutual Insurance Company denies this claim in its entirety. Carrier does not 
dispute that an incident occurred on 04/14/09 involving a fellow employee's death while 
at work. However, the Carrier disputes that Mr. Savoy sustained an injury in the course 
and scope of employment, either as a physical injury or mental trauma. Further, the 
fellow employee appears to have died from a heart attack and not from any traumatic 
injury. 

If you do not agree with the denial and refusal to pay benefits, please contact me: 
Adjuster's Name: PATRICIA CUMMINGS 
Toll Free Telephone #: (800) 859-5995 
Fax #/E-mail Address: (512) 224-3889 

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance, 
Division of Workers' Compensation for further assistance. You have the right to request a Benefit Review 
Conference. You can contact the Division office handling your claim at 1-800-252-7031. 

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile 
number or e-mail address. 

Please note that making a false or fraudulent workers' compensation claim is a crime that may result in fines and/or 
imprisonment. 

CC TDI/DWC MAIL DELIVERY 
SAVOY, ANTHONY 
C E S ENVIRONMENTAL SERVI 
RUBEN RENDON 

DWC PLN-1(Rev. 01/05) Page 1 1111111111111111111111111111111111111111111111111111111 
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C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

EPAH0042001711 
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C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Texas Mutual Insurance Company has redesigned the First Report ofinjury (eFROI) section of 
texasmutual.com. More than 55% of all new reports of injury are submitted through the Texas 
Mutual Online (TMO) application. The redesign makes the first report of injury services more 
intuitive and easier for policyholders to use. 

Here is an overview of the new features: 

-Policyholders will now have the ability to login. By logging in, policy information will pre-fill. 
- Customers who login will also have the ability to create profiles with information they always 
want to pre-fill in a first report of injury (such as supervisor or medical provider information). 
-A copy function has been added to automatically populate information that may be the same (such 
as preparer, contact or address infmmation). 
- Certain fields have default values. For example, the state field defaults to Texas for all address 
fields. 
- Search functions have been added to make it easier to find the part of body or nature of injury, 
when reporting a claim. 

To use the enhanced online claim reporting tool: 

- Go to texasmutual.com 
- Click on Report an Injury in the Employer section 
-Login with your usemame and password for policy information to pre-fill, or you have the option 
to skip login. 

To see the redesign, a video is available at the login page. If you are not registered to use Texas 
Mutual online services, complete the online application at texasmutual.com, or call the Information 
Services Center at (800) 859-5995. 

Texas Mutua11nsurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001713 



04114/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date oflnjury: 04/14/2009 
Injured Worker: SITTIG, BRENT 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasmutual.com/hcn/hcn. shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m.- 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www. texasmutual.com/workers/iw ADL shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
\Vorkers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual. com/hen/hen. shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m.- 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001714 
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Claim Number: 99K0000566892 

Notification Date: 04/14/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: BRENT SITTIG 

SSN: XXX-XX  

Mailing 
Address:  

 

County: CHAMBERS 

Phvsical 
Address:  

 

County: CHAMBERS 

Home Phone:  

Date of Birth:  
Marital Status: Not Married 
Gender: Male Dependents: 05 
Language: English 

MEDICAL PROVIDER 

Name: 
TaxiD: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date oflnjury: 04/14/2009 Time: 13:40 

Date Reported: 00/00/0000 

Nature of Injury: ALL OTHER 

Fax: 

Cause oflnjury: STRUCK BY/INJURED-ANIMAL 
OR INSECT 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

No 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-32011 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: DRIVER 
Hire Date:  
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 
No 

00/00/0000 

00/00/0000 

Hourly 

Fax: (713)676-1676 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: RYAN THOMAS 

Phone: (281)610-5621 Ext: 

PREPARER OF REPORT 

Name: THANGUDU PRABHAKAR 

Phone: (713)676-1460 Ext: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred: 
2420 GULFWA Y DR 
PORT ARTHUR TX 77640-4541 

County: JEFFERSON 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

Fax: 

FATALITY: EE WAS SITTING AND STARTED HAVING DISTRESS. 

EPAH0042001715 
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1exasMutuar 
Insurance Company 

Aprill7, 2009 

C E S ENVIRONMENTAL SERVICES INC. 
4904 GRIGGS RD 

Please fax to (806) 798-6460 

HOUSTON, TX 77021-3208 

Re: Clain1 #: 
Employee: 
Soc. Sec.: 
Employer: 
Date of Injury: 
DWC#: 

99K0000566892 
BRENT SITTIG 
43 7-19-0197 
C E S ENVIRONMENTAL SERVI 
04114/2009 
PENDING 

C !aim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

[8J DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2)- Please fax or email attachment or use the on-line version 
(www.texasmutual.com). 

OR 
0 DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

[8J DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, OR 
• The employee, after returning to work experiences an additional days(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

AND 

[8J EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

0 COPY OF THE POST-ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995 ext. 4 716. 

Sincerely, 

Patricia Cummings 
Catastrophic Workers Compensation Specialist 

EPAH0042001716 



C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Texas Mutual Insurance Company has redesigned the First Report of Injury ( eFROI) section of 
texasmutual.com. More than 55% of all new reports of injury are submitted through the Texas 
Mutual Online (TMO) application. The redesign makes the first report of injury services more 
intuitive and easier for policyholders to use. 

Here is an overview of the new features: 

-Policyholders will now have the ability to login. By logging in, policy information will pre-fill. 
- Customers who login will also have the ability to create profiles with information they always 
want to pre-fill in a first report of injury (such as supervisor or medical provider information). 
-A copy function has been added to automatically populate information that may be the same (such 
as preparer, contact or address information). 
- Certain fields have default values. For example, the state field defaults to Texas for all address 
fields. 
-Search functions have been added to make it easier to find the part of body or nature of injury, 
when reporting a claim. 

To use the enhanced online claim reporting tool: 

-Go to texasmutual.com 
- Click on Report an Injury in the Employer section 
-Login with your usemame and password for policy information to pre-fill, or you have the option 
to skip login. 

To see the redesign, a video is available at the login page. If you are not registered to use Texas 
Mutual online services, complete the online application at texasmutual.com, or call the Information 
Services Center at (800) 859-5995. 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001717 



04/23/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date of Injury: 04114/2009 
Injured Worker: SITTIG, BRENT 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. Ifyou have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www.texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m. -5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scrip net 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workersliwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutua! Insurance Company P.O. Box 12029 Austin, TX 7871 1-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001718 
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clS Claim Number: 99K000056689201 

Notification Date: 04114/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: BRENT SITTIG 

SSN: XXX-X  

Mailing 
Address:  

 

County:  

Physical 
Address:  

 

County:  

Home Phone:  

Date of Birth:  
Marital Status: Not Married 
Gender: Male Dependents: 05 
Language: English 

MEDICAL PROVIDER 

Name: 
TaxiD: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date oflnjury: 04114/2009 Time: 13:40 

Date Reported: 00/00/0000 

Nature oflnjury: ALL OTHER 

Fax: 

Cause oflnjury: STRUCK BY/INJURED-ANIMAL 
OR INSECT 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

No 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: DRIVER 
Hire Date:  
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 
No 

00/00/0000 

00/00/0000 

 
Hourly 

Fax: (713)676-1676 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 
Supervisor 

Period End: 00/00/0000 

Name: RYAN THOMAS 

Phone: (281)610-5621 Ext: 

PREPARER OF REPORT 

Name: THANGUDU PRABHAKAR 
Phone: (713)676-1460 Ext: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred: 
2420 GULFWAY DR 
PORT ARTHUR TX 77640-4541 

County: JEFFERSON 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

Fax: 

FATALITY: EE WAS SITTING AND STARTED HAVING DISTRESS. 

EPAH0042001719 
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Send the specified copies to your 

Workers' Compensation Insurance Carrier 
and the injured employee. 

*Employers - Do not send this form to the 
Texas Workers' Compensation Commission, 
unless the Commission specifically requests 
a direct filing. 

ITWCC CLAIM. 

'CARRIER'S CLAIM# ____________ _ 

EMPLOYER'S FIRST REPORT OF INJURY OR ILLNESS 
1. Name (Last. First. M.l.) 2. Sex 

5 ;.ff,q .I Chtnlf~ B. 0 F [gjM 
15. Date of Injury 16. Time of Injury 17. Date Lost Time 

4-J!.j-dJ Dam ~rr JJ- -{J{-dj 
3. Social Security No. 4. Home Phone 5. 18. Nature of Injury• 19. Part of Body Injured or Exposed* 

~ ~ttil, 
6. Does the Employe~ak English? If No, Specify Language 

Yes 0 No 2c;;f~;;dln~n:~u;d·~o~pi~[l&.V)t 
7. Race 8. Ethnicity 23. Address Where Injury or Exposure Occurred 

Ca«lf,..SiA.A tJ/A Name of business if incident ~~n a business si':;;J:J 

Ptif A~-t'IA~ ~; El'\v~ '""'" ~ 
ox P~ AniktAt 

State Zip -r? ~4-tJ IX. 
State Zip County 

10. Marital Status: 

24. Cause of lnjury(fall, tool, machine, etc.)* 

fenc:}\ ~ ~vesi-'3&±.· M 
11. Number of Dependent Children 112. Spouse's Name 

25. ~k~esstJJs trA 
13. Doctor's Name: C,hh\ST"-S gj-.~1/ 26. Return to work 27. Did employee 28. Super- 28. Date 

14. Doctor's Mailing Address (Street or P.O.Box) .I Date/or expected die? visor's name Reported 

City PJ-it-A~1t\ ~ State Zip -,..,.. 7ibli0 
FJ}A lft!> ~IU\ Ll .. /4-bf 

f'rN,~s 

30. Date of Hire 31. Was employee hir~recruited in 

Texas? MYes 0 No 

32. Length of Service in 33. Length of Service in Occupation 

Cur mm/yy) 

34. Employee Payroll Classification Code 35. Occupation of InJured Worker 

36. Rate of Pay at this JOb 37. Full Work Week is: 38. Last Paycheck was: 39. Is employee an Owner, Partner, or Corporate Officer? 

Hourly Weekly Hours Days 
 1./o s: 

Hours Days 
53: -;tf £"' No 

Date J -J /; -- 'ZfJ Pq 

You may be entitled to know what information UT Arlington (UTA) collects concerning you. You may review and have UTA 

correct this information according to procedures set forth in UT System BPM #32. The law is found in sections 552.021, 552.-
23 and 559.004 of the Texas Government Code. 

Continued on next page 
TWCC-1 (Rev 6/97) Texas Worker's Compensation Commission 

U\ 
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To: 

CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
Jx I'll !;l i;CJ 

From: Prabhakar R. Thangudu 

 

Fax: 

Phone: 

Email: pthangudu@cesenvironmental.com 

? / Z _ 22/; _ .5881:) Pages: 

Date: 

~e~ )3f7g.,d- S";t/.·g 

~

10 CG -J 
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~~~~~~~~~~~~~~~ -IND. XMT Journal- ~~~~~~~~~~~~~~~~ Date APR-16-2009 ~~~~~ Time 14:58 ~~~~~~~~ 

Date/Time = APR-16-2009 14:56 

Journal No. = 162 

Comm. Result = OK 

Page(s) = 002 

Duration = 00:00:35 

File No. = 839 

Mode = Memory Transmission 

Destination = 15122243889 

Received ID = 

Resolution = Fine 

-CES ENVIROMENTAL 

- ~~~~~ - 7137488664- ~~~~~~~~~ 
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16 Kelsey-Seybold Clinic 

Clear lake 
830Gemini 
Houston 77058 
(713) 442-4500 

Clear lake Medical Center 
17 448 Highway 3 
Webster 77598 
(713) 442-4300 

Copperiield 
8470 Highway 6 N. 
Easton Commons Place 
Houston 77095 
(713) 442-4000 

Fort Bend Medical & 
Diagnostic Center 
11555 University Blvd. 
Sugar Land 77478 
(713) 442-9100 

Houston Center 
1221 McKinney, Suite 300 
Houston 77010 
(713) 442-4700 

Humble 
8484 Will Clayton Pkwy. 
Humble 77338 
(713) 442-2000 

Katy 
21660 Kingsland Blvd. 
Katy 77450 
(713) 442-4100 

Kingwood 
2755 W. Lake Houston Pkwy. 
Kingwood 77339 
(713) 442-2100 

Main Campus 
2727 W. Holcombe Blvd. 
Houston 77025 
(713) 442-0000 

Pasadena 
3508 E. Pasadena Frwy. 
Pasadena 77503 
(713) 442-7100 

. ~- No Restrictions 

BACK TO WORK LEITER 
Silverlake 
9430 Broadway Street 
Suite 120 
Pearland 77584 
(713) 442-7400 

St. Luke's Medical Tower 
6624 Fannin 
Houston 77030 
(713) 442-0000 

Spring Medical & 

Diagnostic Center 
15655 Cypress Woods Medical Drive 
Suite 100 
Houston 77014 
(713) 442-1700 

West 
1111 Augusta Dr. 
Houston 77057 
(713 )442-2400 

Willowbrook 
18220 Tomball Parkway 
Houston 77070 
(713) 442-1500 

Woman's Center 
7900 Fannin, Suite 2100 
Houston 77054 
(713) 442-7300 

The Woodlands 
17350 St. Luke's Way 
Suite 150 and 200 
The Woodlands 77384 
(713) 442-1800 

The Woodlands OB/GYN 
17198 St. Luke's Way 
Suite 540 
The Woodlands 77385 
(713) 442-1900 

was seenjas-se~-"'~ at 

and may return to 

D Restrictions (see comments) 

Comments: ____________________________________________________________________ _ 

3000380 (11105) 

~f3J?i1,;:-/1 !/~ _ 11~ ";hysician Signatur~ 
/lY#~ - O·~;/ I 

White I Patient Canary I Chart 

EPAH0042001724 
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·;;3·- q·]2_;- '114-'7 
1/ 

!""""' 
Emp~oyer's Authorization for 

Concentra" Examination or Treatment 
~Medical 

Centers 

(MUST PRESENT PHOTO ID AT TIME OF SERVICE) 

Patient Name: ~~{) ft·,,nd C (/)l }·-J)-J.d lv SSN:

Company Name: CES Eo,t1roomeotol Services Date of Birth: 

Location #/Street Address: 4904 Griggs Rd. 
Date of Injury: ---rJA-He!:::!:':teA, R~ 778~1 

Temporary Staffing Agency: ('l13) 676-1460 

WORK~RELATED ~INJURY_ILLNESS DOT PHYSICAL 
Po7rcident Substance Abuse Testing: --Preplacement 

~ugScreen Recertification --
B eath Alcohol Exit -- --

--Drug Screen and Breath Alcohol __ Audiogram 

__ Urine Collection Only --Regulated Drug Screen 

·hoT Regulated 
--Urine Collection Only 

Breath Alcohol --
__ Non-regulated 

-
PRE~PLACEMENT EVALUATION SUBSTANCE ABUSE TESTING 
Job Title: --Regulated 

____;;:_Physical Exam __ Nor-regulated . 

HPE Urine Collection Only -- --
__ Regulated Drug Screen --Rapid Test 

__ Non-regulated Drug Screen --Pre-placement 

--Urine Collection Only --Reasonable Suspicion 

Hair Collection Random -- --
__ Audiogram Periodic --

Post-accident --
Follow-up --

SPECIAL PHYSICAL EXAMINATiONS Breath Alcohol --
Asbestos --
Respirator BILLING --
Hazmat Employee to pay charges at time of service -- --
Baseline Workers' Compensation -- --
Other Insurance Co: --

Policy#: 

Phone#: 

Authorized By: 51-v vb-J._ . .__//!)tr;rv-'.f:;f!/;;/, Title: lvl ··, \t~r· 
""'C u.~~~ . :; .. 

Phone: Date: ? [C ; tf ,-"-·{,} 

(copies of this form available at www.concentrahealth.com) 

EPAH0042001727 
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(b) (4)

U.S. Department of Transportation (DOT) 
Alcohol Testing Form 

(The instructions for completing this form are on the back of Copy 3) 

8: SSN or Employee ID No. 

C: Employer Name 
Street 
City,ST ZIP 

DERNameand 
Telephone No. 

D: Reason for Test: ClRandom ClReasonable Susp Post-Accident ClRetum to Duty ClFollow-up ClPre-employment 

US Department of Transportation 
form is true and correct. 

D 7 1__lD_1 .Q!i_ 
Date Month Day Year 

STEP 3: TO BE COMPLETED BY ALCOHOL TECHNICIAN 

(If the technician conducting the screening test is not the same technician who will be conducting the confirmation test, 
each technician must complete their own form.) I certify that I have conducted alcohol testing on the above named 
individual in accordance with the procedures established in the US Department of Transportation regulation, 49 CFR 
Part 40, that I am qualified to operate the testing device(s) identified, and that the results are as recorded. _ / 

TECHNICIAN: iBAT OSTT DEVICE: OSALIVA f,BREATH* 15-MinuteWait: OYe~o 
SCREENING TEST: (For BREATH DEVICE* write in the space below f2llb?. 1/ the testing device is ruu designed ta IJLiiJ.LJ 

Test # Testing Device Name Device Serial# OR Lot # & Exp Date Activation Time Reading Time Result 

CONFIRMATION TEST: Results MUST be affixed to each copy of this form or printed directly onto the form. 

REMARKS: 

~(J~ZIIJ~~ 
Date Month Day Year 

STEP 4: TO BE COMPLETED BY EMPLOYEE IF TEST RESULT IS O.o2 OR HIGHER 

I certify that I have submitted to the alcohol test, the results of which are accurately recordl>d on this 
form. I understand that I must not drive, perform safety-sensitive duties, or operate heavy equipment 
because the results are 0.02 or greater. 

I I 
Signature of Employee --,D""a--:t-e---:M:-o-on--,t7h Day Year 

OMB No. 2105-0529 

COPY 1 • ORIGINAL· FORWARD TO THE EMPLOYER 

EPAH0042001728 



~--.---.---- --------------------,~--~-·-·----~-·-.--.---~--------. --·-------------------- ·_.,....~ -.~·"! 

I 
FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM .. ~ Q~est . 

. £.CS] Diagnostics 

I ~n~-~, I' I!!~~~-~~ 1.;(; ~ i!tlf' l, .;'I.~~ m HJ··l i "'!!'.· ~ 800-877-748~ 
! ~ m ·l! ·t -l! ·I~ I!~ l1l« 1~tll!l 1~} m mt 1 : JIJ 
, ,; ; '- , H -~~~ 1il. dl ~ ;~ir 1 L .iII !1: Hf., ! , ~~ 

"" 1:l 
Y,,(ll) 

-~' 

l 
8' 

,,~ 

~--·· 0 ;-d 

··l:" 
E 

·'·i!J 
$. 
-~:, 
-g. 

-~~-:a :g 

4l} :;;:Tl:(;:;;;:·: SPECIMENIDNO. '':(·.~·?:.J-~~-'' 
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE LAB ACCESSION NO. 

A. Employer Name, Address, I. D. No. B. MRO Name, Address, Phone and Fax No. 

C. Donor SSN or Employee I. D. No. 

D. Reason for Test: D Pre-employment Reasonable Suspicion/Cause 

D Return to Duty D Follow-up D Other (specify) __________ _ 

E. Drug Tests to be Performed: rh THC, COC, PCP, OPI, AMP D THC & COC Only D Other (specify)-------------].\! 

.,. ,, 

f'.l . ' ~- Address: __ -'_:_1'_:_"'_"_:_
1
-'____:_----.::: _ ____:_____:__.:..:;:-'-::_:.::: -'-:.:-'-ti_:_'i_______ Collector Phone No.:--'--"----_,_.,.:..'"-·'..:.· "-.. -"''"-'.c.· _____ _ 

F. Collection Site Name: '-' --'-'::.:..:.:-'-'--''--';-'--< ':__' '---'i-'--i ~-------'--- Collection Site Code: 

.i~~C~i~ty~,~S~t~a~te~a~n~d~Z~i~p;:~';·d~i:~;:;s-~:r~:~~·~~~==========='='~=-====·-~·---------------~C:o~l~le:c~to~r~F~a~x~N~o~.:~====·=S='=·::=:·='~'-·=:·•=·=-============~ 
-~rS~T~E~P~2~:~C~O~M~P~L~E~T~E~D~B~Y~C~O~L~LE~C~T~O~R~-~----.~~--~~~--------------.---------. l Read specimen temperatu ~within 4 minutes. Is temperature S epimen Collection: 

l between 90° and 100° F? Yes D No, Enter Remark Split D Single D None Provided (Enter Remark) D Observed (Enter Remark) 
·,...=. ··l> REMARKS 

a. STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy) 
a STEP 4· CHAIN OF CUS"tODY INITIATED BY COLLECTOR AND COMPLETED BY LABORATORY 

I 
-

"0 
~?~ 

i 
<\£ 

:.,s 
; 

'~ 
'E 
-~ 
:~ 
~g, 
a 
1; 

I certify thatthe speciren to111"e bv.:;:;-!ionor identi~j:; the certiffcation section o~ Co~y,2 o;thi!.~rmwas collected, labeled, sealed, and released to the Delivery Service noted in accordance w1ch applicable Federal reqwrements. 

X · ....._ __ ::::::.1-.. ---·~ / r/ ~1 :J ,;~ SPECIMEN BOTTLE(S) RELEASED TO: 

;:-~ /1 I ! .· r s¥natur~ofC?IIe9tor j' . ' 0 Jj.meof,S<;II!ectio;,,;:· ~ tJ Ouest ~iagnostics Courier D FedEx 
• . I I (A. / 1 I / ) ' l \ ! / .... . { I J !J I •J j D DHL I Airborne D Other 

H (Print) Collector's I<Jaine (First, MI. Lasti Date (Mo./Day/Yr.) ~ Name of Delivery Service Transferring Specimen to Lab 

RE(;EIVED X 
~ 

Primary Specimen SPECIMEN BOTTLE(S) RELEASED TO: 
AT "-AB: Bottle Seal Intact 

Signature of Accessioner D Yes 
I I 

(Print) Accessioner's Name (First, Ml, Last) Date (Mo./Day/Yr.) ~ D No, Enter Remark Below 
~~·:~ 
~ STEP 5; CQMPLETED BY DONOR 

~~:~ 
<~ 

~ 
g, 
-" 

·',:g 
-~, 

! 
~~ 

;l 
i5 

I certify thqt1~rqJided.JnY urine specimen tq.th~-cbllector; that I ~ave not adulterated it in any manner; eEi'ph specimen bottle used was sealed with a tamper~evident seal in mv presence,· and that the information 
provided)m tpft forrp a'nd on thp iabel atyXed to e.ach specim~l,·bottle is correct. _ . ./ 

/ /./ ' /.i ,<' < -··t: d ... ~/ .-"'. , . .,/ 
.' /! p· C.t .t' ~ ~ I :_:~.·~:., t"// // ,F /,;· ; .;-.~ ... -::.~/ ,/";/ /•) 

X//'--·~?:·· hvl "' c -LVvvC/'· v ll\ #- #!.h' r Ji."'·lr t!' "/? 
// di6nature of Donor · c. (PRINT) Donor's Name (First, Ml,l(ast) 

071iiJI01 
Date (Mo./Day/Yr.) 

Daytime Phone N Evening Phone Date of Birth 
Mo. Day Yr. 

1;· Should the results of the laboratory tests for the specimen identified by this form be confirmed positive, the Medical Review Officer will contact you to ask about prescriptions and over-the-counter 
.§ medications you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT NECESSARY. If you choose to make a list, do so either on a 
-~ separate piece of paper or on the back ofyourcopy (Copy 5).- DO NOT PROVIDE THIS INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU. 

·a L-------~------------------------------------------------------------------------------------------------------------------~ 
STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN 

In accordance with applicable Federal requirements, my determination/verification is: 

D NEGATIVE D POSITIVE 

D DILUTE 

0 TEST CANCELLED 0 REFUSAL TO TEST BECAUSE: 

0 ADULTERATED 0 SUBSTITUTED 

REMARKS---------------------------------------------------------------------------------------------------------

X I I 
Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, Ml, Last) Date (Mo./Day/Yr.) 

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SECONDARY SPECIMEN 

In accordance with applicable Federal requirements, my determination/verification for the split specimen (if tested) is: 

0 RECONFIRMED 0 FAILED TO RECONFIRM- REASON------------------------------------------

X I I 
Date (Mo./Day/Yr.) 

COPY 4 - EMPLOYER COPY 
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Send the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injured employee. 
*Employers - Do not send this form to the 
Texas Workers' Compensation Commission, 
unless the Commission specifically requests 
a direct filing. 

qq KtJOOO!J6b8qz_ 
• 

I TWCC ClAIM# 

!CARRIER'S ClAIM#-------------

r::-::7:':'~~:-::::=-:-::":"":":------__;;E~M~P~L.;;.O.;;..Y;;;.E;,.;;R~'S;..;;F...:.I R:..:.S:::..T~R.::.;,EPORT OF INJURY OR ILLNESS 
1. Name (Last, First. M.l.) 2. Sex ~/ 15. Date of Injury 16. Time of Injury 17. Da':J7Aime !floCK ) suz1 [kiF oM 

3. Social Security No. 4. Home Phone 

6. Does the Employee S~English? If No, Specify Language 

[1!'ves 0 No 

8. Ethnicity 

rJjA 

City State Zip 

31. Was employee hir~ecruited in 

Texas? ~Yes 0 No 

J..t.-JJ..J-20tf1 Dam~ 
18. Nature of Injury• 19. Part of Bo;!J '/'Jrd or Exposed* 

Qn~e-f 
20. How and Why Injury/Illness Occurred* l l J_ 

kneN et co~rlzkvv --t1vtt Co ~r~e.-

23. Address Where Injury or Exposure Occurred 

~~Wuss~~deGo:~~a bt;;:~ 
City Prif A~ State__ Zip 

t:--z64-D 'f1; ~~ I 'f.-
24. Cause of lnjury(fall, tool, machine, etc.)* 

c;M~e.t CCJ'V'.VIeS I ; ~ 
25. List Witnesses: 

vJeVLw~f B91 \0-.lf\ 
26. Return to work 27. Did employee 28. Super- 28. Date 

Date/or expected die? visor's name Reported 

f\JjA- N/A-
69-T(.u) Jt-ZZ-OCf 
~o.:~ 

32. Length of Service in 

Current Position (mm/yy) 

33. Length of Service in Occupation 

(mm/yy) . 
111 ()& IV ·~ 

35. Occupation of Injured Worker 
36. Rate of Pay at this job 37. Full Work Week is: 

eekly ays 
38. Last Paycheck was: 39. Is employee an Owner, Partner, or~orpor · fficer? 

' ',tto'A~ )2ays 
~.ol~ t::) DYes o 

LL0 

51. 
oate_4-=· _-_U_-....:;;2-tJ...;...·_{)--iqf----

You may be entitled to know what information UT Arlington (UTA) collects concerning you. You may review and have UTA 
correct this information according to procedures set forth in UT System BPM #32. The law is found in sections 552.021, 552.-
23 and 559.004 of the Texas Government Code. 

Continued on next page 
TWCC-1(Rev 6/97) Texas Worker's Compensation Commission 
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DATE/TIME = APR-22-2009 16:12 

JOURNAL No. = 063 

COMM. RESULT = OK 

PAGE(S) = 002 

DURATION = 00:00:36 

FILE No. = 607 

MODE = MEMORY TRANSMISSION 

DESTINATION = 15122243889 

RECEIVED ID = 
RESOLUTION = STD 

-CES Environmental Service-

713 676 1676- ********* 

EPAH0042001732 



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: From: Prabhakar R. Thangudu 

P0Tn i c. ~vt (U-rnrn ~~S  

Fax: !3/ 2.,- z_ZLf - 388Cf Pages: 

I () 0 ~ff· 4-IJ b 
Phone: ~- <JO - 8,!?Cl-fiCIC/f) Date: 

Email: pthangudu@cesenvironmental.com 

' 

p / &!>e- I J- ~ne- lc no vJ Lf- yw 
~e.. OX\ 'I q;~,~.eit ;OYl~ 

rJf4-n)~ 

~ 
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04/23/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date oflnjury: 04114/2009 
Injured Worker: MOCK, SUZI 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00 a.m. - 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workers/iwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www. texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www.texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001734 
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Claim Number: 99K000056689202 

Notification Date: 04/22/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: SUZI MOCK 

SSN: XXX-XX  

Mailing 
Address:  

 

County:  

Physical 
Address:

 

County:  

Home Phone: 
Date ofBirth: 
Marital Status: Unknown 
Gender: Female Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: 
TaxiD: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Fax: 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: 
Hire Date: 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 
No 
00100/0000 
0010010000 
44.25 

Hourly 

Fax: (713)676-1676 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 
Supervisor 

Period End: 00/00/0000 

Name: BRIAN WEATHERS 

Phone: Ext: 

PREPARER OF REPORT 

Name: PRABHAKAR R THANGUDU 

Phone: (713)676-1460 Ext: 
Email: 

Fax: (713)676-1676 

INJURY INFORMATION 
Date of Injury: 04114/2009 Time: 00:00 

Date Reported: 04/22/2009 

Nature oflnjury: MENTAL STRESS 

Cause of Injury: MISC. CAUSES-OTHER 
MISCELLANEOUS, NOC 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

No 

How and Why the Injury/Illness Occurred 
GRIEF. KNEW A COWORKER THAT COLLAPSED PER DWC-1. 
NLT. 

Address Where Injury Occurred: 
2420 SOUTH GULFW A Y DR 
PORT ARTHUR TX 77640 

County: 
Witnesses: 
Name: BRIAN WEATHER 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

EPAH0042001735 

(b) 
(4)

(b) (4)

(
b
) 
(
4)

(
b
) 
(
4
)

(b) (4)

(b) (4) (b) (4)

(b) (4)



D lbl 

(9"(cl 

14. POS'I'VAE AES'I'RICTIONS (If any): 17. MOTION RESTRICTIONS (If any): 

Ma,. Hours per day: 0 2 4 6 8 Other llllel' Hours per day: 0 2 4 6 a Ott'ier Mall hours per dey of work: __ 

Slt/S~Ich bfl!aks or __ per--

Must wear aglint/cest at work 

Standing 

Sin.ing 

Knoeling/SQUIItting 

Bending/Stooping 

Pushing/P'ulllng 

00000 Walking 

D D 0 0 D CllmOing tllh'lllladoe~ 
D D 0 D 0 Grnping/Squee~ing Must vse crutcl'le& at all time& 

0 D 0 0 D Wri$1 ne;w;ionle~ension 
0 D D D 0 Fleect'ling 

Twisting 0 0 0 0 0 Overheed Reeching 

00000 
DO DOD 
ODD DO 
00000 

ODD DO 
00000 
DO DOD 
00000 

No driving/operating heavy equipment 

Can only drive autolftatle trel'lsrnissicn 

No work I 0 __ hours/day work: 

0 in extreme hot/cold environments 

0 at tleighl:l or on ~caffoldlng 
j..:O::::..{::_:h::.er:.:_: _____ ..:O:::...:D=-0==-==...:D=------ll(eyboarding 
15. RESTRICTIONS SPECIFIC TO (If appllc;able): Otller: 

0 L Hand/Wrist 

0 LArm 

0 L.Leg 

0 L Foot/Ankle 

0 Ottuu: 

0 A Hend/Wrist 

0 RArm D 
D Fl Lag 0 
0 A Foot/Ankle 

Neelc 

Back 

18. LIFT/CARRY RESTRICTIONS (If any): 

D May notlltvcai'TY ob)eciS more ~han __ lbs. 

for more 11'1an t'lours ger dav 

0 May not per1orrn any lilting/carrying 

0 Other; 

0 Clean & Ory 

No akin contact with: _____ _ 

Dressing dlanges necessary at work 

No Running 

MEDICATION ~E;ST~ICTIONS (i1 any): 

llllust t.ake prescription medh:::iiUOn(S) 

Advised 10 taka ovar.th&-munler meds 
.;. 

Medication may make dr~wsy (possible 

21. Work InJury Dlagnosl• Information; 22:.-fxpectad Follow-up Service& Include: 

~ Evalustlon by the tteallng doetor on !;= '"11.-!tj (dale) at J.L : ~pm _AM[f,f~ 

O.le I Torr-.. of Vo:ril 

I'Wl.:C ?:':1 (1-\ev.OG/00) 

LOO~i! 

liJ" Referr.~lto/Consult wllh fk!'ic.h j QLh rst= on (date) at __ :-~ arn/pm 

0 Physic.al mediane _X per week for_ weeks starting on (date) at __ ; __ amlpm 

0 Special sllldies (list): on (date) al __ : __ amlpm 

0 None. This is the last scheduled viliil for this Allhis lime, no further medical care is anticipated 

EMPLOYEE'S SIGNATURE 

.. $~j~ IVY)vl{_ 

~;:::GNATURE 

l'lulu 129.5 

VISil i)l)e: Role of Doctor: 
~f/tJ • Q"'"lnUJal 0 llealgnalad doelof 

0 j;ollow-up 0 Cirrier-selee1ed RME 
0 TWCC·:sulucled RME 

TreaUng doclor 
0 Rafamll dDCior 

D Consulting <Joclor 
0 Olhor doCIOf 

T,:XA.'\ wnAM"I=E)~~~:• rnuDC"-ICATI/"'\ ... 1 ron•·••IC"C"•""1 

X~~ so:~L SOOZ/P0/~0 

EPAH0042001736 

(b) (4)



Employee- You ;;~re re~;~ ... ~d lo repel\ your injury lo ~our omployer wllhin 30 ~ Trabl!jaelor • Es neceeario que uster;J ~pone su lesiOn a su empleador Gentro 0.: 30 ell II$ ~ 
d:oyslf your employer has wo~ers· eompen&IIIIOI"I Insurance, You have \l'lo panir del dla en Que se lesiOnO, si au emplru•dor Ilene aaQuro de COIIl~n&eciOn por~ 
nghl 1o Ire" a3BI5far'IC8Irom tt>e Tell&& Woritera' CompensaUon Commission :* lrsba!aelores. !e COmision Tejani! de CcmpensaciOn pan~ llllba]a~ores_le olrece astslenma 
#InC! may oe en\itled 1o cer1a1n medical and ineorne benents. ~or furtl'ler gralutl.a,t:ombt~n puede~;~ue vsled lenga derecho a cler10s beneflc1os mediCO$ ymoneJ~rio~. 
lnlgtmalio, l;llli your local Comrtllnlcn r1eld OffiQJ or 1(,001·252·7031. l'ar; maygr lrllormaciOFI ll&ma a IB ofteil'la ~~ da Ia Comlal6n 1·600·262·7031 

Zip 

77662 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE OlliE INCLUDING ESTIMATED OATtS AND DESCRIPTION IN 13(c.) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
0 (a) will allow the employee to return to work as of . ldatel withoU! rettrictions. 

D lbl will allow the employee to return to work as of {date) with the restrictions identified in PART Ill, which are 
expected to last tnrough ldatel. 

o;r"'cl still prevents the employee from returning to work as of t;"-Y:£~tdate) and is e~pected to continue 
_ _....:.---t (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS• CREOUIRED II" BOX 13(biiS CHECKED! 

14. POSTURE RESTRICTIONS llf •nyl: 

Mu Hours par day: 0 ~ 4 6 8 Other 

s,anding ODD DO --
Sining DOD DO --

00000 Kneeling/Souaning --
Bending/Stooping 00000 --
F'ushing/Pulllng DO DOD --
Twisting DO ODD ---
Otl'ler: 00000 
15. RESTRICTIONS SPECIFIC TO (if applicable): 

17. MOTION RIOSTRICTIONS 111 llnyl: 

"-18111 Houts per day: 0 2 4 6 e Other 

Walking 

Cllmbln; stalrslladdars 

Grasping/SQueezing 

Wrist fte:r;lOrVelrtension 

Aeael'llng 

Overhead Aeec;:hing 

Keyboarding 

Other: 

00000 
00000 
00000 
ODDOO 
DDOOO 
DO ODD 
00000 
00000 

19. MISC. RESTRICTIONS (If eny): 

0 l\lla:r; hours per d11y of work; __ _ 

0 SIIIS~tcn breaks of __ per __ 

0 Must wear splintleest et work 

D Must uaa crutehae a\ all times 

D No Clriving/ooerating heavy equipment 

D Can only drive 11\IJ:Omlltlc tranamissoon 

0 No work 1 0 -~ hours/day work; 

0 in extreme hot/cold environments 

0 at heluhts or 011 scatfoldlng 

0 l Hand/Wrist 18. LIFTICARRY RESTRICTIONS (lf any): 0 R Hel'\dM'rist 0 Must keep--------·-

0 I. Arm 0 R Arm 0 Neck 0 May not Urvcarry Ob)ecl:l more than __ lbs. 0 Elevalsd 0 Clean & Dry 

0 L Lag 0 F\ Lag 0 eac:k for more tl'lan _ hout!i per dey 0 No skin c:ol'\tact with; ------

0 L Foot/Anlo;le 0 A Foot/Anl(le D May not perfOJTll any lifting/carrying D Dressing d\anges necesaary at work 

0 0'"'"': .... 0 Other; D No ~unnlng 
1&. OTHER RES'tRiCTIONS (ife~ny): 20. MEDICATION RESTRICTIONS (if any): 

12.~ ._ ~!of± P? M #71} -:i cUt ... , ..... , r \) 0 Must lake presatptlon medlcation(s) 

X..a'f\Jif y.. 0\ ~ ~ ~ u 't. 'T ref "" nJZ. 1\./ 0 AdYise<r 1o lake over·lh&<Ounter meds 
~------~~~~~~~~~~~~~~~~-+~~~~~----------~~~ . ~ 
• These resuicllons ara based on !lie dodo~' a bes1 undersJartdlng or 1he e~~H'S e558 nlial job luncliorul. H a particular 0 Medic atitm may m aka drowsy 1 possible 
f'B&~ doaa nol 3~. ~ aPiould be diat'l!llj3rded. H modlf'oed duty lhal ..-llllhala rnlric:llorla II nolt~ttlllblt, 1M pe11en\ 
:ti'I0111d be conaidered 1.0 be orr work. NoJe- lheae ~s~a ahOuld ba followed DUIBida or WOI1t alf well" II WO!il. safely/dt1Ying IAUN) - ·· 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work InJury Dlagnosislnfonn;~tlon: 

Bntr£f'J 
22~llpected Follow~p Servieas Include: 
8' Evaluallon by ltle treating dociOr on 'fj 1-oq (dale) at 1!!._: ~pm 
&;;( ~eferrat IOIC4n5ull wllh B'/c.h i 0h rc:,r on (date) al ~-: __ am/pm 

D Pnysir..al medidne _X pet week for_ weeks starling on (data) at __ ; __ am/pm 

0 Special siUdles (list); on (dati!) at __ : __ altllpm 
0 None. This is the last scheduled vi5il for this problem. Alltlis lime, no furlher medical care b; an~oipaled 

!;MPLOYE'E'S SIGNATURE 

~.:.:- -~~}-- rY))c_;IC. 

DOCTOR'S SIGNATURE VIsit T~: Rote of Doclor. Wrreating doclof 

A.. ,_ ... Qo4,oo,. • ,_ta • s;:(' lniUal 0 Detlgnaled dOCIDr D Rele!T111 doc1or 
~ ~ "'if"" ~ 0 Follow-up D Carrier-seleeled RME 0 Consulting dociOr 
. ' 0 TWCC·!iCUecltld FIME 0 Olher dQCiof 

IWCC 73 (Ruv.OC/00) kuiP, 129,!i 

~OOiiJ 

EPAH0042001737 

(b) (4)
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Matt, 

On April 27, 2009, myself (Bo Cumberland) and Charles Salter went to visit the scene of the 

accident that occurred on April 24, 2009. This is my findings and my recommendation on what 

happened and what the consequences for the driver should be. 

On April 24th 2009 at approximately 6:45 pm, Charles Salters was taking a load of caustic to the 

paper mill (Boise). While he was traveling down highway 87 going north he came into a second curve, he 

was taking a drink of water from a bottle and looked down for just a second to put it back into the cup 

holder. At that moment he crossed the white line and jerked the wheel to get the truck back on the 

road. When he turned to get the truck back to the center of the lane the product that was in the trailer 

moved to one side, causing the trailer to slide off the road and into the edge of the road. Charles tried to 

correct it but the rear tires caught the grass and flipped both tractor and trailer on its side causing it to 

slide into a light pole and into trees. After regaining conscious Charles climbed out ofthe truck and 

assessed the damages. A passing motorist stopped to render aid and called 911. DPS showed up along 

with the TCEQ and also began to assess the situation. TCEQ called Millsted to handle the cleanup of the 

caustic that was coming from the trailer. There was approximately 1500 gallons that went on the 

ground. Milstead had Miller Environmental suck the reaming caustic from the trailer. Suzi Mock took 

Charles to the hospital and tower medical sent a representative to the hospital to collect the drug and 

alcohol sample. 

After going to the site of the accident today and going over Charles Salter testimony, I feel that there are 

several factors that caused the accident and they are as followed: 

1) Speed- The speed limit on the road is 70 mph and the speed limit through the curve is 50. I 

think Charles simply took the curve to fast and when he realized he was in trouble it was to late. 

2) Drivers Attention- Charles was tring to put his cup back into the cup holder and took his eyes 

off the road for just a second. Between the speed and the drivers lack of attention was probably 

the determining factor in the accident. 

Disciplinary Action: 

Charles will be suspended for one week with-out pay, pending the outcome of the alcohol and drug test. 

Should he fail anyone of those he will be terminated immediately? 

Charles will be written up for breaking the employee mandates (Not taking care of company property). 

Charles will be put on probation for 1 calendar year. Should he receive any violation, DOT or any 

company SOP, he will be terminated immediately. 

After spending much of the day with Charles I feel that he truly regrets his mistake and has openly 

admitted fault. I feel that the disciplinary actions I outlined is fair. Please advise your opinion. 

Bo Cumberland 

EPAH0042001739 
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Rx Date/Time APR-29-2009(WEO) 
O'>l29/2009 03:40 FAX 14093847016 

111: 32 140938117016 
JASPER CO SHERIFF 

fiBEtO~.COPF 
, .. ""·- ~···"":'!'IIJ-tOSSl'O@#Ai 

0 HITANDRUN 

Texas Peace Officer's Crash Rep1ort 
sut~tnlssiOt! of Crash R""ords: This report may be suernl!te~ viti the CRIS Web Ponaf, ·!I!IC!ronlcally submlned via 
ltM~. or l)y mailing to the Texas Oepeltment oTTr~nsport=lion. Crash Records, PO Box 1 •19:.!4\1. Auslln. TX 78714 

Questions? Call: 512149&-5780 

PLACe WH<;RE 
CRASH OCCURRED 

COUN'IY NEWTON Cf!YORTOWN 

IF CRASH WAS OUTSIDE CllY UMITS 0000 JNOIOATE FROM NEAREST TOWN 2.8 Mn.es N s e w OF 

ROAD ON WHICH 
CRASH OCCUR RoO S.H. 87 

'§'LOCK NU"'eER STA!!i!T OR ROAD NAME 

INTERSECTING STREET 
OR M X1NG NVMiiiER 

BLOCK NUMeER S"TRfiet oR MAD NAME 

DO 

DEWEY\IllLE 

ROUTE NUMBER OR Sl Rl!l!r CODE 

ROUTE NUMBER OR STilE~ cOoS 

OF OLDHWY. 87 

LOC• 

~OT# 

CONSTRUCnON :C:ONe 
WORKERS PRaS!!NT 

CON6TRUCTICN <:ON<; 
WORt<EiiS PR!S!NT 

8\E 
lf 

B. " H 

lATH 

NOT AT I~RSEc'riON .25 fil FT, ~ LJ 
MI. N S E w ~ td~il&ftiiWDt&l llfUillilbtiMi iiDifiiHbii 

.,..,w~ ff11lPIRliTI~ITRIRT~~ ,_, 
lHM\1 IINQH( 

'"----~=====~lO=N·~ 
.OATEOF 

2009 
DAY OF 

FRIDAY CR!IeH APRIL 24 WEEI( 
l!iil!l --...--

WGJ I-MOTOR VI!J110LE 4-PE;DEBTRIAN 7-N()N.CONTACT 
1XPVD09X29D 2-TRAIN S.MOTORIZI!D CONVEYANCE R-OTiioR \/IN# 

3-PI!DAI.C\'CLIST &-TOWED 

YEAR 
2009 

CO~OR& 
RED l PETERBILT 

MOOI!L 900 
MODEL MAKe NAME STYl 

OAI\/EtR'S 
SALTER NAM!l CHARLES A. 

UtJf ..... ... WiitiMift,CriO,J¥11( Z»i 

Oi'IVER'S Al ~~  LICENSE 1X .,.,. liCi6ii8iiPfi R6119di51 

ORIIIER'S i~ITE. ··- ORI\/EtR'S ~MALe DRIVER'S 
ETHNICITY ,_tltJP~C IW1THER SEX FEMALE OCCUPATIO,. TRUCK DRIVER 

2_ UUCK 

l'YPE OF ALCOHOL SPECIMEN T A!Qi:f\1 TEST 'T'fPE OF ORUO l!PoCIMEN TAKEN T! 
HlReATK 2-BLOOO !\.URINI! 4-NON~ r..REFU6Ei0 4 RESULTS 1-61.000 2-URINE 3-NONE 4·REFUSEO ..l.._RI ---
~ESSEE 

WNER CES ENVIRONMENTAL SERVICES 
Wtlilft'iiiWSff~Gii4illl UMii!O: Ofi8WiiiW61»1118m 

4904 GRIGGS RD. HOUSTON 
IIZBfDiitl!tt. ew. ttl'!: i"t 

l!ABIVIY [!}YCS 
A.I.G (800} 807-9458 5062132 INSURANCE 01<0 

OEXP ~t,o¥)- IIIO&.C"NIMtM 

W0 1-MOTORVEHICLE 4-PI!D!STRIAN 7-NO"'.CO,..TI\CT 
1PMA34222K10 6 2-TRAIN >-MOTORIZED CONVEYANCE B-OYHER VINP 

~PJ:DAI.CVCLIST S..TOWED 

VE.AR 
1989 

COI.OR& 
SlLVER £ POlA 

MODE~ llQOY 
MODEL MAXI;; NAM£ STVLe 

DRIVIiiR'S 

NAME ..., 
'M0' . W\'&llfift(t'lif.bft!Zii! 

DRIVI;R'5 
UcGNsE 

--v.;,r- ma<· ~ dR66i&dUCHfi kii#Aid'i51i i>h!tllllfiA 

DRIVER'S l41Vttm~ ....,.., ORI\11;~ OMAI£ !>RIVER'S 
ETHNICil'Y ~~~ANIC ~Tl46R ~ QFEMALE OCCUPATION . I 

:J,Bt.IQK --
1YP1i OF AlCOHOL SPECIMI!JII TAKEN TEST l'YPEOF ORUG SP~CIMe;N TAKEN 

~ 
1·8AI!ATii 2-BLOOC 3-URINI; 4-NO~ ~REFUSED RESUlTS 1·BI.OOC 2-URINE 3-NON! 4·A!~lJS£0 - RE£ - ---
~l.eSSEE 

4904 GRIGGS RD. HOUSTON, OWNER CES ENVIRONMENTAL SERViCES 
HAG! iliiLWII¥'!1' SII6W IUJCC iJ ilAiii& oUiiii...vH&il :;;o; OiiJiiiEIJ W•ilktf, Clt!fi, it .. ". S1i 

LIABllllY l!i'I'ES A I G {800} 807-9458 5062132 INSURANCE ONO •. 
OEXP -~.VCGt:arotPJNf ""'.'.'.P..,._,. 

DAMAGE TO PROPERTY OTHER THAN VEHICL~$ 

J.IOUR 6:31 

i ~E 
I• _____ Tf:...;_ ____ PL•' 

:lr 
;eiJI,TS ----

,_TEXAS 77021 

1•VAUD 
~TV,AU) 

,_OlJSPUN(fij 

DRUG 
CATEGORV :, 

--·--'1/EHICI,I; OAMAQ!ii RATING 

N..'l 
HEt 

ST LIC!.\ ___ .:._=-: _____ Pun 

·r 
,1Jf_Ta 

LICENSE 
STATUS 

't-VN..tO 

~·NQfYA&,I() 

~\JISPENOE.} 

'· ORUO 
---- CAT'EGORV • 

TEXAS 77021 

... _veHICLE OAIIIAGE RATING 

POWER UNES AND POLE Jt\SPER·NEWTON ELEC. 812 S. MARGARET KIRBYVIL 
011JiiiiC.TS. fii.M16 I>NO AOI)RE68 OF OWNER 

!:\L_ -="""'"2:ii:S=-
FEer FROM CURB 

~ YOUR OPINION. 010 TH~ CRASH RE&UL T IN AT ~EAST$ t ,COD,OO DA!olAGE TO M'Y ONE PERSON'S ~OPER'N? IXJVI;SONO 

CHAAGES FILEO 

NAMe SALTER, CHARLES ANTHONY eHARGE UNSAFE SPEED ----CITATION# ___ T ~ 

NAME CHAR.OE CITATION# 

11M!! NOTIFIED 
OFCRAclr1 41~(09 6:34PM HOW NEWTUN 5.0. 

TIME .. RII!I\IEO 
4[24[09 AT seeM:! 6:· 

OATEOfl 
REPORT --- .. " 

l'YPEO OR PRINToD 
MICHAEL L.. JOHNSON I~ 11403 ACENCY DPS[HP NAME OF INV!!S'(IGATOR DISTIAREA 2807 

p 002 
@ 002/005 

g01111CA-l 
tJteoo.(X).Iggl 
fGQO.E!."Cl 

PAGE .J.. 0~ _1_ 

JOQ 

s ~ NO SPEEO 
s rn NO LIMIT -..ZQ_ 

;1 0 NO BP<iED 
~ 0 NO I.IMrT -
IDE 30.31233 

TUDE ·93.79483 

M ,,-..en,1ta::.r.~ 

M OA MJON!I!Wif. JOab.TfJ 

EREO VEHICLE OVES 
'3HT {!)NQ 

~s• 
e 

"-K• 

•·CAN-;;_u;;;~M!!O 
5-t.XPIRaD 

UR&VQKEO &UNI<NOw'H 

"Of!CI(UQ.IIUIASDPI.JIM!IjtWKfA1Niil 

3-RD-4 

REO \fl;HIC~t; DYES 
HT [!jl>lc.l 

5E 

~-c.AN~~:-:~NIEO 
!oEXPIA£C 

-"1!...01<110 (l.UN•frlo'0'4NN 

Jf: CICICIC~ P!IIAII4411PLMI tlll.wt*"'fAiiC' 

3-liD-4 

$4500 
DAMAGC t.il;TIMA.TI; 

f 

09360FVJ003 

4/24/09 

~5~01<T [!l Y~S 
;QMPLETE 0 NO 

EPAH0042001741 

(b) (4)

(b) (4)

(b) (4)

(b) (4) (b) (4)

(b) (4)



Rx Date/Time RPR-29-2009(WED) 
0 ~. 12912009 o3 : 4o FAX 14093847016 

~aff'I'ICAV 

IRfY.~l 

SEATPOSJnO~ SOLICI'TATION 

14:32 1409384701& 
JASPER CO SHERIFF 

... 
EJECTeD RESTRAINT uSeD AIR9AG ELM!i USE 

p 003 
[4]003/005 

INJURY SEVERrf'i!-
·~'-.e"' lof"fO\Il!;W\l'l,f.rt' INOCof!IT'UJ A JI!RDOH'A OI!!SI"e TO lllf.Ct!M: CON1"11;f tt!ICW .. ,... 
P...OoT« .... 0-l'tf~O SIA¥ ~(NTUQ Pt;G8(>NG Sll(l(lf«<Of'Q.~nA\. !I .. P\~YMt:Nf Atl'oft .... e., 
~"""'"'"" D-l'HROU.JrrltiQfi.r 'JU!IA'T'TO't'NI:''f, CH,.O...,ACTQA', loHYGIOIAH, ~ftOIS.Oll, 1/<ttS."NII'fW, 
f--s!OOI'oiDIS.AtlUT PftiVA'n 1~&710ATOR. gR M'f' Of'1flll PISQQQII 

'4MOlA~ft6t~.St.T 
~..l~lli!Ql,1Q#A..'I 

~ .. IIILT~T 

,....,., ·-· lOtr«:ft 

ft IJUAf !.NOT ~.t4.D 
..t«)fQII"l..fiO ,..,..,.._..,.....,. 

l·WOIIN,t.J 
WCUtfii,J[ 

-.IN 

tAQIO 
.""-""0<0 :- ~ ... lWQ..,IIJJl'( 

&lllt.latc.v'.wf.41.mQ~ --· ~'-'U &Qtl.DIIA'. rQ«J ~NIO 

~-==~=If 1t.e\lrsos.~e: IA«lii~~QitOO.. \.ttOC:.hiDtf) 8T ~ M1Jlll"f4 CAAC' ~~AT,P~t\4~ 
U.fJNltMr;MN ~I;GVUTtlAV AG!HCT ('r~~ ..... W0$0..Cm ~DS~l.IM\NC!!WN 

~ l:fleP'\.O\'U),41Qt. 

D!P\.Cff!Q..Ii71'JCA: 

'""""""' --· ·--· . ..,....,""""" 
·-~ ~-----0 ............... ... 

wlOIN\:0 DUE TO ffiYES 
OISAI!llNG DAMAGE 0 NO VEHICli; REM0\11;0 TO 16527 S.H. 62 ORANGE, TEXAS 7763;~. 

~UX'S WRECKER SERVICE 
-(409J 886-0007 

OOI!oC\I!.rr:.-u.oA.-..4QNALL«Q..f"NIT't~.~.dll'tltNalft;UDCC,.,.t;,J10Jtl~• • --· ..... ...... - lrfl NOT ,.-QaNtT TC~ ADQJrtSR,t; LM.RN XIUSP Of ~qO ... ... UOII"f - ... ,....,., 
"""' 

flAM!: jl,~l'. ''"liT· .,., AOOAttJB --· 
1 1 SALTER CHARLES A. .. 4 48 M N 1 N 1 
2 

-·· 
3 

·-- . 
4 

--- -
8 ... -

WTOWeo DUE,.O I!JYES 
OISABLINO DAMJ\GE 0 !ojQ VEHIClE A~D TO 16527 S.H. 62 ORA!IIG§ TeXAS 77630 -·-

I IX'S WRfCKER SERVlCE 
. (409.1886~007 

GlU!E 
av ... 

rftiDATAONM.t.~~C.ro&mOie.ftf&niAIJtti"UIMD,atC,~Wtt. .,.,. tlf&T ...,.,..,. IIMJ't~10~~~5UM..IIII'iJLUtDOA~ 

~.MI .............. ADOIU!.M 

.. ~'""' - ... 
...__ 

... -
6 

-
7 ... . 
a ... 
9 

-·· -
10 ... . 

PliO~~M...MI)T, ~~I"QI51JA1,111!BNCJTfN M(7TOA Vllll~t _.,. 
cotrf&'r,l!l\i,. I:A8iMl.'l'V AlAMt (I.NJT, £:1A8T,Mil AOORESS 

. , 
""""' .... ... 1-u..-c<lllO .. QIH(>. '""" 

-"'!G.IIH.~ .._tl.A.lll --~lloltiW "1eul 
t'41f(IN' l-"'lrN ... -

--· . 
... . 

OISPOSinoN 01' t<JUED OR INJUReD t;J SHOW I~ AM&UlANCE US 

.,_ l'Ak!.NlO •• '"" t•lfft~ 
-~~Am~a. aOS:9tt!DON& 
I If ,taG DRNIS!'f 1ltN~DPOIZT!b roA. ... -- 'fq!A1UGt(l' 

... -- 0 
··- --
... -

COM"Li;TE THIS Sfi1CTION IF PERSON KJLLEO (lr o """'" ur OCCIIPGnt diN within ~0 dsy• at tile crash. PIN•• "'""~"'" thiO e,.o and malltou e "'' tul --- -
I!EMO I bAll:~CEAn. nw:Cf!;CI!Ant m! ... G.Altoet(ll.f.'not l\JM!~OIIA.lk !'te,. IIOT11QO'C.,..,. 1111t <I"' nurQilQEA'f)( 

.. 

! ··- -
IN\I'U.T'OII'ra:r'AN~Aolm'«'OPI .. ~ OJW""-T ~OfloTTAC.M ~8M!!'ft'i;WHCC$ ... l'J DIAGRAM 

UNIT #1 ANO ITS TOWED UNIT #2 WERE NB ON S.H. 87. #l CAME 8=ft AROUND A SHARP CURVE AT AN UNSAFE SPEED AND WENT OFF TO THE 
RIGHT SIDE OF THE ROADWAY. 8011-t UNITS lURNED OVER ONTO 

; QT~IC)ID 

A.fW&tlO.~COTI'Oil<IIIE»AH 
wa:. Nat.. -onleRi.GtwiRIID , 

I I 

lHElR RIGHT SIDES AND SUD SEVERAL HUNDRED FEET. AN UNKNOWN 
PART OF #1 AND/OR #2 STRUCK A COUPLE OF UTIUTY POlES AND lr t 
DAMAGE SEVERAL HUNDRED FEET OF POWER UNES. - s .... ,, - I 

·~,io.. 

WITNESSES: 
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Rx Date/Time RPR-29-2009(WED) 14:32 ld0938d70lo 
Q4!29/2009 03:41 FAX 14093847016 JASPER CO SHERIFF 

Commercial Motor Vehicle Enforcement Supplement to the 
Texas Peace Officer's Crash Repc:•rt 

Questions? Call: 512/486-5780 

P ooa 
I4J 004/005 

~ormCR..,JC 

(~ev.DfJO&) 
(cOSO•EPC) 
P.egt~J of4 

!!) 10,001 LBS. OR MORE 00 HAZARDOUS MATERIAL 0 9 OR MORE ~·.t.SS~MGER CAPACITV (DRIVE~ I ~CLUDED) 
uo 

CRASH INFORMATION 

1.COUNiY NEWTON 2. CITY OR TOWN DEWEYVILLE .. 

3.ROAD ON WHICH CRASH OCCURRED S.H.87 
BlOCKII SmEET OR llOAO NAME ROI;i· 

4.DATE OF CRASH APRIL24,2009 5.HOUR 6;31 
.. 

DRIVER INFORMA'OON 

LOC# 

ORI# TX 1760,) 
DPS# 

ROADWAY ACCE: 

1-FULL.\ 

2-PARTl' 

3-NOA(( 

6.NAME SALTERt CHARLES ANTHONY 7.DRIVERUC O:NSECLASS .. 
CARRieR INFORNIAllON 

S.VEHrCLe OPERATION [X) INTeRSTATE COMMERCE 0JNTRASTATE COMMERCE 0 NOTINCC: MMERCE 0GOVeRNMENl 

9.CARRIER'S CORPORATE NAME CES ENVIRONMENTAL -
10.CA~RIER'S PRIMAI<V ADDRESS 4904 GRIGGS RD. HOUST'ONt TEXAS 77021 

NUMI3ER STI'<EET crr'l- STAT!: 

11.CARRIER ID TYPE 0 ICC !!)US DOT 0 TXDOT QOTHER 0 NONE ·f! !.CARRIER 10 NUMBER .. 
MOTOR VEHICLE INFoRMATION 

)0 

s 
:CESS CON'rROL 

·_ACCESS 

ess 

4-0 
5-M 

6-UNK 

::JP!:RSONAl 

ZIP 

869392 

13.UNIT NUMBER ON CR6-:3 014.LICENSE PLATE 
\'fAR Sl'AT~ NUM8im" 

15.GRO!i~ 

REGISTI:Ii:l 
i VEHICLE WEIG~T RATiNG (GW ~ 
;o GROSS YeHICLE WEIGHT (RG I 

:) 0 
80000 M 00 

16. VEHICLE TYPE 

0 
I-PASSENGER CAR (ONLY IF VEHICLE DISPLAYS HM PlACARDS) 
2-uGHT TRUCK (ONLY IF VEHICI..E DISPLAYS HM PLACARDS) 
3-6US (SEATS f<lR 9-15 PEOPLE, INCLUDING DIUVER) 
4-SUS (SEATS f<lR > 15 PEOPLE, INO.UOING DRIVER) 
S-SINGLE UNIT TRUCK (2 AXLES, 6 TIRES) 

. 
7·TRUCK TRAILER 
B· TRUCK TRACTOR {BOBT1 l,[l) 

ILER 
I.ER. 

9·1RACTOTV'SEI'IIITRAIL.Eio: 
10·-mACTOrv'OOUBLe TRII 
11·TAACTOR/TRIPLE wr 

6-SINGLE UNlT TRUCK {3 OR MORE AXLES) 99·UNKNOWN HEAVY -mu (I( OVER 10,000 LSS. (CANNOT< :LASSIFV) 

17.CARGOSODYSTVLE 

8 
1-8US (SEATS FOR 9-15 PEOPLE, INCLUDING DRIVER) 7-coNCRETE MlXE~ 
2-BUS (SEATS FOR > 15 PEOPLE, INQ.UOING DRIVER) S•AUTO TRANSPORTER 
3•VAN/ENCLOseD BOX 9·GARBARG!'/ReFUSE 
4-CARGO TANK 10-GRAIN, CHIPS, GRAVEL 
S·FlATBEO 1l•POI.E 

!lS-O'niER 

6-0UMP 12-NOT APPUCABI£ 

18.HAZARDOUS MATERIAL 

~ YES 

TRANSPORTING PLACAROABL.E HAZAR.OOUS MATERIAL 0 NO HAZARDOUS MATi:RIAL RE 
rES 

fQO NO INClUO~ f:U&e. 
FltOM Tlfli VEHICI.i! ,uq~ 
fM~I 

'10 
00 

l.~EO OR. SPILLED 0 
1 DIGIT CLASS# [!] 4 DIGITID# (!]0 l!J @) 1 DIGIT CLASS# [BJ 4 OIGrr r C•# OJ 6J 00 [Q . 

TRAIUR NUMBER 1 INFORMATION TR liU!RTYPE 

19.LICENSE PLATE 09 TX W38688 20.G~OSS VEHICLE WEIGHT RATING {GVWR) 
VEAA STATE NUMI!ER REGISTERED GROSS VeHICLE WEIGHT (RGVW) 

" . 1-f'Ull TRAILER 
2-SEMl TRAILER 

- 3-POLE TRAILER 
D [i oo __ o __ 

TRAI~ NIJMBER 21NFORMATION . TR. \LERTVPE 

21.1..1CENSE PlATE ~:.!.GROSS VEHICLE WEIGHi RATING (GWVR) 

"'""" $TA1"E NIJMBI!R REGISTERED GROSS VEHICLE WEIGHT (RGVW) 

. 
1-F'IJLl TRAILER 
2-SEMI TRAIL5R 

J ;!.POLE 1"RAILER 
D [ o __ _ 

. 
23.SEQUENCES OF EVENT'S - UNIT 1 

iEQ1 $1!~2 Be:Cl3 SEQ4 
i 3ER OF AXLE:$ 24. TOTAL NUl 

mrn DO I 
1-NONCOLliSION; RAN OFF ROAD !a-COLLISION INVO~VING PEDESTRIAN 
2•NONCOUISION: JACKKNII'E 13.C0Lti$10N IN VOl \liNG MOTOR l!eHICLE IN TRANsPORT ~S. TOTAL NUl A 3ER OF TIRES 
3-NONCOI..USION; OVERTURN (ROLLOWVC'R) 14-COLLISION IN\/01.\/ING PARKED MOTOR VEHICLE 
4-NONCOLLISION; DOWNHILL RUNAWAY 1 >COLLISION INVOWING TRAIN 
5-NONCOLUSON: CARGO LOSS OR SHIFT 18-COLLISION INVOLVING PEOA!.CYCLE ~ 
6-NONCOLLISON: EXPLOSt()lll OR FIRE 17·COI.l.ISION INVOLVING AN ANIMAL 
7·NONC0Ll.ISON: SEPERAnON OF UNITS IS-COLLISION INVOLVING A FIXED OBJECT 
S..NONCOLL!SON; CROSS MEOIANICENTERUNE 19-COLUSION WITH WORK ZONE MAINTENANCE EQUIPMENT 
9-NONCOLLISON: EQUIPMENT FAILURE 20·COLLIS10N WITI1 OTI•IER MOVABLE OBJECT 
10-NONCOLLISON: OTHER 21-COLliStON WITH UNKNOWN MOVABLE 09JeCT 
11-NONCOLLISON: UNKNOWN 98-0TH5R . 

26. OFFICER'S PRINTED NAME MICHAEL L JOHNSON DEPT. __ pPS/HP OA'I'E ; fl24f.2009 

EPAH0042001743 
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APR -29-2009(.WEO) 14:32 14093847016 
Rx Date/Time ER CO SHERIFF 

FAX 14093847016 JASP p4129/2009 03:41 

GENERAl 

p 005 
141005/005 

A SafJilrate commerc:ial supplement Is to be completed on eacn commf!rciel motor vehiCle Involved In a motor v••r tete cra~tl. Thl'> supplement( a) n ,, rat be att3CI'Ied to the 
basic peace officer's crash repo". A commercial motor vehiclt! for supplemental reporting Is defined as: 

1. Any motor vehle/e or towed vehicle with a Gross Veh(c~ Welgnt Rating (G'IMIR) or 11 Registered Gross Vet·,Jt:le Weight (RGVW), whictlever ~ 
greeter. of 10.001 ll)s. or more. or any combination of vehldes whel'!! the Gross Combined Weigllt ReHng (CiCWR) Ill tile total RGWI/ Of the(.( mblnatlon 
i$ 10.001 lbs. or more. . 

~ .1 GlfWR and RGVW are both defln&d as the welgl!t of the tully equipped vehicle piua Its net certying capat; :y. lhe GCWR Is the combined 1 eight 
rating of a motor vehicle and a towea unlt(s). On occasion, 1119 G\/WR and the RGVW will differ. ln thosr;• :;ltuetlons. the gn3ater weight va.l ~will 
be used to determine If this fonn muat be completed. 

1.2 The GVWR or a motor vehicle nonnslly can t>e found on en lnform3tlon plate on the driver's Cloer or csoor p1>£\. The GVWR. of e trailer nom< lly 
can be founcl on an information plate near the front tart portion or the trailer. If the ~ehlcle does not have ;Julnformetlon plate or It is Jllegll:lh:, use 
RGVW. For combination ortol<en tfl:lilers. see 1.8 below. 

, .3 On vehicles reglatereel in Texas. the RGVW Is shown on t11e rngistration receipt under "gross weight." Co ·r.merclel motor vel'llclee are reQI.lrl od to 
ceny the registration receipt. · 

1.4 In the event tl'le registration receipt Is not evauable, ~GWJ can normally be O!)tatnea bye c:ompletll reglslllltlon check. Exception: If the ve.1 ~le 

hae exMlpt Hcense plates (I.e. ownea by a government entity) no RGVW witt be shown. In those Instance:; GVWR must be used. 
1.5 If GVWR Is used to del~tnllne the need to complete this wpplement, GVWR lot t'>e motor vehicle enel ea•:lt trailer(s) must be obtained end 

ohown in the appropriate blank(s). 
1,6 If RGVII\t iS use<! to determine the nee!! to c:omplete this supplement the RGVW should be obtained for Sil~i, motor vel"ticle and trailer In 

tile comDinatlon unless the comDinatlon Is regJstared as a comblnatlonlblken vehicle cr as en apportlOMII vehicle. In those situation$ the 

lla!nae plates win indicate combination/token or apportioned. It tha vehicle Is reglste~ as a comlllna!lonll;hen or apportioned vehicle. tile 1 '' •tire 
registered gross welght wJH be &llown on the power unit and the mtller wlll not cany a RGWV. In those inslll ,,cas, sllow the RGVW of the co 1 blnation 
In the power unit and show zero (0} on tile traller(s). 

1, 7 RG\M/ for out-of-atate vehicles and tralter(s) may be obtained from registration Meelpts ltsued by the lleen ;;lng state, tempofl:lry permits. eat 
cards or other documents or as In 1.4 above. 

2. Any bus. Wflich shall Include every motor vehicle with a seating capaeiiY of nine (9} or more paeeengen> (InCluding the driver) and ueeti for the 
!nii'ISporta!lon of persons. The seating cepaclly ot a llus (excluding sChool buses) sllaU be determined by allowill~l one ( 1) passenger rar eacl"t afxt! 9n 
(16) incl'lea of seat space. The seating capacity of a sc:hool bus shall be determined by allowing one (1) passen1W for eaCh thll1een(13) Inches of 
seat spec:e. 

3, Any motor vehicle hauling hazardous matetia!S wttidl IS required to be plecal'lled undar the Haardou& Material;, Transportation Ac:l. 

INSTRUCTIONS FOR COMPLETION OF I'ORM CR6·3C 
Detailed Instructions for completion of this $Upplement are Included in the Instructions to Polic:& for Re~·:•rtlng Crashes. 
Check Boxes·(Top of Raport) 

Check appropriate box Indicating if the vehlele was over 10.001 pounds, Ha~rdous Materlat(s), or 6 or mor8 passenQE!.' capacilv (drlver Included). MorE 
thEill one box may be checked. 
RoiiCIWay Aeeo&s. Code the access control charaeterlslies wtllell best llet.cribes tl'le roaelwey which lhe vehicle was M•'i9ling on at the lima at the orael . 
Full Access Control· Is an expl'!!~sway or freeWay where !tit! only means of entry to or exit rrom lhe roadway Ia by ramp! ::onnecllng to other streets or hi llwsys. 
No Access Control- IS a weet or highway where driveways provide access to and egress from a<ljac:ent properties and ~.1'lere cm!io streets interst!!Ct 
at a grade. Panlal Access Control· is a stl'l9et or lllgl"tway wnich does not clearly fit the above <lalinltlons. 
CRASH INFORMAllON (Items 1·5) 
Complete tl'le information In this section exactly as SllOwn on the ~sic report (CRS.3), 
DRIVeR INFORMAnoN (ltenla 6-7) 
Ccmpte!e items 5 alliS 7 exactly aa shown on the Dasic report (CRB-3). 
CARRIEk INFORMATION (lt11ms 8·12) 
Indicate wlleth&( the oper.~tion of the commercial motor vanicle at the time of tt>is crash Is defined as an Jn~Grnta!e. lntfl:l.iUI!e. government or ll"rsonat oP,>1 >~ion. 
An interstate operation Is one wh- the tra~po<1atlon Or tt>e property anglnated In one atate or covntry and passed thf<<~IJh or tarminated in another 
stllte or countly. Art. lnttastate oper$11on is one Where the transportation or the prol)$rty did not cross a state or intematlo>J ;11 Dount111ry. The bill of lacing or l in 
lind deellnation infonnatton may be one source avellallle to make this detesmlnation. Government and P915onal use will t•9 determined tl"trough lnvestlgat c n. 
Indicate \t1e Carner's corporate name and primary business address in items 9 ena 10. The Carrier Is defined as the entlll responalbfe for the operation 
of Ill!! vehiCle at the time or tile creslt Th~ may be the aclual owner of the vehiCle or the lessee. lhe information snould lltalch Owner/Lessee shown 
on the CRB-3. Sl"ttw the type of canier ldentl!icsllon by checking the appropriate box In ilem 11. Show the tO number In l;um 12, If applicable. 
MOTOR VEHICLE INFORMATION (Items 13-t8) 
Enter the imit number from the CRB-3 for this motor velllcle in Item 13. Show t11e registration year, state and number In limn 14. Einter the GVWR 5nd 
RGVW as applicaDieln Item 15. lndlcete whlcn. GVWR orR.GWJ. by checking the sppropnete box. 
lndicetethe·<tpl)ropriete number in the box for Venlele Type in Item 16. 
Indicate the awroPrlate number in the box for Cargo 8ody Stylfl In Item 17. 
Indicate by checking the appropriate boll' In ilem 7 e whether this vehicle is haUling hazardou$ matsrlei(S). If yes. enter tile ·~13llS and 10 numbers or the 118Z< r 10\IS 
matesfal(s) being transported. Indicate Oy checklng the appropriate box w!lelher hazardous materi01ls were released (spUIE<i, discharge<!, etc.) The 
dess aod 10 numbers shoul11 be obtained from the bill of lading or ohipplng papers. If unavailable, tne class and iO numbtln mav be taken from the ptacarc. 
Toe Class may be lOCated In the lower comer of the diamond snaped p~csrd. TheiD numbers m9Y be loc!ltsd on the plewra or on in orange !abel 
near the placard. (REFER iO DETAILED INSTRUCTIONS). 
TRAILER NUMBER 1 & 2 tNPORMATION (Item 19-U) 
If the commercial motor vehicle reported on this supplement Is towing one trelter. complete 1mller number 1 sec:llon only. It t:•wlng :Z trailers. complete both 
trailer number 1 and 2 sections. 
Indicate the registration year. stat$. and number in Item 19, and if applicable llf!m 2t. Show the GVWP.. or RGIIW in item 2!1 .3nd, tr applicsble. item 22. 
Indicate which. GVWR. or RGVW by cheelling the appropriate box. 

Indicate the approprii:lte number in the r>ox fur Tr3t!er Type (Item :zo. and if ~pplicabre. item :U). 
Indicate Sequence of !Ovants (ltom 23). lncticare the order end type or crash e11ents which occurred involving this vehicle. 
Indicate tho Total Number of Axle$ (Item Z4). Indicate the lntil! number of axles on the motor vehicle. (Oo not lncludelraii.£r <'!xlas) 

lndlellte the Total Number of Tl~ (ttam 26), todicilte the total number or tires on the motor vehlc~. (Oo not incluoe trailer tires) 
The porson completing thl!i supplgment should print name, show dopartment and lha dare this supptemenl was pr<>J•&r&d in Item 26. 

EPAH0042001744 



04/29/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 
pthangudu@cesenvironmental.com 

Notification Confirming Receipt of Claim 

Date of Injury: 04/24/2009 
Injured Worker: SALTER, CHARLES A 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy ofthe infonnation you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim infonnation to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a 
second Employee Acknowledgement of Workers' Compensation Network Fonn signed by the injured worker. Please 
submit a copy of the signed, second acknowledgement fonn to Texas Mutual Insurance Company. You can find a copy of 
the form online at www.texasmutual.com/hcn/hcn.shtm 

Below please find infonnation that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m. -5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scrip net: 
Call: (888) 880-8562 
www .scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workers/iwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www .texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m.- 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary infonnation 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001745 
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Claim Number: 99K0000568434 

Notification Date: 04/29/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: 
SSN: 
Mailing 

CHARLES A SALTER 
XXX-XX  

Address:  

County:  

Physical 
Address:  

County: MOBILE 

Home Phone:  
Date of Birth:  
Marital Status: Unknown 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: 
Tax ID: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date oflnjury: 04/24/2009 Time: 18:45 

Date Reported: 04/24/2009 

Fax: 

Nature of Injury: UNKNOWN/NOT REPORTED 

Cause of Injury: MOTOR VEHICLE-VEHICLE 
UPSET 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

No 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 
Address: 

4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: DRIVER 
Hire Date:  
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 
No 
00/00/0000 
00/00/0000 

Hours/Week: Days/Week: 

Fax:(713)676-1676 

Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: BO CUMBERLAND 
Phone: Ext: 

PREPARER OF REPORT 

Name: PRABHAKAR R THANGUDU 
Phone: (713)676-1460 Ext: Fax: (713)676-1673 
Email: pthangudu@cesenvironmental.com 

INJURY INFORMATION 
Address Where Injury Occurred: 
87NHWY 
TX 

County: 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

NO INJURIES. TRUCK TURNED OVER WHEN HE WAS MAKING A SHARP TURN. 

EPAH0042001746 
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AIU HOLDINGS INC 
P.O. BOX 2017 
JERSEY CITY NJ 07303-2017 

ABOVE ADDRESS ONL V FOR RETURNS 

Remittance -

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS RD 
HOUSTON 
TX 77021 

COMMERCE AND INDUSTRY INSURANCE CO. 

Insured: CES ENVIRONMENTAL SERVICES INC 
Claimant: CES ENVIRONMENTAL SERVICES INC 
Producer: 

REMAINDER AFTER TRUCK PAY OFF 

Policy. Claim Sym. DOL Typ S 

000005062132  01 04/24/2009. IND 0 

No.: 10426424 
RFP No.: 00335498 

07/1·7/2009 

Claim Office: 684 

Amount 

$338.33 

Use file # 684-00275583 on all correspondence, for prompt processing. 
For check information call: 800-242-2987 

COMMERCE AND INDUSTRY INSURANCE CO. 

00335498 

PAY 

TO 
THE 
ORDER 
OF 

Claim No.:  
< REMAINDER ;;AFI£ER TRUCK'i,:PAY::·,:():p:p,, · 

JPMORGAN CHASE BANK, N.A. 
SYRACUSE NY 

Check No.: 10426424 
07/17/2009 

AUTHORIZED SIGNATURE........_. 

EPAH0042001747 

(b) (4)

(b) (4)

(b) (4)



Send to workers' compensation carrier: 
CLAIM# qq K 0 ()tJ {) 66g4 3Lj 

(Name and fax number of carrier) CARRIER'S CLAIM# ------'--------

D Initial D Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

Date of Injury: 

D As of today's date, the employee is not back at work. OR 
D The employee returned to work on and is working: 

D without restriction. OR 
D with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable owe rules can be found at www.tdi.state.tx.us 

I HEREBY CERTIFY THAT wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I that king a misrepresentation about a workers' 

that can and/or 

Date: 

ull-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

[J Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 

[J Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 

[] Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 

[J Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 
[] Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

[J Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

[] Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

The wage information on this form is for: 

~he Injured Employee OR [J A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 

DWC FORM-3 (Rev. 10/05) Page I II ~ 111111111111 ~ II II DIVISION OF WORKERS' COMPENSATION 

EPAH0042001748 

(b) (4)

(b) (4)

(b) (4)

(b) (4)
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-The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

TO DATE: 

# HOURS WORKED: 

GROSS WAGES 
EARNED: 

Date Benefit 
Suspended 

• • (if suspended) 
~- ~- ~· ·-

v 
v 

DWC FORM-3 (Rev. 10/05) Page 2 11111111111111111 DIVISION OF WORKERS' COMPENSATION 
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To: 

CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
From: Prabhakar R. Thangudu 

Mobile: (281) 433-9792 

Email: pthangudu@cesenvironmental.com 

Fax: 2t E:f - ? &9q Pages: 

1- l]/l ~ ~--

Phone: Date: 

EPAH0042001750 

(b) (4)



Date 

04/25/09 

04/25/09 

04/25/09 

04/25/09 

04/25/09 

CES 
4904 GRIGGS RD 

Tower Medical Center of Nederland 
2100 Hwv. 365 

Nederland, TX 77627 

05/05/2009 
Invoice #161 

HOUSTON, TX 77021 

POS Code 

11 99082 

11 5071 

11 4938 

PO NOTE 

PO NOTE 

Description 

MILEAGE 

DRUG SCREEN - DOT 

EST 

CHARLES SALTER417-88-5153 

1:51AM@ RENAISSANCE 

DONOTTURN 
INTO INSURANCE 

Page 1 of 1 

Amount 

$11.40 

$45.00 

$25.00 

Total for case (OS DB): $181.40 

r.::: ...-
~ .. ..,. ; ' . 

EPAH0042001751 



......... ---- -. -.. --- .. 
-·--~~----· ···--·-·-··--··------~---·~---~---------- --·-~·---~------···----- --·~---· ·--- ·---~-----~-·--·····- ---··-~·---- . --·--- -·-···---------- --- -- ... -···· ---··· ·- . ......... -·-~------~~-------····-·------- .- ---·----·-- - ---------------------·-----·-------

ONSITETESTING DEPARTMENT- .. ON-SITE BILLING • SHEET 

Total Hours 

1. ___ X $ 25.00 = $ __ _ 11. X$ 25.00 =$ 
Onsite Hours Price Charge , 

2._+)- X $100.00 =$I (!f) .. tr<J 
I . I 

Call Out Fee · Price (1st hour) Charge 

PFT Price Charge 

12. X$ 25.00 =$ 
FIT Price Charge 

3. ___ X $ 50.00 = $ __ _ 13. X$ 45.00 =$ 

4. X $ 150.00 =$ 14 .. ___ X$. ___ =$---.--
Doctor Call Out Price Charge Price Charge 

5. ;g_ X$ .60 =$ li·4D 
I 

15 .. ___ x $. ___ = $ __ _ 
, Mileage. Price Charge Price Charge 

6. X$ 10.00 =$ 
DS collection Price Charge 

7. X$ 25.00 =$~ 
Non DOTDS Price Charge 

·--~~ 

s. X$ 45.00 =$ Y-s-~oo TOTAL AMOUNT DUE $ lb \, Lt 0 
DOTDS Price Charge. 

9. X$ 30.00 =$ 
Stat OS Price Charge ;:u 

i 10. X$ 25.00 =sc':JfS, 
EBT Price Charge 

coMMENrs: · L-"'-a.."·\-e.s <;;c.....__l~ 

***COMPANY MUST PAYJN FULL. WE WILL NOT ACCEPT INSURANCE PAYMENT.*** 

Arrival Time: 
1/ K l ~ p_m Contact Signature:::::::-_::~=;t:·LQ.- ry-yJu.Ac__ ~. (/ 

Depart Time: ----- am I pm Contact Signature: ___________ __; _ ___;. ____ _ 

EPAH0042001752 

(b) (4)



1exasMutuar 
Insurance Company 

May4, 2009 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date of Injury: 
DWC#: 

 
CHARLES A SALTER 

 
C E S ENVIRONMENTAL SERVI 
04/24/2009 

Claim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3 800 

Fax (512) 224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 

·www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

181 DWC3 EMPLOYER'S WAGE STATEMENT (Ruie 128.2)- Please fax or email attachment or use the on-line version 
(www.texasmutual.com). 

OR 
0 DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

181 DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3) ·Please fax or email 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result ofthe injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, OR 
• The employee, after returning to work experiences an additional days(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

AND 

0 EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

0 COPY OF THE POST -ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995 ext. 2166. 

Sincerely, 

'1Jenise 1/avrina/ Me 

Denise Vavrina 
WORKERS' COMPENSATION SPEC II 

EPAH0042001753 

(b) (4)

(b) (4)



April 28, 2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn: GREG BOWMAN 

RE: Insured 
Carrier 

1 AIG Domestic Claims, Inc. 
Property/Casualty Division 
P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

:CBS ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 

Date of Loss 
Claim Number 

: 04/24/2009 
: 684-275583 

Date Reported 
Date Received 

: 04/27/2009 
: 04/27/2009 

This letter will confirm receipt of the above referenced claim. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 
Loss Location : HWY 87 EVADALE, TX 
Description of Loss : 1/V ROLLED OVER CAUSING DAMAGE AND SPILLOF PRODUCT FROM 

TRAILER 
Insured Driver : SALTER CHARLES 

RISK ANALYSIS INFORMATION· . 
Levell: 
Level2: 
Level3: 
Level4: 
LevelS: 
Level6: 

CLAIMANT INFORMATION: 
Symbol Name 

001 CES ENVIRONMENTAL SERVICES INC 
002 CES ENVIRONMENTAL SERVICES INC 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
JOHN RADDATZ 
CASUALTY SPEC. 
251-PC OVERLAND PARK, KS 
(913) 338-9310 
JOHN.RADDATZ@AIUHOLDINGS.COM 
Original 

MJC. 
009 
009 

EPAH0042001754 



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: From: Prabhakar R. Thangudu 

J)eVl,~JL \/avh(~  

Email: pthangudu@cesenvironmental.com 

Fax: Pages: 

Phone: Date: 

EPAH0042001755 

(b) (4)

(b) (4)



.',,, ?-

E'~ J't<)y~e i~knowh~4gmen t of Work~rs' Com pcllsation NctVI'ork 
.. -Ji . ~: .. . -, '". . . . ; . . . : ... : ' ; .. 

\ . ,. ~ ' ; . ·· . .< . ' . :~L.. -. -; .. . . . . '· 
I h~ve r~ceivedihform;~tioJ) thattdl~me how to.gethealth care under my employer's workers' 

. co]npensation ins~rap¢~:.. · ·· ·· · 

.Jf{ am hutt o~tl:lejo~nd 'li~e ina seryice area desifibed in this infon~jltiDn, }:understand that: 
. -.· .. ~: :· .·:·. : ;;. : . . .. ~. . : . ' ' . . '~ .'. . . . '' . : : : . - . . : . . . . . : . 

. · . i: I must clioos~<~tre~tingdoc;tor from the list of doctors in the network. Or, I may ask my 
HMOp~itmu·y *are::p)iysician\toagree to serve as my treating doctor. If I select1nyHMO 

• pritnary ca~e p~ysic.i~n as1~ytreating doctoi,J wi II call Texas Mutual at ( 800} 85 9• 5995, 
extension 2~8.Q:ftbno'iifyth~~ of; my choice. < · .· ·.. ·. . .· 

2. lJ11UStgb:tq ll'!~'tre~ting qopt~r fot all health care for my injury. lfl need a specialist; my 
treating doctorWiltrerer til~.) flneed eme~g~eqcy care, I may go anywhere. 

3, The insurancf~~rrier willp~y the treating do~tor and other network providers. 
· '4~ Imight have t~~[pay the bill ~lf;lget health care Ji·om someone othei'than a networkdoctor 

. without ri~twor~•.approvaL< ·.. .• .·· · . ·.. ·· . ·· , ... 
. !5, . Making a f~lsei~rf~a.udulehtworkers' compelJ~ation claim· is a crime that mayresu It in 

.· •.. /1 .. ·.· •.. ·.•··.• .. ~.···.··.,·· .. ··/·· .· ft·m.e•. s~.nd .. ·.•oj·r·;·i·m.· •. •.•.····.·~.:·i ... : .......... ·. i.·.·.s···o·· ... ·.·.n .. m.·.·. ·""'!__. n .. t .. ·~·.··.df .. \··.·~ ...... ; .. •.·.· . . .·.·· ·-. __ ·· .. · · (J;f:t?h1!efi ·>. ·'· ~· . .. :3~!6?f 
Date 

• ~' c . ';; i 

~:;~:ttt:l~;;;;t:;:jury: o#{~H /ZQ~) 

EPAH0042001756 
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~~~~~~~~~~~~~~~ -IND. XMT Journal- ~~~~~~~~~~~~~~~~ Date MAY-13-2009 ~~~~~ Time 12:04 ~~~~~~~~ 

Date/Time = MAY-13-2009 12:03 

Journal No. = 098 

Comm. Result = OK 

Page(s) = 002 

Duration = 00:00:38 

File No. = 160 

Mode = Memory Transmission 

Destination = 15122243889 

Received ID = 

Resolution = Fine 

-CES ENVIROMENTAL 

7137488664- ~~~~~~~~~ 

EPAH0042001757 



lexasMutuar 
Insurance Company 

April 30, 2009 

C E S ENVIRONMENTAL SERVICES I 

4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury: 

 
CHARLES A SALTER 

 
C E S ENVIRONMENTAL SERVICES I 
04/24/2009 

Dear C E S ENVIRONMENTAL SERVICES I, 

Claim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

I represent Texas Mutual Insurance Company for the above referenced workers' 
compensation claim. 

I have attempted to contact your office and was unable to reach you. Please contact me at 
your earliest convenience to discuss this claim. I can be reached at (800) 859-5995 ext. 
2166. Please disregard this notification if I have spoken with you prior to your r.eceiving 
this letter. 

Thank you for your kind attention to this matter. 

Sincerely, 

Denise Vavrina 
WORKERS' COMPENSATION SPEC II 

e~ "-n< ., ........ ~~·~··~ ~·- ~-

EPAH0042001758 
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1exasMutuar 
Insurance Company 

Claim & Information Services 

P.O. Box 12029 
Austin, TX 78711-2029 

1-800-859-5995 (512) 224-3800 

May 19,2009 

C E S ENVIRONMENTAL SERVICE 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Social Security #: 
Employee: 
Employer: 
Date of Injury: 

 
 

CHARLES A. SALTER 
C E S ENVIRONMENTAL SERVICE 
04/24/2009 

Dear C E S ENVIRONMENTAL SERVICE, 

Fax (512) 224-3889 

Please be advised that I am now handling the workers' compensation claim referenced above. 

Please contact me if, due to the injury, a change in work status occurs which results in a change in 
the employee's earnings. 

In addition, should you have any questions concerning this claim, please call me at 1-800-859-
5995 ext. 2121. I look forward to talking to you. 

Sincerely, 

Angie Balderas 
WORKERS' COMPENSATION SPEC II 

EPAH0042001759 

(b) (4)
(b) (4)



lexasMutuar 
Insurance Company 

May 15,2009 

Ms. Anisa Wright 
C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury: 
DWC#: 

 
CHARLES A. SALTER 

 
C E S ENVIRONMENTAL SERVI 
04/24/2009 

Dear C E S ENVIRONMENTAL SERVI, 

Claim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

Thank you for submitting the attached Wage Statement. We have reviewed the form and 
have found information that must be changed to meet the requirements of the Division.of 
Workers' Compensation. Please make the following corrections: 

The wages must go back 13 weeks prior to the date of injury, not including the week of 
the injury. If he worked less then 13 weeks and there is not a same/similar employee then 
we can use the wages that the employee earned. We show a date of hire of March 26, 
2009 for the employee. 

Under the nonpecuniary wage information you show you provided laundry and uniforms. 
Please provide the amounts paid each week and on the other side of form show when this 
stopped. 
Thank you for your prompt attention to this matter. If you have any questions, please call 
me at 1-800-859-5995 ext. 2166. 

Enclosure: Wage Statement 

EPAH0042001760 

(b) (4)

(b) (4)



· MAY-12-2009 12:37 CES ENVIROMENTAL 7137488664 P.002 
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CA!fRlER'S ClAIM# ---------

Send to worker&' compensation carrier: 

C1 Initial C Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rulea 
require an employer to provide an Employer's Wage Statement to Its worke111' 
cornpensallon Insurance carrier (carrier) and the claimant or the claimant's 
representative, If any .. The purpose of the form Is to provide the employee's 
wage Information to the carrier for calculallng the employee's Average Weekly 
Wage (AWN) to establish bene~ts due to the employee or a beneOclary. 

The AVI/W Is based on the wages the employee earned In the 13 weeks 
irm~edfalely preceding the date of injury (or lhe wage a slrnllar employee 
earned lflhe employee did not work the lul113-week period). •wag&i" Include 
all forms of refnunerellon payable to an employee for parsonal services, 
Including fringe benenls. To simplify Ollng, employers may me wages ·In a 
monthly, biweekly, or weekly manner aa dlacussed below. 

NOTE - An empluyer whu falls 'WIUtout good cause to timely file a complete 
wage alalement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exe\:led $500.00 fot an lnJUat 
offense and not to exceed $10,000.00 ror a repeated administrative violation. 

Cl As of today's. date, the employee Is not back at work. OR 
0 The employee returned to work on and is working: 

CJ without raetrictlon. OR 
· IJ with restrictions and Is earning wages of $ per 

weeklrnonth (circle one). 

NOTE- Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM·6) to report changes In Work Statu& and Post-Injury 
Earnings. 

i 
The employer shaH )timely tlle a complete wage statement In the form and 
manner prescribed by the Division. 

I 
(1) The wage statement shall be filed ("filed" means received) with the 
canler, the clalmanl; and the claimant's representative (If any) within 30 days 
of the earliest or: ! · . 

{A) the employee's elghlh day of disability; . 
(B) the date Ulf! employer Ia notlned that the employee is enUUed 10 
Income benefits; 1 
(C) the date or the employee's death as a result of a compensable Injury. 

I 
(2) The wage statement shall also be filed with lha Division within seven 
dsya of receiving a request from the Dhllslon (Only When Requested). 

(3) A subsequent wkge statement shan be filed with the carrier, employee, 
and the employee's representallve (If any) within seven days If any 
lnfonnaUon contaln~d on the previous wage statement changes (such as If 
the employer discontinues providing a nonpecuniary wage that was Initially 
continued after the dale of Injury). 

All applicable; DWC rules can be found at www.tdLstale.tx.us 

I HEREBY CERTIFY THAT wage statement is complete, accurate, and 
complies with ·the Texaa Workers' Compensation Act and applicable · 
and the listed wages Include all pecuniary and nonpecuniary wages 
(earned In) the 13 Yieeks prior to the date of Injury (as described on 
and I a about a 

'-;{:...::.;:.:::.:..:.:;;::;:,;.;-·-·" ..•• and/Or lm~ori!U'InmoAnl 

Date: 

employee who regularly works at 
30 hours per week and whose sChedule Ia 

comparable lo other amployaea of the company 
and/or other employees In the sante business or 
vicinity who are considered run-lime. 

C Part-time: Ragular Courae of Con~uct: 
employee whose work history ror the 12-m!)nth 
period preceding lhe Injury shows the person ,only 

0 Minor: employee less than 18 
and not emancipated by marriage or 
action who Is also an apprentice. trainee 
student. 

C Seasonal: employee who as regular course of 
conduct engages In seasonal or cyclical 
employment that may or may not be agricultural In 
nature end that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The )Yaga Information on this ronn Ia for: 

worked part·tlme during that period. ; 
C Part-tim&: Not Rogular course of Conduct: 
employee whose work history for the 12-mpnth 
period preceding the Injury shoWs part-time and full 
lime work during that period. ; 
Cl Apprantlco: employee who ls Ieeming a s~llled 
trade or art by pracUcat experience undar; the 
dlrecUon of a skilled crafts person or artisan. ' 

C Student: employee enrolled In a course 
study In high school, college or other Institute 
hlgllGr educauon or technical training. 

C Trainee: employet~ undergoing avstenmtl~ 
instruction and practice In aome 
profession With a view towards oroiBclent!ll 

If the employee was ,not employed for 13 conllnuous weeks before 

fiJ" Tho Injured Employee OR [] A Similar Employae (NOTE - If 
requested by the Division, the employer shell ldenllfy the similar employee 
whose wages were provided.) 

or Injury, report the ,wages of an employee who has training, exorArll~nce. 
skills & wages cornparable to the Injured employee AND who """'"rn"'"' 
services/tasks comparable In nature and In number of houra. If no similar 
emptoylio exlattl, report the limited avallabta wages earned by the 
Injured umployoo prior Ia the InJury. 

NOTE TO INJURED EMPLOYEE - If you were InJured on or after 711102, and heel employment wllh more lhan one employer on the dale or InJury, you can 
provide your Insurance carrier wllll wseo Jntonnotlon from your other employment for tho canler to Include In your AWVII and this may affect your benelll&: 
Contact our carrier for addlllonallnformallon or call the Division at 800 252-7031. You can also read rula122.5 at www.tdl.utate.tx.us. 

EPAH0042001761 

(b) (4)

(b) (4)

(b) (4)

(b) (4)
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-The employer shall report all wages earned In the 13 ~eeks i,;~;,iatel; ;;;cedl~g ~e-!d~te.of Injury. If the ;;n~l~yee '~ 'i:aid ~~-;"onthly or ~mi-monthly basis, the I 
employer may provide wages for the 3 months prei::ecting the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee Is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting ti~frames with the employer's natural pay cycle. However, the employer shaH 
not report wages earned on or after the dale of injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweeklY earnings, use the first 7 Period Columns. In all eases, indicate the dates that each period covers. 
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------------~--~--~~---~--~--·~--~-~· . 
CUSTODY AND CONTROL FORM 

(DO NOT USE THIS FORM FOR D.O.T. COLLECTIONS) 

3177'99297 
ADVANCED TOXICOLOGY NETWORK, 

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE 3560 Air Center Cove, Memphis, TN 38118 (888)222-4894 

A. Employer Name, Address, 1.0. No. 

~I i / (J (';.-,''):-\ .. .,.~~. ,__·.:;· 

f 
I' / 

B. MRO Name, Address, Phone and Fax No. 

:rb:~wsr1tlt\I~i ;:' £i{ID 
~~r·.~ . A 

. > ··.·.'1 .,-:;., -.·~ 'J ' I~ i 

C. Donor Information Note: Donor must sign HIPAA authorization on back of copy 1 

SSN 

First 
Name J . ,,. r:. 

~ t.~ 

D. Results Review 

E. Reason for Test 

, D Pre-employment D Random 
~"'Post Accident D Post Injury 

D Reasonable Suspicion/Cause 
D Return to Duty D Follow-up 

Last 
Name D Other (specify):-------------------

Alt. 
ID 

Donor 
Phone 

(Daytime) 

Donor 
Phone 

(Evening) 

Donor Certification: 

(optional) 

(optional) 

I certify that I provided my urine specimen to the collector; that I have not 
adulterated it in any manner; that each specimen bottle used was sealed with a 
tamper-evident seal in my presence; and that the information provided on this 
form and on the label affixed to each specimen bottle is correct. 

X 

G. 

/) ~7c)? ()?j 
Date {MMIDD/YY) 

Ct"::i,t~Y.:~~iN~t1~A MJ:nlC~Kt. r.;zr:r~·T.E:R:S 

~.!J9 09 :r-1D !!:J!.S 'i" :t'~F:EE:~ii.i\.'f 
:Y.lOtn~~~,;:w; ~~ tf~i: 1''1. n ':t .9 

STEP 2: · CQ!YWLETED BY COLLECTOR 

F.:.f<!?~~~~erf;;~~ HC:'iJ:J;if:f,;; ~.(l i<.!l;.ilii~~. 
r Jlfl0(1~ .D.~'v'{~; -:~!:} 

I 610.0 t !~~··.t·~:·n?-~~ ~ " :;~:!.~(t.:c. gJ\N:~.t~ f.b ~ l,J 1 

f J ~Lr:~.HJ'~~ ;?:~~-',.<:::r~~f;t·tc~t, ·:.1F.ti .. ~~~:·.e # (J~:e :-t 4'· G.~~ 

:( }. ~ 1~~{1 ~-~; t:l}t~JB ~:,,~~1.f~t~~·;N ~ ~: ~~F~:_~1Htit 

Site ID # 

Read specill\en t~r~e within 4 minutes. Is temperature between 
90° and 100° F? _jf"YES 0 NO, enter remarks I 

Specil"',lejJ..$ollection: 
~....-1J Single 

REMARKS,;,, 

STEP 3: C_olleetor affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). 
STEP 4: BH/IIIN OF CUSTODY -INITIATE0 BY.C.OLLECTOR AND COMPLETED BY LABORATORY 

D Split 

~47·1-- ·~r~~~J: 

Collection Site Phone No. 

!t'{~47 

Conectjon Site Fax No. 

I D Observed: 
(Enter Remarks Below) 

I cfrtify ;~ ~egi~e.ri)iv;m ~,,~?-~X·~9~?o/:6;,fdentiiied,a9,ov;_J!~~ollected, labeled, sealed and released to the Delivery Service noted, in accordance with applicable requirements. 
X '""~" / O,{,·f~~(C(,f?~. \,i '· '.:: (/t::: ,~ ,;( .;.t.) c;J SPECIMEN BOTTLE(S) RELEASED TO: , 

,,.., . . . Signature ~f Collector .. ci Time of Collection "'-...:..H>' f .. . A v· 
fP.:t;r2-! t t :·~- ~~5l!J .1/t:h·,~Fl.'" () 7 D 7 {) .. ,·~ ._.,._~·jJ C'~)!J~I~~ 

PRINT Collector's Name {First Ml Last) Daie {MMiDD/Y-0· . -'-L---------.,..-Na_m_e-,of"'D-,elic-ve-ry~S-erv...,.ice-=-Tr-an-sf,-er-,-rin-g -:-Sp-ec-,-im_e_n t-o,-La.,-bo-ra-,-to_ry ___________ _ 

RECEIVED AT LABORATORY Primary Specimen Bottle Seal SPECIMEN BOTTLE(S) RELEASED TO: 

X 
Signature of Accessioner 

Intact? 
Yes 

0 
No 

0 
PRINT Accessioner's Name (First Ml Last) Date {MMIDD/YY) enter remarks below • 

EPAH0042001764 
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07/~7/09 14:48 To: Dan Bowman 7136761676 Pg 0~1 

Employee · You are required to report your InJury to your employer within 30 dayelf 
your employar ~as workars' aompanaavon lnaursnas. You nave me rlg~t to tree 
aaalatsnca trom t~a Tates workers' compensation Commlaalon aM may oa ant/tied 
to certain medjcal and Income benefits. For funher Information call your local 
Commle&lon fie d office or 1 (600)·252·7031. 

Tra.baJador · Es neceearlo que usted reporte su leel6n a su empleador dentro de 30 dlas a partir 
del dla an que aa 1aa1ono, al au amptaador tlana aaguro da companssdOn para traoajadoraa. Ia 
ComltliOn Tejana da CompanaadOn para Traoajadori!S Ia otraca aalatancla gratulta, tami:)IM 
p~ede Ql\.19 

1
usted t~nga derecho a Cl!i(tos

1 
b9neflclos medicos y moneta.rloe. Para mayor 

lntormad/On lame a Ia otlclna local de Ia ~;om slon 1-800·252-7031. 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

1. lnJurad Empioyaa'a Nama 
Joe A. Gonzales 

2. Date of InJury 
06/25/2009 

. Social Security Number 

XXX·XX

s. Doctors Name and Degree 
Jean T. Dolan, MD 

6. Clinic/Facility Nama 

CMC ·Houston 1-10 East 
7. Clinic/Facility/Doctor Phone s. Fax 
(71 3)973-7943 (71 3)973-7947 

(for transmission 
purposes only) 

9. Employer's Nama 

CES Environmental 

Date Being Sent 

1 o. Employer'& Fax 11 or Email Address (11 known) 

(71 3)676·1676 
"· Employes's Oaaorlptlon OllnJury/Acdd&nt a. Cllnlc/Faclllty/Ooctor Addraaa (atreat aaaraaa) 11. Insurance car~11r 
Patient states :"patient was at work and has rash on 10909 East Frwy Texas Mutuallnaurance Company 
both arm a ' I::C:':.'Ity:-----~--:::S~ta~te---:::ZI:-p ---------111-::1 ~~. -::C:-ar~rla~r':-a F~a-'x":'ll:-or~E~m~al~l A~d~dr~aa~a~(11~k-no-w-'n:"') ----11 

Houston TX 77029 512 224·3669 

PART II: WORt< STATUS INFORMATION (I Ill IV COMI-'1 I II ONI INCIIIIliN<; I ~;liMA II ll IIA II ~; ANil Ill ~;CIIII-' liON IN 1:'l(c:) A~; AI-'1-'IICABI I ) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
IE]{ a) will allow the employee to return to work as of 07/07/2009 {date) without reatrlctlon9. 

D<c) will allow the employee to return to work a5 of · {date) with the re9trlctlpn9 Identified In PART Ill, wnicn are 
expected to la5ttnrougn (date). 

O{c) has prevented and still prevents the employee from returning to work as of {date) and is expected to continue 
tnrougn (date). Tne following de5cribes now tni5 injury prevent9 the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS' (REQUIRED IF BOX IJ(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (If any): 

Max Hours per day: 0 2 4 e 8 ~her 

Standing DDDDD_ 
SittinG DDDDD_ 
Kneeling/Squat~ng DDDDD_ 
Bending/Stooping DDDDD_ 
Pushing/Pulling DDDDD_ 
Twi5ting DDDDD_ 
~her: DDDDD_ 
HI. RESTRICTIONS SPECIFIC TO (If applicable): 

0 L Hand/Wrist 

D L Arm 

OL Leg 

0 L Foot/Ankle 

00tner: 

0 A Hand/Wrist 

0 A Arm 0 Neck 

0 R Leg 0 Back 

0 A Foot/Ankle 

16. OTHER RESTRICTIONS (If any): 

17. MOTION RESTRICTIONS (If any): 

Max Hours per day: o 2 4 e 8 Other 

Walking DDDDD_ 
Climbing stairs/ladders DO 0 D D __ 
Gira5ping/Squee:~ing DDDDD_ 
Wri5t flexion/extension 0 0 0 0 0 _ 
Reaching DDDDD_ 
Overnead Reacning DDDDD_ 
Keyboarding DDDDD_ 
Otner: DDDDD 
18. LIFT/CARRY RESTRICTIONS (If any): 

0 May no! lift/carry objects more than __ lbs 

for more tnan __ nour5 per day 

D May not perform any lifting/carrying 

0 Otner: 

"These restrictions are based on the doc1or's best understanding of the employee's essential job functions. If a panlcular 
restriction doaa not apply, it should be disregarded. If modified duty that meets lhasa restrictions ia not available, the patian 
ahould be considered to be off work. Nota • lhasa rastrictiona ahould be followed outside of work sa well sa at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work Injury Dlagno919lnformatlon: 22. Expected Follow-up Servlceglnclude: 

18. MISC. RESTRICTIONS (If any): 

D Max hours per day of work: __ _ 

0 Sit/Stretcn break5 of _Jer __ 

0 Must wear splint/cast at work 

0 Mu5t U5e crutcne5 at all time5 

0 No driving/operating neavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _nour5/day work: 

0 in extreme hot/cold environments 

0 at neignts or on 5caffolding 

0 Muslkeep ________________ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact witn:. _____ _ 

0 Dressing changes necessary at work 

0 Norunning 

20. MEDICATION RESTRICTIONS(If any): 

0 Must take pre5cription medication(5) 

0 Advi5ed to take over-tne·counter med5 

0 Medication may make drowsy {possible 

nfety/driving i55Ue5) 

692.6 c 
1 1 D t'f A. dOth E D I:EI Evaluation by the treating doctor on 07/13/2009 (date) at 09:00 am amipm 

on ac arms 
1 19 

n ar czama D Referral to/Consul! with on {date) at_ • amipm 

l---------------ID Pny5ical medicine __ X per week for _weeks starting on (date) at am/pm 
D Special studies (list): on {date) at amipm 

l---------------ID None. This is the last scheduled visit for this nroblem. At this time no further medical care is anticinated 

De.tel Time o1 VIsit EMP LOVE E'S SIGNATURE 
0710712009 12:37 Jll1 
Cllaeharga -nm~ 
07/0712009 01 :54 pn 

DWC FOAM·73 (Aev.10/05) Page 1 

DOCTOR'S SIGNATURE Viait Type: 

jg) Initial 

·~ 0 Follow-up 

11111111111111111 1111111111 11111111111111111111 1111111111111 

Role of Doctor: 
0 Designated doctor 
O Carrier-selected AME 
D DWC·selected AME 

I!D Treating doctor 
0 Referral doctor 
D Consulting doctor 
0 Olher doctor 

DIVISION OF WORKERS' COMPENSATION 

EPAH0042001765 

(b) 
(4)



07/07/09 14:4B . To: Prabhakar Thangudu ~136761676 Pq 001 

Employee - You are required to report your Injury to your employer within 30 days If 
your employlll' nas worksrs' aompllllsanon lneuranas. You nave tM rlgllt to free 
aeslatanas from tne Texas workers' Compensation Commission aM may t>e entitled 
to cenaln m~d/cal and Income beneilt&. For funher Information call your local 
Comml&elon tied oiilce or 1 (500)·252·7031. 

Trabalador- Es necesarlo que ueted report& &u leel6n a eu empleador dentro de 30 dla& a panlr 
del dla en que se leslono, al au ampleador tlane seguro de compllllaaal6n para traoajadores. Ia 
Comla16n Tajana de Compllllaaal6n para Trat>ejadores I& otracs aslatllllala gratulta, tamolen 
P~&de que u&ted tenga derecho a cl\![tO& b~eil~os medicos y monetarlo&. Para mayor 
Informacion llame a Ia otlclna local dele comlelon 1·800-252-7031. 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

1. Injured Employee's Name 

Joe A. Gonzales 

2. Date oi InJury 

0612512009 

3. Socl91 Securlty Number 

XXX-XX-  

5. Doctors Name and Degree 
Jean T. Dolan, MD 

6. CllnlcJFaalllty Name 

CMC- Houston 1-10 East 
7. Cllnlc/Fa~llty/Doctor Phone 8o Fax 

(71 3)973-7943 (71 3)973-7947 

(for trsnamiaaion 
purposes only) 

e. Employer's Name 

CES Environmental 

Date Being Sent 

10. Employer'& Fax 11 or Email Addr&88 (li known) 

(71 3)676-1676 
4. Employee's Oescrlptlon ot lnjury/Aadd&nt a. CllnlcJFaclllty/Ooctor Address (street address) 11. Insurance car~er 

Patient states :"patient wsa at work and hsa rash on 10909 East Frwy Taxsa Mutusllnaursnce Company 
both erma " ~C~Ity--------=s~ta~te--:ZI-p --------~, ~~. -:C-ar~rle~,.-s ~Fa-x~l!-or~E~m-al~l A~d~dr""ea""a-(1.;.1 kn_o_wn_) ----.fl 

Houston TX 77029 512 224-3669 

PART II: WORK STATUS INFORMATION (I Ill I Y COMI-'11 II ONI INCIIIIliN(; I ~;liMA II ll llA II ~; ANil Ill ~;CIIII-'IION IN 1J(c) A~; AI-'1-'IICAJII I ) 

1 ~- The injured employee's medical condition resulting from the workers' compensation injury: 

[E]{a) will allow the employe& to return to work as of 0710712009 {date) wlthoyt re9trlct!ona. 

O<b) will allow the employee to return to work as of (date) with the reatrlctlona Identified In PART Ill, which are 

expected to last through (date). 

O{c::) has FJrev&nt&d and still FJr&v&nts the &mFJioyee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS' (REQUIRED IF BOX IJ(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (If any): 

Max Hours FJ&r day: o 2 4 6 e ~her 
Standing DDDDD_ 

Sitting DDDDD_ 

Kneeling/Squat~ng DDDDD_ 
Bending/Stooping DDDDD_ 

Pushing/Pulling DDDDD_ 
Twisting DDDDD_ 

~her: DDDDD 

1,. RESTRICTIONS SPECIFIC TO (If applicable): 

0 L Hand/Wrist 

D L Arm 

OL Leg 

0 L Foot/Ankle 

00ther: 

D A Hand/Wrist 

0 A Arm 0 Nec::k 

DR Leg D Back 

0 R Fool/Ankle 

16. OTHER RESTRICTIONS (If any): 

17. MOTION RESTRICTIONS (If any): 

MalC Hours FJ&r day: o 2 4 6 e Other 

Walking DDDDD_ 

Climbing stairslladd&rsDDDDD __ 

Grasping/Squee.:ing DDDDD_ 
Wrist flexion/extension D D D D D __ 

Reaching DDDDD_ 
Overhead Reaching DDDDD_ 

Keyboarding DDDDD_ 

Other: DDDDD 

18. LIFT/CARRY RESTRICTIONS (If any): 

0 May not liftlc::arry objects more than __ lbs 

for more than __ hours per day 

D May not perform any lilting/carrying 

D Other: 

"These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a panlcular 
restriction doaa not apply, it should be disregarded. If modified duty that meats these restrictions ia not available, the pstian 
should be considered to be off work. Note - thaaa raatrictiona should be followed outside of work sa wall sa at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work InJury Diagnosis Information: 22. Expected Follow-up Services Include: 

10. MISC. RESTRICTIONS (If any): 

D MalC hours per day of work: __ _ 

D Sit/Stretch breaks of ____per __ 

D Must wear splintlc::ast at work 

D Must use crutches at all times 

D No driving/operating heavy equipment 

0 Can only drive automatic:: transmission 

D No work/ D _hours/day work: 

0 in extreme hot/c::old environments 

0 at heights or on scaffolding 

D Must keep. ________ _ 

0 Elevated 0 Clean & Dry 

D No skin contact with:. ____ _ 

0 Dressing changes n&c::&ssary at work 

D No running 

20. MEDICATION RESTRICTIONS(If any): 

D Must take prescription medication(s) 

D Advised to take over-the-counter meds 

0 Medication may mak& drowsy {possible 

safety/driving issues) 

C I D 1
.
1
. • dOth E D ~ Evaluation by the treating doctor on 0711312009 (date) at 09:00 am am/pm 

S92.S anise arms 1 I& ,.n ar czams D 
Referral to/Consult with on (date) at_ _ amlpm 

---------------·I~D~ Physical medicine __ X per week for _weeks starting on (date) at amlpm 
b! Special studies (list): on (date) at amlpm 

1----------------110 Non&. This is the last sc::h&dul&d visit for this !)robl&m. At this time no further medical c::ar& is anticif:lat&d 

Da1e1Time of VI ell 
07/07/2009 12:97 pn 

EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: I!) Treating doctor 

Discharge Time 

07/07/2009 01:54 pn 

DWC FORM·7~ (Rev. 10105) Page1 

d
. . 1\ m Initial D Designated doctor 0 Referral doctor 
~. 1:&6-~ ~ D Carrier-selected RME 0 Consulting doctor 

D Follow-up i iJ DWC-selected RME [j Olher doctor 

111111111111111111111111111111111111111111111111111111111111 
DIVISION OF WORKERS' COMPENSATION 

EPAH0042001766 

(b) 
(4)



Send the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injuredwmployee. 
"Employers • D~ not send this form to the 
Texas Workers',ompensation Commission, 
unless the Com ission specifically requests 
a direct filing. 

llWCC CLAlM # 

!CARRIER'S CLAIM#------------

~:-:-:-~:--.:-::::~~~------=E;.::.M~P~L.;:,O...;..Y.;:,E:..:.R'..=S;...;.F...:.:IR:..:.S=..T:_:..:.R=.:,EPORT OF INJURY OR ILLNESS 
1. Name (last, First, M.l.) 2. Sex 15. Date of Injury 16. Time of Injury 17. Date Lost Time 

/- 0 F ~M 

3. Social Security o. 4. Home Phone 

 
5. Date of Birth 

6. Does the Employee Speak English? If No, Specify Language 

7. Race 

\-\\ ~f>At'\l L 

i5f,;:les 0 No 

8. Ethnicity 

State Zip 

"'lfl{) 

31. Was employee hir~r recruited in 

Texas? L.filYes 0 No 

{o -1--5 .... 0'\ 0 am 0 prr tv/A 
18. Nature of Injury• 19. Part of Body Injured or Exposed* 

~bk ~~ l\r~~_:, 
20. How and Why Injury/Illness Occurred* 

A~"'t ~~~""' 
23. Address Where Injury or Exposure Occurred 

Name of bNiA if incident occurred on a business site 

City 

#~ 
State Zip 

24. Cause of lnjury(fall, tool, machine, etc.)* 

!Jj/J 
25. List Witnesses: 

N//d 
26. Return to work 27. Did employee 28. Super· 28. Date 

Date/or expected die? visor's name Reported 

~tnt ND ~J,'t f ~-41~ Qc ~t\.~ (L,l~o~~t. 

33. Length of Service in Occupation 

(r.nmlyY.) 

\ I l 

· Hours Days ~
check was: 39. Is employee an Owner, Partner. or Corporate Officer? 

- -.--()d. DYes 
41. Name of Business 

v~ 

45. Primary Standard Industrial Classification 
(SIC) Code* (4 digit) 

Zip 

47. Texas Comptroller Tax 
payer No. 

You may be · led to know what information UT Arlington (UTA) collects concerning you. You may review and have UTA 
correct this information according to procedures set fqrth in UT System BPM #32. The law is found in sections 552.021, 552.· 
23 and 559 004 of the Texas Government Code. , 

Continued on next page 
TWCC-1 (Rev. 6/97) Texas Worker's Compensation Commission 

EPAH0042001767 

(b) (4) (b) (4) (b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) (4)

(b) (4)



(b) (4)

Employee- You are required to report your injury to your employer within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from the Texas Workers' Compensation Commission and may be entitled 
to certain medical and income benefits. For further information call your local 
Commission field office or 1 (800)-252-7031. 

Trabajador- Es necesario que usted reporte su lesion a su empleador dentro de 30 dias a partir 
del dia en que se lesion6, si su empleador tiene seguro de compensaci6n para trabajadores. Ia 
Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistencia gratuita, tambi€m 
puede que usted tenga derecho a ciertos beneficios medicos y monetarios. Para mayor 
1nformaci6n llame a Ia oficina local de Ia Comisi6n 1-800-252-7031. 

TEXAS WORKE=R..::.::S::_'-=C-=O;...:.:M.:..:.P-=E:..:...;N::...=...:..~:;..:_;;_.:.=....=;_;;_;:,;;_;:_;S::;_;T:..:...A..:...=.TUS REPORT 
(for transmission 
purposes only) PART 1: GENERAL INFORMATION 

5. Doctor's Name and Degree 
Jean T. Dolan, MD 

1. Injured Employee's Name 9. Employer's Name 

Joe A. Gonzales CES Environmental 
Date of Injury 10. Employer's Fax# or Email Address (if known) 

06/25/2009 (713)676-1676 
Employee's Description ofi;~:l:je,;ji ____ IB.CiinieiF8c~iDQ;;iOrM,:ire;~;;;:e;~:id(E;ssj-------1H-:;:-~;;:a;;Ceisa;:;ier------------n 

Patient states :"patient was at work and has rash on 
both arms" State Zip 

TX 77029 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

IR](a) will allow the employee to return to work as of 07/07/2009 (date) without restrictions. 

O(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 

expected to last through (date). 

O<c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 6 8 Other 

DDDDD_ 
DDDDD_ 
DDDDD_ 
DDDDD_ 
DDDDD_ 
DDDDD_ 
DDDDD 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 __ 
Climbing stairs/ladders 0 0 0 0 0 __ 
Grasping/Squeezing 0 0 0 0 0 __ 
Wrist flexion/extension 0 0 0 0 0 __ 
Reaching DDDDD_ 
Overhead Reaching 0 0 0 0 0 __ 
Keyboarding DDDDD_ 

15. RESTRICTIONS SPECIFIC TO (if applicable):.j..O:::t::.:h::::er.:::: ====--=0:::!..!:::0::!..!0==:..!0===.!0::::::!..:==-----l 
0 L Hand/Wrist 

0 L Arm 

OL Leg 

0 L Foot/Ankle 

Oother: 

0 R Hand/Wrist 

0 R Arm 0 Neck 

0 R Leg 0 Back 

0 R Foot/Ankle 

16. OTHER RESTRICTIONS (if any): 

18. LIFT/CARRY RESTRICTIONS (if any): 

0 May not lift/carry objects more than __ lbs 

for more than __ hours per day 

0 May not perform any lifting/carrying 

0 Other: __________ _ 

*These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 

~ Evaluation by the treating doctor on 07/13/2009 
692.6 Contact-Dermatitis And Other Eczema D 0 Referral to/Consult with on 

0 Physical medicine __ X per week for _weeks starting on 

D Special studies (list): on 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of __ per __ 

0 Must wear splint/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Mustkeep ________________ ___ 

0 Elevated 0 Clean & Dry 

0 No skin contact with:. _________ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

(date) at 09:00am am/pm 

(date) at am/pm 

(date) at am/pm 

(date) at am/pm 

0 None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated 

Date I Time of Visit EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: KJ Treating doctor 
07/07/2009 12:37 prr 18] Initial D Designated doctor 0 Referral doctor 
Discharge Time D Carrier-selected RME 0 Consulting doctor 
07/07/2009 01:54 prr D Follow-up D owe-selected RME 0 Other doctor 
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(b) (4)

Employee- You are required to report your injury to your employer within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from the Texas Workers' Compensation Commission and may be entitled 
to certain medical and income benefits. For further information call your local 
Commission field office or 1 (800)-252-7031. 

Trabajador- Es necesario que usted reporte su lesi6n a su empleador dentro de 30 dias a partir 
del dia en que se lesion6, si su empleador tiene seguro de compensaci6n para trabajadores. Ia 
Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistencia gratuita, tambien 
puede que usted tenga derecho a ciertos beneficios medicos y monetarios. Para mayor 
1nformaci6n llame a Ia oficina local de Ia Comisi6n 1-800-252-7031. 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

5. Docto~s Name and Degree 
Jean T. Dolan, MD 

(for transmission 
purposes only) 

Sent 

. Clinic/Facility Name 9. Employer's Name 

CES Environmental 

Patient states :"patient was at work and has rash on 
both arms" 

Fax 
(713}973-7947 

Address (street address) 

State Zip 
TX 77029 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
[Kj(a) will allow the employee to return to work as of 07/07/2009 (date) without restrictions. 
O(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 

expected to last through (date). 
D<c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 

through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 6 8 Other 

DDDDD_ 
DDDDD_ 
DDDDD_ 
DDDDD_ 
DDDDD_ 
DDDDD_ 
DDDDD 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 _ 
Climbing stairs/ladders 0 0 0 0 0 __ 
Grasping/Squeezing 0 0 D D 0 __ 
Wrist flexion/extension 0 0 0 D 0 __ 
Reaching 0 0 0 D 0 __ 
Overhead Reaching 0 0 0 0 0 __ 
Keyboarding 0 0 0 0 0 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable):~O=.t:.:he::.r.==: ====--=0:::!..0!:::::::!.!0!:::::::!.!0::::::!..!0=:::!..:==--~ 
0 L Hand/Wrist D R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

D L Arm D R Arm D Neck D May not lift/carry objects more than __ lbs 

0 L Leg D R Leg 0 Back for more than __ hours per day 

0 L Foot/Ankle 0 R Foot/Ankle D May not perform any lifting/carrying 

0 Other: D Other: _________ _ 

16. OTHER RESTRICTIONS (if any): 

*These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 
~ Evaluation by the treating doctor on 07/13/2009 

692.6 Contact Dermatitis And Other Eczema D D Referral to/Consult with on 
D Physical medicine __ X per week for _weeks starting on 
D Special studies (list): on 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of __ per __ 

D Must wear splint/cast at work 

0 Must use crutches at all times 

D No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

D at heights or on scaffolding 

D Must keep _______ _ 

D Elevated D Clean & Dry 

0 No skin contact with: ____ _ 

0 Dressing changes necessary at work 

D No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

(date) at 09:00 am am/pm 

(date) at am/pm 
(date) at am/pm 
(date) at . am/pm 

D None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated 
Date I Time of Visit EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: KJ Treating doctor 
07/07/2009 12:37 prr 1&1 Initial 0 Designated doctor 0 Referral doctor 
Discharge Time 0 Carrier-selected RME 0 Consulting doctor 
07/07/2009 01:54 prr 0 Follow-up 0 DWC-selected RME 0 Other doctor 

DWC FORM-73 (Rev. 10/05) Page 1 
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(b) 
(4)(b) (4)

Claim Number: 

Patient: 
SSN: 
Add 

Home: 
Work: 

Concentra Medical Centers 
10909 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physician Activity Status Report 

Employer Location: CES Environmental 
Address: 4904 Griggs Rd 

Houston, TX 770213208 
Auth. by: Safety 

Service Date: 07/07/2009 
Case Date: 06/25/2009 

Contact: Prabhakar Thangudu 
Role: DER!Primary 
Phone: (281) 433-9792 Ext.: 
Fax: (713) 676-1676 

This Visit: Time In: 12:30 pm Time Out: 01 :54 pm Recordable: N/A Visit Type: New 

Treating Provider: Jean T. Dolan, MD Medications: 

Diagnosis:692.6 Contact Dermatitis And Other Eczema Due To Plants (Exce 0 Dispensed Prescription Medication to Patient 
0 Dispensed Over-The-Counter Prescription 

0 Written Prescription given to Patient 

Patient Status: 

Regular Activity - Returning for follow-up visit 

Remarks: 

Employer Notice: 

Return to regular duty on 07/07/2009 

The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 
employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: 07/21/2009 Actual Date of Maximum Medical Improvement: 

Next Visit(s): Patient Notice: It is essential to your recovery that you keep your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Visit Date: Monday July 13, 2009 11 :00 am 
Provider/Facility: Jean T. Dolan, MD 

Activity Status Report © 1996- 2009 Concentra Health Services, Inc. All Rights Reserved. AAIEEO Employer Revision Date: 10/31/2002 
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Date of Service: 07/07/2009 
Date of Injury: 06/25/2009 

Attn: Prabhakar Thangudu 
CES Environmental 
4904 Griggs Rd 
Houston, TX 770213208 

Dear Prabhakar Thangudu : 

G n 

Your employee Joe A. Gonzales received treatment for a new work 
related injury at our CMC- Houston 1-10 East clinic on 07/07/2009. 

,. 

The billings for this injury care will be sent to Texas Mutual Insurance Company. Please help us provide 
the best care to your injured employee by filing the Employer's First Report of Injury with 
your carrier, if not already filed. This will ensure timely reporting and management of 
this workers' compensation claim. 

If you have any questions or the above information is incorrect, please call our office or 
fax any changes to the attention of the Billing Department. 

Sincerely, 

CMC- Houston 1-10 East 
Central Business Office 
800-733-7098 
972-458-7678 

EPAH0042001771 



(b) 
(4)(b) (4)

Claim Number: 

Patient: 
SSN: 
Add 

Home: 
Work: Ext.: 

Concentra Medical Centers 
10909 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physician Activity Status Report 

Employer Location: CES Environmental 
Address: 4904 Griggs Rd 

Houston, TX 770213208 
Auth. by: Safety 

Service Date: 07/07/2009 
Case Date: 06/25/2009 

Contact: Prabhakar Thangudu 
Role: DER!Primary 
Phone: (281) 433-9792 Ext.: 
Fax: (713) 676-1676 

This Visit: Time In: 12:30 pm Time Out: 01 :54 pm Recordable: N/A Visit Type: New 

Treating Provider: Jean T. Dolan, MD Medications: 

Diagnosis: 692.6 Contact Dermatitis And Other Eczema Due To Plants (Exce D Dispensed Prescription Medication to Patient 
D Dispensed Over-The-Counter Prescription 

D Written Prescription given to Patient 

Patient Status: 

Regular Activity - Returning for follow-up visit 

Remarks: 

Employer Notice: 

Return to regular duty on 07/07/2009 

The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 
employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: 07/21/2009 Actual Date of Maximum Medical Improvement: 

Next Visit(s): Patient Notice: It is essential to your recovery that you keep your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Visit Date: Monday July 13, 2009 11 :00 am 
Provider/Facility: Jean T. Dolan, MD 

Activity Status Report © 1996 - 2009 Concentra Health Services, Inc. All Rights Reserved. AAIEEO Employer Revision Date: 10/31/2002 
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Center: 
Address: 
City: 
Attn: 

Advanced Toxicology Network 
4900 Outland Center Dr Ste 1 03 

Memphis, TN 381186572 
(888) 290-1150 

CMC- Houston 1-10 East 
10909 East Frwy 
Houston, TX 77029 
CMC/TX-HOUSTON 1-10 EAST 

UDS Result Form 

Result Information 

Specimen ID : 
Result: 
Status: 
Sub Acct: 

NEGATIVE 
Reported 
NDOT 

Patient Name : Contact Name : Prabhakar Thangudu 
Patient SSN : 

Profile: DRUG SCREEN: 10 PANEL 

Reason : Post Accident 

Rejection: 

Date Collected : 07/07/2009 Time: 12:55 PM 
Date Received : 07/07/2009 Time: 11:37 PM 
Date Reported : 07/08/2009 Time: 2:43AM 

Screened Summary 

Drug Cutoff/GCMS Cutoff/Screen 

Amphetamine 500 1000 

Barbiturates 200 300 

Benzodiazepines 200 300 

Benzoyleogonine 150 300 

Carboxy-THC 15 50 

Methadone 200 300 

Methaqualone 200 300 

Opiates 2000 2000 

Propoxyphene 200 300 

Phencyclidine 25 25 

Result Summary 

Date Printed: 07/08/2009 08:49:59 

Location : CES Environmental 
Mail Address : 4904 Griggs Rd 

Houston,TX 770213208 

Creatinine : 
Ph: 
Specific Grav : 

Comment Summary 

Comment 

Janet Putnam, 
Lab Director 

Page 1 of 1 
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07/09/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date of Injury: 06/25/2009 
Injured Worker: GONZALES, JOE A 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m. - 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workers/iwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn!hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001774 
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Claim Number: 99K0000575826 

Notification Date: 07/09/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: JOE A GONZALES 

SSN: XXX-XX-  

Mailing 
Address:  

 

County: S 

Physical 
Address: 

 

County:  

Home Phone:  

Date of Birth:  
Marital Status: Married 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: JEAN T DOLEN 
TaxiD: 
Address: 10909 EAST FWY 

HOUSTON TX 77029 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Fax: 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 
EMPLOYMENT 

Occupation: 
Hire Date:  
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 
No 
0010010000 
06/26/2009 

 
Hourly 

Fax: (713)676-1676 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: JAVIER RODRIGUEZ 

Phone: Ext: 

PREPARER OF REPORT 

Name: JOSE ACOSTA 
Phone: (713)676-1460 Ext: 
Email: 

Fax: 

INJURY INFORMATION 
Date of Injury: 06/25/2009 Time: 00:00 

Date Reported: 07/07/2009 

Nature oflnjury: DERMATITIS 

Cause of Injury: MISC. CAUSES-ABSORB, INGEST 
OR INHALATION, NOC 

Part of Body: 

Fatality: 

MULTIPLE UPPER 
EXTREMITIES 

No 

How and Why the Injury/lllness Occurred 
RASH BOTH ARMS; "ALLERGIC REACTION" PER DWCl 

Address Where Injury Occurred: 
TX 

County: 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

EPAH0042001775 
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C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Texas Mutual Insurance Company has redesigned the First Report oflnjury (eFROI) section of 
texasmutual.com. More than 55% of all new reports of injury are submitted through the Texas 
Mutual Online (TMO) application. The redesign makes the first report of injury services more 
intuitive and easier for policyholders to use. 

Here is an overview of the new features: 

-Policyholders will now have the ability to login. By logging in, policy information will pre-fill. 
- Customers who login will also have the ab.ility to create profiles with information they always 
want to pre-fill in a first report of injury (such as supervisor or medical provider information). 
-A copy function has been added to automatically populate information that may be the same (such 
as preparer, contact or address information). 
- Certain fields have default values. For example, the state field defaults to Texas for all address 
fields. 
-Search functions have been added to make it easier to find the part of body or nature of injury, 
when reporting a claim. 

To use the enhanced online claim reporting tool: 

-Go to texasmutual.com 
- Click on Report an Injury in the Employer section 
-Login with your usemame and password for policy information to pre-fill, or you have the option 
to skip login. 

To see the redesign, a video is available at the login page. If you are not registered to use Texas 
Mutual online services, complete the online application at texasmutual.com, or call the Information 
Services Center at (800) 859-5995. 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001776 



~ Employer's Authorization for 
Con centra® Examination or Treatment 

~Medical 
Centers 

(MUST PRESENT PHOTO ID AT TIME OF SERVICE) 

Patient Name: .)oe A a Vl3clc-(" SSN:  
Company Name: CES fo:'liroomeotol Sel¥ises Date of Birth:

Location #/Street Address: 4904 Griggs Rd. Date of Injury: .;;::;. fa- Z-6--OC( Houston, TX 77021 
Temporary Staffing Agency: (713) 676-1460 

WORK-RELATED INJURY ILLNESS DOT PHYSICAL -- --
Post-Accident Substance Abuse Testing: --Preplacement 
__ Drug Screen Recertification --

Breath Alcohol Exit -- --
__ Drug Screen and Breath Alcohol __ Audiogram 

__ Urine Collection Only __ Regulated Drug Screen 

--Urine Collection Only 

_DOT Regulated Breath Alcohol --
--Non-regulated 

PRE-PLACEMENT EVALUATION SUBSTANCE ABUSE TESTING 
Job Title: --Regulated 

__;;:;_;.-Physical Exam ___ Non-regulated -

HPE Urine Collection Only -- --
__ Regulated Drug Screen --Rapid Test 

__ Non-regulated Drug Screen --Pre-placement 

--Urine Collection Only - Reasonable Suspicion 

Hair Collection Random -- --
__ Audiogram Periodic --

Post-accident --
Follow-up --SPECIAL PHYSICAL EXAMINATIONS Breath Alcohol --Asbestos --

Respirator BILLING --
Hazmat __ Employee to pay charges at time of service --
Baseline Workers' Compensation -- --
Other Insurance Co: --

Policy#: 

Phone#: 

Authorized By: Zn. P . .A, .. (~~-" Title: 2±~£. N\~iA0§ V\_ 

Phone: :i 1'3-t7 b - )lfb J Date: ?-7-o'i 

(copies of this form available at www.concentrahealth.com) 
--

EPAH0042001777 
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@002/008 
07/21/2009 TUE 14:24 FAX Front East 

Allied Medical Center· 
Initial WC Evaluation 

Office: East 

PATIENT NAME:_L---'ARA~,,_J-'-OR_G;;_;E _______ _ DATE:~7L--"-11 /"'--+:ct!-
SOC. SEC.#: ••• L _____ DOB•••----- AGE:-----

Insurance Carrier: Network: ---------------------- -------------
PRESENT MEDICAL CONDITION: 

VITAL STATISTICS 

WT: HT: BP: I PULSE: RESP: TEMP: __ _ 

DOl: J [1/Qtj OCCUPATION: -r;;;;;;~ --IN-JURmPO¥EDTO: 17:::1:. w 
AREAs oF coMPENsABILITY: . LD~~s.J..- 3. l!fis;l1· 4. n;;t/it.LA4 
CHIEF COMPLAINT: . ~ fl 
PAIN DESCRIPTION: 

AGGRAVATED BY: 
ALLE~ATEDBY: ____________________________________________________ ___ 

HOSPITALIZATION/SURGERIES:----------.-----=----------------------

PRIOR woRK INJURIES/MVA: tvtv A- - 41 QJ I oq - USD ~~ . 
SOCIAL/FAMILY HISTORY 

MARITAL STATUS: S (f)n W #OF CHILDREN: ( LIVING STATUS: ___ L(-+-=Q~ __ g_, -----
SMOKER: s NO ALCOHOL: YES 8 SOCIAL HEAVY DRUG USE: YES- @) 

EPAH0042001780 



07/21/2009 TUE 14:25 FAX Front East 
@003/008 

EXAMINATION FORM 

Date: ------------------
Re-Exam Final Exam Alert & Coo erative: 

Spine tilt 

Lordosis 

CERVICAL norm exam 

Flexion 60 
Extension 75 
Lt lat flex 45 
Rt.lat flex 45 
Lt rotation 80 
Rt. rotation 80 

SHOULDER norm 

Flexion 
Extension 
Abduction 
Adduction 

Ext. rot 
Int. rot 

CERVICAL 

Cervical 
Compression 
+ - L R 

Cervical 
Distraction 

+ - L R 

Shoulder 
Depression 

+ - L R 

So to-Hall 
+ - L R 

Vasalva 
+ - L R 

180 
50 
180 
50 
90 
90 

+ 

+ 

+ 

:Qright ,-,:ti 
IHt:s 
J' )V 

I 

I v 
\1 

LUMBAR/SI 

- L R 

Nachla's 
- L R 

Yeoman's 
- L R 

DTR's 
Up Ext 

Sensory 
Up Ext 

Lumbar Muscle Up Ext 
Lt Rt Ant Strength 

Gait OS 

1. 
THORACIC norm exam norm exam 

Flexion so Flexion 60 ss 
Min Kyphosis 100 Extension 35 tD 
Extension 45 Lt lat flex 20 )'" 
Lt. lat flex 40 Rt.lat flex 20 I 
Rt. Lat flex 40 LtRotation 20 I 
Lt Rotation 30 Rt. Rotation 20{ / 
Rt. Rotation 30 v 

ELBOW norm I ft ' h e n_grt WRIST norm left right 

Flexion 140 Flexion 60 
Extension 0 Extension 60 
Pronation 80 Rad. Dev 20 
Supination 80 Ulnardev 30 

FOOT/ANKLE norm I ft ' h e ngrt HIP norm left right 

Plant flex 40 Flexion 100 

Dorsi flex 20 Extension 30 
Inversion 30 Abduction 40 
Eversion 20 Adduction 20 

Int. Rot 40 
Ext Rot 50 

ORTHOPEDIC TESTS 

HIP ELBOW WRIST 
L I R L I R L I R 

Patrick Fabere pley's Cozen's Tine!'s 
+ - L R mh + - L R + - L R 

R 
Trendelenburg Mill's Phalen's 
+ - L R Codman's + - L R + - L R 

Drop 
Thomas Arm Tinel's Finklestein 

+ - L R + - L R + - L R + - L R 

Laguerre's Speed's Test Bracelet 
+ - L R + - L R + - L R 

Hibb's Apprehension 
+ - L R + - L R 

Scaption 
+ - t R 

YesD NoD 

~ 
~~/BLL 
Low Ext 

Favors 

MIS usc e spasm 

Cervical +I +2 +3 
Thoracic +l +2 +3 
Lumbar +1@+3 

(. ./ n 

~9relj 
~ 

<Js~ 

~I! 

KNEE ANKLE 
L I R LIR 
Apley's Anterior 

Test Foot Draw 
+ - L R + - L R 

NPDrawer Metatarsal 
+ - L R Test 

+ - L R 
Apprehension 
+ - L R Abduction 

Stress 
Valgus/Varus + - L R 

+ - L R 
Adduction 

McMurray Stress 
+ - L R + - L R 

Talar tilt 
+ - L R 
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Send to workers' compensation carrier: 

Texas Mutual 713-316-2191 CLAIM# _9_9_K_0_0_00_5_7_5_65_3_0_2 ____ _ 

(Name and fax number of carrier) CARRIER'S CLAIM#-----------

1Z1 Initial D Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Lara, Jorge 
Employee's Mailing Address (Street or P.O. Box): 

 
City: State: ZIP Code: 

   
Social Security Number (last four digits): 

xxx-x  
Date of Hire: Date of Injury: 

 7/07/09 
D As of today's date, the employee is not back at work. OR 
0 The employee returned to work on and is working: 

0 without restriction. OR 
D with restrictions and is earning wages of $ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the cla'imant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services, In 
Employer's Mailing Address (Street or P.O. Box): 

4904 Griggs Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax I.D. Number: 

76-0592985 
Name and Phone# of Person Providing Wage Information: 

Jose Acosta 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
IZl Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

D Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 

D Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

D Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
D Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

0 Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

1Z1 The Injured Employee OR D A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 

DWC FORM-3 (Rev. 10/05) Page 1 
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Employee NameLara, Jorae social security#:XXX-XX-6038 Date of Injury:? /O? /09 
-The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

TO DATE: 

# HOURS WORKED: 

GROSS WAGES 
EARNED: 

5/10 15/17 15/24 15/31 16/07 16/14 16/21 16/28 

5/23 

9.25144.24 

5/30 16/06 16/13 16/0 16/27 17/04 II TOTALS 

9.25149.08l52.28151.19l49.32l55.20i624.05 

Date Benefit 
Suspended 

• • (if suspended) 
.... - ••-- ..... .... - - - -. -. ~- II ~- ....... "' - ••-

Health 
Insurance 

DWC FORM-3 (Rev. 10/05) Page 2 ~II~ II II ~1111111111 DIVISION OF WORKERS' COMPENSATION 
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7/13/2009 8:58 

A Adjusted Value 

< Previous Pay Period Punch 

{ Previous Day Punch 

Lara, Jorge (Tankwash) 

Employee Timecard Report 
CES Environmental Services, Inc 

7/5/2009- 7/11/2009 

HTO - Hours Toward Weekly Overtime 

? Exception 

+Added Item 

*Tardy 

- Holiday Punch 

Badge: 112 10:0086 

Date In Out In Out Total Overtime HTO Approved By Notes 
71512009 Sun None 0:00 0:00 0:00 0:00 

7/6/2009 Mon 13:53 20:43 21:09 0:06 9:47 0:00 9:47 0:00 

7.!712009 Tue 13:56 i>:,V" 11:42 21:46 0:00 31:33 0:00 

7/8/2009 Wed 18:31 ' :14:04 19:33 11:06 51:06 0:00 

7/9/2009 Thu 20:42 21:36 23:17 13:39 15:16 15:16 66:22 0:00 

7/10/2009 Fri Nona~ 0:00 0:00 66:22 0:00 

7/11/2009 Sat 9:25 12:18 2:53 2:53 69:15 0:00 

De(!artment Reg OT Vac Sick Hoi Per Other Total 

Tankwash 40:00 29:15 0:00 0:00 0:00 0:00 0:00 69:15 

Totals 40:00 ~ 0:00 0:00 0:00 0:00 0:00 ~ 

f'·'' t.f(: 1.3 

~ 
Employee Signature Date 

Notes: 

Date 

None Listed 

Page 43 
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07/24/2009 FRI 20:19 FAX Front East 141001/001 

Employee - You are required to repon your injury to your employer r'''lo 30 days if your 
employer has workers' compensation in.sWlUlce. You have the right assistance fium 
lhe·Tcxas Depanmeot oflosumnee, Division ofWorkm' Compensatk · .J may be entitled 
to certain medical and in<ome beoefils. For further information call yoUi local Division field 
office or 1 (800)-252· 7031. 

Empleado • Es neccsario que rtl(.ll[c su lcsi6n a su empleador dentro de 30 dlas a panir de Ia fecha eo que 
se lesion6 sics que su empl· tuenta a>o un segwv de c.ompensacl6n para trabajadores. Ustcd t:iene 
d<recho a recibir asisteocia, a por pane de Ia Divilli6n de Compensa<:ion para TIObajadores, y 
tambi6n puede te:ner derecho • .. ~os beneficioo m&tico• y mooetarios. Pan~ mayor infomw:i6n 
c:omuniques~ con 1a olicina local de la Divlsi6n al t:elMono 
1-800-252-7031. 

1. 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
0 (a) will allow the employee to return to work as of (date) without restrictions. 

0 (b) will allow the employee to return to work as of (date) with the restrictions~· ntified in PART Ill, which are 
t\.J expected to last through (date). ./'1 £. C . 
~ (c) hasfj1:ted and still prevents the employee from returning 10 work as of~ e) and is expected to continue 

through ~.D$Jate). The following describes how. this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (ONLY COMPLETE IF BOX 13{b) IS CHECKED) 
14. POSTURE RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Standing 00000 

Sitting D DO 0 0 

Kneeling/Squatting D D D 0 0 

Bending/Stooping 0 D D 0 0 0 

Pushing/Pulling 0 0 0 0 0 

Twisting 0 0 0 0 0 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking DODO 0 

Climb stairs/ladders DO 0 0 0 
Grasp/Squeeze 0 0 0 0 0 

Wrist flex/extension 0 0 0 0 0 

Reaching 

Overhead Reaching 

I-O::.t;:.h:;e:,;,r:-:==::=:=:~~~0:=;0;:,:0::.=:0=::-=0~,--o=:.=;===:=;-,--l Keyboarding 
15. RESTRICTIONS SPECIFIC TO (if applicable): 

00000 

00000 

00000 

0 l Hand/Wrist 0 R Hand/Wrist 

0 LArm 0 RArm 0 Neck 

0 L Leg 0 R Leg 0 Back 

0 L Foot/Ankle 0 R Foot/Ankle 

19. MISC. RESTRICTIONS (if any): 

Max hours per day of work: __ _ 

Sit/Stretch breaks of __ per __ 

in extreme hot/cold environments 

0 at heights or on scaffolding 

Must keep _________ . 

0 Elevated 0Ciean& Dry 

No skin contact with: ______ _ 

Dressing changes necessary at work 

No 

Advised to take over-the-counter meds 

0 Medication may make drowsy 
(possible safety/driving issues) 

Evaluation by the treating doctor on __,=-_;;._ __ _;_ ____ (date) at __ : __ am/pm 

DWCFORM-73 (Rev.IO/OS)Page 1 

Referral to/Consult with (date) at __ : __ am/pm 

II II 11111111111111111111 

____ (date) at __ =-. _am/pm 

____ (date)at __ : __ .arn/pm 

0 Consulting doctor 

0 Other doctor 

DIVISION OF WORKERS' COMPENSATION 
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7/21/2009 7:28 

"Adjusted Value 

< Previous Pay Period Punch 

{ Previous Day Punch 

Lara, Jorge (Tankwash) 

Employee Timecard Report 
CES Environmental Services, Inc 

7/12/2009-7/18/2009 

HTO- Hours Toward Weekly Overtime 

? Exception 

+Added Item 

*Tardy 

- Holiday Punch 

Badge: 112 10:0086 

Date I ln1 Outl lnl Outl Total· Overtime' HTO Approved By1 Notes 

7/12/2009 Sun None 0:00 0:00 0:00 0:00 

7/13/2009 Mon None 0:00 0:00 0:00 0:00 

7/14/2009 Tue None 0:00 0:00 0:00 0:00 

7/15/2009 Wed 13:40 21:23 22:00 23:02 8:45 0:00 8:45 0:00 

7/16/2009 Thu 7:00 8:33 13:34 23:01 11:00 0:00 19:45 0:00 

7/17/2009 Fri 13:56 ? ? ? ?19:45 0:00 

7/18/2009 Sat None 0:00 0:00 ?19:45 0:00 

De~artment ~ OT Vac Sick Hoi Per Other Total 

Tankwash ?19:45 ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ?19:45 

Totals ~ ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ~ 
~~q 

;l$1q 
~ . .8' ,q 

..,., .& kA-
~ 

Employee Signature Date 

Notes: 

Date 

None Listed 

·~ 
N\o~, vi\ c_ • 

- . ftr• 
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07/22/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 
jacosta@cesenvironmental.com 

Notification Confirming Receipt of Claim 

Date of Injury: 07/07/2009 
Injured Worker: LARA, JORGE LUIS 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy ofthe information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a 
second Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please 
submit a copy of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of 
the form online at www.texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m. - 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet: 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workers/iwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy ofthe Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. - 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001788 
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Claim Number: 99K000057565302 

Notification Date: 07/22/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: 
SSN: 
Mailing 

JORGE LUIS LARA 
XXX-XX

Address:  
 

County:  

Physical 
Address:  

 

County: 

Home Phone:  
Date of Birth:  
Marital Status: Married 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: ALLIED MEDICAL CENTER 
Tax ID: 
Address: 11430 110 E FWY STE 350 

HOUSTON TX 77029 

Phone: (713)450-2838 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date oflnjury: 07/07/2009 Time: 16:00 
Date Reported: 07/20/2009 

Fax: 

Nature oflnjury: UNKNOWN/NOT REPORTED 

Cause oflnjury: STRUCK 
BY/INJURED-EXPLOSION OR 
FLARE BACK 

Part of Body: 

Fatality: 

MULTIPLE BODY 
PARTS(INCL.BODY 
SYSTEMS & BDY PARTS 
No 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: TECHNICIAN 
Hire Date:  State: TX 
Partner/Officer/Owner: No 
Date Lost Time Began: 07/20/2009 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

Hours/Week: 

0010010000 

 
Hourly 

Days/Week: 

Fax:(713)676-1676 

Period Start: 00/00/0000 
Supervisor 

Period End: 00/00/0000 

Name: JAMES PHARMS 
Phone: Ext: 

PREP ARER OF REPORT 

Name: JOSE ACOSTA 
Phone: (713)676-1460 Ext: 
Email: jacosta@cesenvironmental.com 

INJURY INFORMATION 
Address Where Injury Occurred: 
4904 GRIGGS RD 
HOUSTONTX 77021-3208 

County: HARRIS 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 

Name: 
Phone: 

Fax: (713)676-1676 

LOWER BACK. CHEST. LT THUMB. LT SHOULDER. HE HEARD EXPLOSION AND RAN INTO A WALL 
RAN INTO A GROUND CABLE. 

EPAH0042001789 
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07/21/2009 TUE 14:25 FAX Front East 

Patient: LARA, JORGE 

TREATMENT PLAN: ~ 
[J XR.-OCispine: APOM/AP5/Lat1Flx/Ext. ~ vw: should~~ 

OTispine. AP/Lat. vw: elbow I wris I han 
L/spine. APILat/Flx/Ext. 2 vw: knee I ankle I o L"#~ / J ~ 

XR.Digitization ~-~,~ ... / 
tzrZ? MRI: - fC\ 

( 0 Clspine 0 T/spin~spine~lder Cl_Knee 0 Wrist/hand Cl_Foot/ Ankle 

0 CT scan: D Head OCispine OTispine DL/spine 0 __________ _ 

0 

[J 

0 

a 

Pain Management Specialist:. _________________ _ 

~ral Medicine Council: 
r··~.E) Metal Health Evaluation [J (IT) Individual Therapy 

EMG of""'' Cl Uppe.- "'tremiti". ~- oxtremiti". 

Orthopedic evaluation of the: 
0 C/spineOTispine [J Llspine [J _Shoulder 1:1_ Knee 0 Wrist/hand D_Foot/ Ankle 

Impairment Rating: STAT/CLINICAL OTHER:---------

FCE referral: _BASE LINE _WH or CPMP PROGRAM R1NTOWORK 

0 Other: -----------------------------
0 Return to Work Programs: 

0 Work Hardening_ 2 weeks_ 4weeks _ 6weeks 
0 Work Conditionln.g_ 2 weeks_ 4weeks_6weeks 
0 Chronic Pain Management Program_ 2 weeks_ 4weeks _ 6weeks 

0 Aquatic Therapy Department: 
0 Requested CPT Code for approval: 97113 
0 TX Frequency: __ Times per week for _#weeks 

PHYSICAL MEDICINE AND REHABILITATION 

141004/008 

oqu.,.tedCPT CQde fo< - 0v.ot, qw 97tl'2....._9/._£ cCV_ .. .. ----.:.tf}_ Q/ c)_ ct7/ t {?J 
X Frequency~ __ Times per week for # weeks 

Additional Body parts:-----=-~--~-,.....-------------- Refer to: OT PT 
0 TX Frequency: __ Times per week for _#weeks 

MEDICAL NECESSITY: The purpose for the above treatment is to: 

0 Increase Tolerance 0 Decrease Swelling 

0 Other: ----------------

Date:_-+-7+-e./;;uJ;£....1..~f)p __ _ 
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Carrier# 

Part I 
SUPPLEMENTAL REPORT OF INJURY 

EMPLOYER INFORMATION 
1. Employer business name I 2. 

Employer phone# 

CES Environmental Services 713-676-1460 
3. Employer mailing address 

4904 Griggs Rd 
4. Insurance carrier name 

Texas Mutual 

5. Does the employer have return to work (RTW) opportunities available based on the injured worker's current capabilities? yes DnoO 
If so, identify contact person and phone # 

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yesO Date no[ZJ 

7. Has the employer requested RTW training from DWC or the insurance carrier? yes 0 no[ZJ 

8. Has the insurance carrier provided accident prevention services in the past 12 months? yes D Date r.o[ZJ 

9. Has the employer requested accident prevention services from the insurance carrier? yes 0 noD 

Part II REASON FOR FILING THIS REPORT (deadlines vary, see instructionsl 

10. D a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

D b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

m c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

D d. The injured worker resigned or was terminated from employment: File within 10 days. 

Part Ill INJURED WORKER INFORMATION 
11. Injured worker name 12. SSN (last4 digits) 113. DOl 
Jorge Lara  7/7/2009 

14. Injured worker mailing address and phone# 

   
15. First day of lost time or reduced 16. First day of additional lost lime 

wages for this injury (mm/dd/yyyy) or reduced wages (mm/dd/yyyy) 

17, Has the injured worker experienced 8 days (cumulative) of lost time or reduced wages as a result of the injury? yes D no []Z] 
If yes, the date of the 81

h day (mm/dd/yyyy) 

18. Date of most recent RTW 
I 

19. Has the injured worker resigned, been terminated or died? yes [Z]noO 

D Full duty, full pay I date of resignation date of termination 7/22/2009 date of death 

D 
I 

Limited duty, full pay I 19a. Reason for resignation/termination 

I laid off 

D Limited duty, reduced pay I 19b. Was the injured worker on limited duty when terminated? yes Ono[Z] 

20. Hou;f the injured worker was working during the~ay period of 21. Weekly/hourly eerninns for the pay period of '-4-/S/OCi 
+Is OCl to '-.\-Itt I oq : g~. v hours per week to -:VH l Uq : $ veekly or $ t2 

Indicated hours are: Indicated wages are: 

~ Increase from pre-injury D Increase from pre-injury wage 

Same as pre-injury [{] Same a pre-injury wage 

0 Decrease from pre-injury D Decrease from pre-injury wage 

This form to be filed with: The employer's insurance carrier and t~e injured worker in the timeframe as noted in Part II. 

22. To the best of my knowledge the information provided in this report is accurate and may be relied upon for evaluation of eligibility for benefits. 

D Employer D Injured Worker (If no longer working for the employer where injury occurred) 

1- Jl/-ot>t 
Date 

11111111111111111111 II 
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DWCFORM-6 
Supplemental Report of Injury 

DWC requires the reporting of all Return to Work and Post-Injury Change of Earnings. An injured worker is entitled to temporary income benefits if 
he/she has disability (defined as the inability to work, or the inability to earn wages equivalent to pre-injury wages, as a result of the injury) and has 
not reached maximum medical improvement (defined as having reached 104 weeks from the eighth day oflost time or when a doctor certifies that no 
further recovery can be reasonably anticipated). The insurance carrier shall adjust the weekly amount of temporary income benefits paid to the 
injured worker to match the fluctuations in weekly earnings after the injury. To ensure the insurance carrier has accurate information to calculate 
benefits, the DWC FORM-6 is to be completed as applicable: 

By EMPLOYER 

The EMPLOYER means the employer for whom the injured worker was 
working when the injury occurred. If the employer is the current employer, 
then you are responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

Include CLAIM and insurance carrier numbers in right upper hand corner. 
Complete items 1-21, sign and date. 

The EMPLOYER must file this form: 
For a worker's injury/illness that occurs after January 1, 1991 
and required the previous filing of a DWC FORM-I, Employer's 

First Report oflnjury; and 
During the time the injured worker is entitled to temporary 
income benefits (TlBs); and 
llntil the injured worker: 

~ Reaches maximum medical improvement (MMI), or 
~ Is no longer employed by the employer. 

By INJURED WORKER 

If you (the INJURED WORKER) are no longer employed by the 
employer where the injury/illness occurred, then you are 
responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

This form may be used to do so. Include CLAIM and insurance 
carrier numbers in right upper hand corner. Complete items 1-4, 
10-21, sign and date. 

If you are employed by a new employer after the injury; and 

You are receiving benefits, you must tell the insurance 
carrier if your wages change, regardless of whether your 
income went up or down; or 

You are not receiving benefits, you must tell the 
insurance carrier if the injury causes you to miss work or 
lose income. 

his report must be tiled in the following situations within the timeframes indicated: 
• 3 days after the injured worker begins to lose time from work as a result of the injury, iflost time did not occur immediately following the 

injury; 
• 3 days after the injured worker returns to work; 
• 3 days. when the injured worker returned to work. then later has additional day(s) of lost time as a result of the injury; 
• I 0 days after the end of each pay period in which the injured worker has a change in earnings as a result of the injury; 
• I 0 days after the injured worker resigns or is terminated. 

While most of the sections on this form are self-explanatory, please note that the pay periods requested in sections 20 & 21 may be different 
depending on the situation for which the form is being filed: 
• If the report is indicating lost time from work or the end of employment, the pay period shall be the most recent pay period 

prior to the lost time. 
• If the report is indicating return to work or a change in earnings, the pay period shall be the pay period the injured worker is 

beginning. 

This form is to be filed by first class mail or personal delivery with: 

• The insurance carrier, and 
• The injured worker. 
This report is considered filed when personally delivered or postmarked. 

Failure to comply with these filing requirements, without good cause, is a 
Class D administrative violation, subject to a penalty not to exceed $500. 

This form is to be filed by lirst class mail or personal delivery 
with: 

• The insurance carrier. 
This report is considered tiled when personally delivered or 
postmarked. 

If you return to work tor the same employer or a different 
employer. your temporary income benelits from the insurance 
carrier must be adjusted. 

Failure to report earned wages and/or offers of employment to 
the insurance carrier who is paying benefits to you is a crime 
that may result in fines and/or imprisonment. 

TLC~ 409.005 and Rules 120.3 and 129.4 provtde the requtrements regardmg use of thts report. The complete rule text ts avatlable on the DWC 
website at: www.tdi.state.tx.us 

DWC FORM-6 (Rev. 1 0/05) Page 2 DIVISION OF WORKERS' COMPENSATION 
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(b) 
(4)

07/20/2009 MON 17:30 FAX Front East 141001/001 

Employ""- You are t"'!uired to report your injury to your employer wilhin 30 days if your 
employer has workers' compensation insunmce. You have the righ1 to free assist.ance from 
the Texas Department of insurance, Division ofWorkm' Compensation and may be entitled 
to cenain medical and income benefits. For further information call your local Division. field 
office or I (800}-252-7031. 

Empleado - Es necesario que reporte su lesi6n a su empleador denlro de 30 dlas a panir de Ia fetha en que 
se lesion6 si es que su empleadot eucnta con un segura de compeosaci6n para trabajadores. Usted tiene 
dereeho a recibir asisrencia gratu.ita por parte de Ia DivisiOn de CompensaciDn para Trabajadores, y 
tambiCn puede te:ner derecbo a cienos beneficios medicos y monetarios. Para mayor informaei6n 
comuniquese con la oficina local de 1a DivisiOnal telefono 
1-800-252-7031. 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
0 (a) will allow the employee to return to work as ot (date) without restrictions. 

0 (b) will allow the employee to return to work as of (date) ith the restrictionsi;i' entified in PART Ill, which are 
expected to last through (date). .. . ~-(c) hasfrevented and still prevents the employee from returning to work as o--:1. (j e) and is expected to continue 
through l/)ll.O)date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (ONLY COMPLETE IF BOX 13(bliS CHECKED! 
14. POSTURE RESTRICTIONS (if any): 17. MOTION RESTRICTIONS (if any): 19. MISC. RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other Max Hours per day: 0 2 4 6 8 Other 0 Max hours per day of work: __ _ 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 0 
Pushing/Pulling 

Twisting 

Other: 

00000 
00000 
00000 
00000 
00000 
00000 
00000 

Walking DODO D 
Climb stairs/ladders DOD 0 D 
Grasp/Squeeze 0 0 D 0 D 
Wrist flex/extension D 0 0 0 0 
Reaching 0 0 0 0 0 
Overhead Reaching 0 0 0 0 0 
Keyboarding DODO 0 

0 Sit/Stretch breaks of __ per __ 

15- TO (if applicable): 
in extreme hot/cold environments 

0 at heights or on scaffolding 

0 L Hand/Wrist 0 R Hand/Wrist Must keep _________ . 

0 lArm 0 RArm D Neck __ lbs. 0 Elevated 0 Clean& Dry 

0 L Leg 0 R Leg 0 Back 

0 L Foot/Ankle 0 R Foot/Ankle 

any): 

1--------------r-=---------------------1 0 Must take prescription medication(s) 

DWC FORM-73 (Rev.I0/05) Page 1 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy 
(possible safetyldriving issues) 

Expected Follow-up Services Include:} 1 _ _, "' l_.. 
Evaluation by the treating doctor on ~ ~:!::>· (date) at __ : __ amfpm 

Referral tofConsull with on _____ (date) at __ : __ am/pm 

Physical medicine_ X per wrtJ:or --/weeks jj.9rting on (date) at__ : __ amfpm 

Special studies (list): fk{, f;1]j 1_11/l /?:£- on (date) at __ : __ . ar:nfpm 

II ~ 11111111 ~ 1111111111 

0 Referral doctor 

0 Consulting doctor 

0 Other doctor 

DIVISION OF WORKERS' COMPENSATION 
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07/22/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date of Injury: 07/07/2009 
Injured Worker: HOWARD, BRUCE 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m.- 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www. texasmutual.com/workers/iw ADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00 a.m. - 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 
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Claim Number: 99K000057565301 

Notification Date: 07/08/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: BRUCE HOWARD 
SSN: XXX-XX  

Mailing 
Address: TX 

County: 

Physical 
Address: 

County: 

Home Phone: 
Date of Birth: 00/00/0000 
Marital Status: Unknown 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: 
TaxiD: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Fax: 

Date of Injury: 07/07/2009 

0010010000 

Time: 00:00 

Date Reported: 
Nature of Injury: BURN 

Cause oflnjury: BURN/SCALD HEAT OR COLD 
EXP-CONT ACT/W NOC 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

Yes 

How and Why the Injury/Illness Occurred 
FATALITY. BURNS. EXPLOSION. 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: 
Hire Date: 00/00/0000 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

Hours/Week: 

State: TX 

0010010000 

00/00/0000 

Days/Week: 

Fax: (713)676-1676 

Period Start: 00/00/0000 
Supervisor 

Period End: 00/00/0000 

Name: 
Phone: Ext: 

PREPARER OF REPORT 

Name: 
Phone: Ext: Fax: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred: 
TX 

County: 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

EPAH0042001796 
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07/13/2009 Texas Department of Insurance 
Division of Workers' Compensation 

7551 Metro Center Dr., Ste 100, MS-96, Austin, TX 78744-1609 

Voice 512.804.4636 Fax 512.804.4101 
www.tdi.state.tx.us 

CES ENVIRONMENTAL SERVICES INC 
4904 Griggs Rd 
Houston, TX 77021-3208 

NOTICE TO EMPLOYER 

RE: Claim No.: 

Injured Worker: 
Date of Injury: 
Carrier Name: 
Carrier No.: 

 

BRUCE HOWARD 
07/07/2009 
Texas Mutual Insurance Co 
99K0000575653 

The Texas Department of Insurance, Division of Workers' Compensation (DWC) has received notice of an injury/death 
on the above-named employee. Enclosed is information about your rights and responsibilities as an employer and 
information to help you develop successful return to work procedures. Services available from DWC to assist employers 
include: 

RETURN TO WORK SERVICES: DWC provides information to help employers reduce costs and control lost time by 
successfully returning injured workers to productive work as soon as possible following an injury. A "Resource Guide" 
and other information are available on DWC website. In addition, workshops, seminars, and individual consultations 
also are available. 

OSHCON - Free health and safety consultations are provided to small private employers on request. Emphasis is 
placed on assisting the employer in developing effective health and safety programs and identifying and correcting 
hazards in the workplace, including industrial hygiene testing. 

Safety Information Library- Health and safety training programs are available to employers, employees, academic 
institutions and other entities in Texas. Additionally, the Division maintains a resource center containing health and 
safety information, visual aids, and publications. A large number of safety educational materials are available for 
download from the Division's web site. The Division staff also provide assistance with research on specific health and 
safety issues and questions. 

Safety Education & Training - Onsite professional occupational safety training is available to public and private 
employers throughout the State of Texas. We can help any Texas business, whether or not the company subscribes to 
workers' compensation. 

More information on these services can be located on the Division's website at www.tdi.state.tx.us. 

Your workers' compensation insurance carrier is required to notify you of any claim filed against your policy. You may 
submit a written request to your insurance carrier to secure additional information regarding payments, reserves, and the 
effect on premium rates set by the Texas Department of Insurance. This information is intended to inform you of the 
means to secure specific information regarding your company's workers' compensation claims. Please direct your 
questions regarding premium rates to the Texas Department of Insurance, Workers' Compensation Division, 333 
Guadalupe Street, Austin, Texas 78701 (telephone 512-322-3495). 

If you prefer this information be mailed to an address other than 4904 Griggs Rd, Houston, TX 77021-3208, please 
contact your workers' compensation insurance carrier, who will advise the Division of any address changes. Future 
mailings will be forwarded to the corrected address. 

THIS NOTICE DOES NOT REQUIRE A RESPONSE. 

Sincerely, 

Texas Department of Insurance, Division of Workers' Compensation 

Enclosure: Rights and Responsibilities 

CS-37 (10/05) An Equal Opportunity Employer 
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EMPLOYER RIGHTS 

The Texas Workers' Compensation Act, Texas Labor Code, 
Section 409.011, provides covered employers the following rights: 

to be present at all administrative proceedings related 
to a claim 

To present relevant evidence related to a claim at any 
proceeding 
to report suspected fraud 

to contest the compensability of an injury if the 
insurance carrier accepts liability for the payment of 
benefits. 

to receive notice, after making a written request to the 
insurance carrier, of 

an administrative or a judicial proceeding 
related to the resolution of a claim; or 

a proposal to settle a claim 

to contest the failure of the insurance carrier to 
provide accident prevention services required by the 
Act. 

EMPLOYER RESPONSIBILITIES 

1) Reporting Injuries 

Employer's First Report of Injury: You must report to your 
insurance carrier within 8 days of the date you receive notice 
or have knowledge of: 

a work-related injury that causes an employee to miss 
more than 1 day of work 
an occupational illness that you know about, even if 
the employee has not missed any work 

a work-related death 

Do not file an employer's First Report of Injury with the 
Texas Department of Insurance, Division of Workers' 
Compensation unless specifically requested to do so. 

You may report injuries by mail, fax, telephone, or electronic 
transmission to your insurance carrier. Failure to timely report an 
injury or illness may result in an adminstrative penalty not to 
exceed $500 to be assessed by the Division. Send a copy to the 
injured worker and provide the employee a summary of rights and 
responsibilities in the wording adopted by the Division. 

You must keep a record of work-related injuries, illnesses, and 
deaths. Keep the records for at least 5 years from the last day of 
the year in which the injury, illness, or death occurred, or for the 
period of time required by the Occupational Safety and Health 

Administration, whichever is greater. 

2) Other Reporting Responsibilities 

Employer's Wage Statement: You must report an injured 
worker's wages and other compensation to your insurance 
carrier. Send Form-3, Employer's Wage Statement, to your 
insurance carrier within 30 days of the date income benefits 
begin to accrue. Send a copy of the form to the injured worker. 
Do not file the form with the Division unless specifically 
requested to do so. 

Supplemental Report of Injury: You must report any 
changes in an injured worker's pay or employment status to your 
insurance carrier. Send Form-6, Supplemental Report of 
Injury, to your insurance carrier within: 

3 days of the date the injured worker returns to work; 

3 days of the date an injury causes the employee 
to miss additional work after returning to work; 

10 days of the end of a pay period in which the 
injured worker's weekly earnings change as a result 
of the injury; 

10 days of the date the injured employee resigns 
or is terminated. 

Send a copy of the form to the injured worker. Do not file the 
form with the Division unless specifically requested to do 
so. 

If you do not timely send the required forms to the insurance 
carrier and the injured worker, you could be subject to a penalty 
of up to $500 per occurrence for the Employer's Wage Statement 
and the Supplemental Report of Injury. 

3) Posting and Notice Responsibilities 

(This section does not apply to Political Subdivisions) 

Notice of Coverage or Change in Coverage: You must post 
notices in your workplace telling your employees that: 

You have workers' compensation insurance and 
provide the name of your workers' compensation 
insurance carrier; 

the Division has staff to explain injured workers' rights 
and responsibilities and to help resolve disputes. 
about their claims; · 

the Division has a 24-hour, toll free hotline to 
report suspected safety violations in the workplace. 

Posted notices must be in wording and format adopted by the 
Division. If you do not post these notice, you could be subject to 
a penalty up to $500. 

You must give all of your employees written notice if you cancel 
your workers' compensation policy within 15 days of the date 

you cancel your policy or are notified that your insurance carrier 
intends to cancel you policy. If you do not provide this notice to 
your employees, you could be subject to a penalty up to $500 per 
occurrence. 
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Notice to new Employees: You must give each new employee at 
the time of hire a written notice that includes the information in the 
posted notices. The written notice must also tell new employees 
that they have the right to choose not to be covered by your 
workers' compensation policy. Employees have 5 days from the 
date they begin employment to notify you in writing if they do not 
want to be covered by your policy. The written notice to new 
employee must be in wording adopted by the Division. If you do not 
provide this notice to new employees, you could be subject to a 
penalty up to $500 per occurrence. 

For Copies of the required notices, call 512-804-4333, or write 
DWC Forms, MS-91, 7551 Metro Center Drive, Suite 100, 
Austin, TX 78744-1609. 

4) Other Responsiblities 

Drug Policy, if required: If you have 15 or more employees, you 
must have a policy to eliminate drug abuse in your workplace. You 
must give a copy of the policy to each employee. 

For a free copy of the Division's Drug-Free Workplace Resource 
Guide, which includes information on development of a drug-free 
workplace policy, call 512-804-4624 or write DWC Health and Safety 
Resource Center, MS-25, 7551 Metro Center Drive , Suite 100, 
Austin, TX 78744-1609. The Drug-Free Workplace Resource Center 
PublicationsNideos at our website (www.tdi.state.tx.us). 

Accident Prevention Plan, if required: If you are identified by 
the Division as a hazardous employer or are identified by the Texas 
Mutual Insurance Company to participate in an injury prevention 
program, you must adopt an accident prevention plan developed by 
an approved consultant who may be from the Division or your 
insurance carrier, or may be a Division-approved provider. The initial 
consultation must occur within 30 days of the date you receive 
notice that you have been identified to participate in an accident 
prevention program. 
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ADMINISTRATIVE AND CRIMINAL VIOLATIONS 

Fraud: You could be subject to a penalty up to $5,000 and 
possibly referred for criminal fraud investigation if you knowingly 
or intentionally commit an act to deny workers' compensation 
benefits to someone legally entitled to receive benefits. You also 
could be liable for past payments and interest. 

Charge Backs: You may not charge your workers' 
compensation premiums back to your employees either directly or 
indirectly. If you charge premiums back to employees, you could 
be subject to a penalty up to $1 ,000 per violation. Your 
employees may also recover damages in court. 

Misrepresentation of Payroll: You could be subject to a 
penalty up to $5,000 per occurrence if you intentionally 
misrepresent your payroll or provide false information to obtain 
lower insurance premiums. You could also be held liable for 
missed premiums. 

Discrimination Against Employees: Texas law prohibits 
discharging or discriminating against an employee because the 
employee in good faith filed a workers' compensation claim, hired 
an attorney, testified, or will testify in a workers' compensation 
proceeding. 
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By providing meaningful, productive work for 

your injured workers during his or her 

recovery, you can reduce your workers' 

compensations costs significantly. 

Because your experienced and trained employee's 
are continuing to do productive work for your 

company, you will be paying earned wages instead 
of workers' compensation income benefits. Most 
often, being away from work is medically 
unnecessary and can result in additional 

complications to the injury, delaying recovery and 

increasing the negative impact of the injury on 
injured workers and their families. 

Talk to your insurance adjuster as soon as an 

injured worker begins to lose time from work. 

Your insurance carrier can provide return to work 

coordination services to help you reduce 
unnecessary lost time and help your employees to 

continue to work during their recovery. Your 
adjuster also can help you understand the functional 

capabilities of your employees and help you work 
with health care providers as your employees 
recover. 

It is important to help an injured worker focus 

on recovery. 

Returning to a normal routine, including 

employment, as soon as possible is an integral part 
of the recovery process. Studies have shown that 
being off work longer than absolutely necessary can 
cause additional physical complications that could 
not only delay recovery but also increase your 
workers' compensation costs. Additional studies 

have shown that injured workers who continue to 

work require less medical care; therefore, you not 

only be paying lower medical costs for these 
employees but also over time should have lower 

workers' compensation premiums. 

If an injured worker is unable to perform his 

or her regular duties, consider allowing the 

employees to perform a different job, within 

their capabilities, that is still important to the 

daily operations of your organization. 

Modified or alternate assignments that are 
transitional in nature make it possible for the injured 

workers to stay engaged as productive members of 
the workplace. Consider modifying injured 
workers' work hours or allowing the injured workers 
to work at a slower pace. By remaining active in 

your employee's recovery process you not only help 
your business but you also increase the likelihood 
that your employees will continue to be productive 
members of the workforce. 

DWC provides information to help employers with successful stay at work/return to work efforts. 

The information is available on the DWC website at http:/www.tdi.state.tx.us/ or the information 

can be mailed to you. To request a copy of the Employers Resource Guide, or for specific 

assistance or questions, please call DWC at (512) 804-4804, or e-mail rtw@.tdi.state.tx.us. 

You also can contact your local DWC Field Office. It is essential that all system participants work 
together to help injured workers stay motivated in the recovery and return to work process. 

Thank you in advance for your interest and cooperation in this process. 
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CES Environmental Services, Inc. 

INCIDENT REPORT 
D Near Miss -~Accident 

DATE OF INCIDENT: (j-<)-Oti TIME: 4:w a.m. ___ -'cj3> 
RESULT OF INCIDENT: For Accidents check all that apply, for Near Misses ONLY 6 & 7 may be checked. 

1)0 FIRE 2)~EXPLOSION 3)0 EQUIPMENT DAMAGE 4)0PROPERTY DAMAGE 

5)0 PRODUCT LOSS 6)0 PRODUCTION LOSS 7)0 EMPLOYEE ENDANGERMENT 

8)0 OTHER _______________________ _ 

PERSON(S) DIRECTLY INVOLVEQ: 

Name: ~tuu t. \\~wet M 
Name: ----------------------

Name: ---------------
Name: ---------------------

EXACTLOCATIONWHEREINCIDENTOCCURRED: 49D'l\ b'l'f:t)b L\. ~~\V~\~V\ t-/. "]7@1 
7imk I,..Jazl.. t3.a.y 5" 

WHAT UNSAFE ACTS/CONDITIONS LEAD TO INCIDENT?: -~~,_,/,__,;AICl.__----------------

RECOMMENDATIONS TO PREVENT REOCCURRENCE: _ __.~~~.£~~----------------

WITNESSES (Print): 

Name: -----------------
Name: 

Name: :J¢f'JLl. 1.-utt'IA 
Name: (} ------------------ ------------------
Prepared by (Print):--'\;JD.,.. veb"-"'-'-e"-' --"-tA-=->=W~l:>"'--.!A~RI,__ ___ Title: \..lSf Mtt~~t tl~ 
Approved by (Print): ___ :sf----'c"""'Z('-"-""A=---·-({;=>o<.._''->=· t-'-'-, ~ ____ Title: 'ttS£ ~~,y 
Safety Representative Notified (Name): _··-=J~Ob~ . ..,.E_-L.'-i--'--""'t{,C,__.' ~"'-r1t.._t1'-"-L._ __ 

Initials: 

Initials: 

Rev 8.01 

EPAH0042001801 



JUL. 9. 2009 2:32PM NO. 6626 P. 1 

1exasMutuar 

FACSIMILE TRANSMITTAL SHEET 

TO: FROM: 

Juanita Thomas Diane Thiele X 7903 
COMPANY: DATE: 

C E S EnvironmentAl Services 07/09/09 
RECIPIENTS FAX NtJMSlm: RECIPIENTS PHONE NUMBER: 

713-748-8664 

insuranceC:;.mpany 

Special Setvkes 
P.O. Box 12029 

Austin, TX 7&711-2029 
Phone: (800) 859-5995 

Fax: (512) 224-3889 

RE: TOTJ\LNO. Or. PAGe$ (lNCWOING COV!tR): 

Bruce Howard 2 
Cattier Clcim #  

0 URGE.NT 0 FOR REVIEW 0 PLEASE COMMENT li:J PLEASE REPLY 0 PLEASE RECYCLE 

NOTES/COMMENTS: 

Request for DWCS & DWC6 forms. 

CON!'IDENTIALITY NOTICE 

This fax is confidential and is for the sole use of the intended recipient(s) identified above. This tness~~ may 
contain information that is ptivileged, confidentW, or othetwise protected from disclosme under applicable law. 
If the receiver of this information is not the intended recipient, or the employee, or agent responsible for 
delivering the information to the intended recipient, you are herby notified that any use, reading, dissemination, 
distribution, copying or storage of this infonnati.on is strictly prohibired. If you have received this infonnation in 
error, please notify the sender by return fax or dispose of the fax. 

EPAH0042001802 

(b) (4)



Send to workers' compensation carrier: 

Texas Mutual 713-316-2191 CLAIM#---------------

(Name and fax number of carrier) CARRIER'S CLAIM# -----------

1Z1 Initial D Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Howard, Bruce 
Employee's Mailing Address (Street or P.O. Box): 

 
City: State: ZIP Code: 

   
Social Security Number (last four digits): 

Date of Hire: Date of Injury: 

7/07/09 
[Z] As of today's date, the employee is not back at work. OR 
0 The employee returned to work on and is working: 

0 without restriction. OR 
0 with restrictions and is earning wages of $ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services, In 
Employer's Mailing Address (Street or P.O. Box): 

4904 Griggs Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax I.D. Number: 

76-0592985 
Name and Phone# of Person Providing Wage Information: 

Jose Acosta 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
IZI Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

D Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 
D Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

D Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
D Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

0 Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

1Z1 The Injured Employee OR D A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 

DWC FORM-3 (Rev. 10/05) Page l 

111111111111111111111 
DIVISION OF WORKERS" COMPENSATION 
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EmployeeName:Howard, Bruce Social Security#: 4 0 3 0 Date oflnjury:7 /07/09 
-The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

-If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

3/0915/1 0/09 15/17/0915/24/0915/31 /0916/07/0916/14/0916/21 /0916/28/09 

TOTALS 

.24 147.29146.1 Ol45.35152.09l43.17l53.05l47.23l53.02l52.09ll601.97 

Date Benefit 
Suspended 

• • (if suspended) 

Clothing/ 
Uniforms 

Lodging/ 
Housing/ 

Food/ 
Meals 

DWC FORM-3 (Rev. 10/05) Page 2 11111111111111111111 II DIVISION OF WORKERS' COMPENSATION 
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JUL. 9. 2009 2:32PM 

1exasMutuar 
Insunn<e Company 

July9, 2009 

C E S ENVIRONMENTAL SERVICES 
4904 GJUGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#; 
Employee: 
Soc. Sec.; 
Employer: 
Date oflnjury: 
DWC#: 

 
BRUCE HOWARD 

 
C E S ENVIRONMENTAL SBRVI 
07/07/2009 

NO. 6626 P. 2 

Claim & Information Servic~s 
P.O. Box 12029 

Austin, TX 78711-2029 
1-&00·859·599$ {512) 224-3800 

Fax (512)224·3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the infotmation indicated below. The DWC3 
and DWC6 fonns are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. lfyou need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank fol"ffi. 

rB3 DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2) - Please fax or email attachment or use the on-line version 
(www.texasmutual.eom). 

OR 
0 DWCJSD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

12?,1 DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or emllil 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in wbich the employee's earnings have changed as a result of the injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, OR 
• The employee, after returning to work experiences an additional clays(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

AND 

0 EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted), Please fax or send attac.hment via email as soon as possible. 

0 COPY OF THE POST-ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800·859-5995 ext. 7903. 

~~ 
Diane Thiele 
CAT WORKERS' COMP SPEC II 

EPAH0042001805 
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Send the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injured employee. 
*Employers · Do not send this form to the 
Texas Workers' Compensation Commission, 
unless the Commission specifically requests 
a direct filing. 

11WCC CLAIM # 

I CARRIER'S CLAIM#-------------

1. Na~E:l (Last. First. M.l.) 
EMPLOYER'S FIRST REPORT O;...F...:.:IN~J:..:U:..:.R.:....:Y.,....:O:..:R..:....:..::IL:.=L:.:..::N.::;Er.SS~:----:-:-:--r:-::-:~-:--:-::------. 

15. Date of Injury 16. Time of Injury 17. Date Lost Time 2. Sex 

~ \..\~\ .,n _,A , \bNc..e c. OF ~M 4:•0 . 
Dam '7~7-o~ 

3. Social Security No. 4. Home Phone 5. Date of Birth 

 6-~ ').~ l9L\ 
19. Part of Body Injured or Exposed* 18. Nature of Injury* 

\:>e.tA~ 
6. Does the Employee Speak English? If No. Specify Language 20. How and Why Injury/Illness Occurred* 

''ElYes 0No ~t~ ~~- ~¥"\? .\<Nvk' 
7. Race 8. Ethnicity 23. Address Where Injury or Exposure Occurred 

~OLk 
9 O. Box 

ounty 

10. Marital Status: bC'\M.h 
11. Number of Dependent 'e'hildren 12. Spouse's Name 

D N/A 
25. Li~~tnesses: 

:.Jr Lot,..~ 
13. Doctor's Name: 26. Return to ork 27. Did employee 28. Super- 28. Date 

14. Doctor's Mailing Address (Street or P.O. Box) Date/or expected die? visor's name Reported 

City State Zip 
N/A Ye~ 5o~~ '1 ~"f-cC\ 

?~~ 

30. Date of Hire 31. Was employee hired or recruited in 

Texas? ~Yes 0 No 

32. Length of Service in 

38. Last Paycheck was: 39. Is employee an Owner, Partner, or Corporate Officer? 

Hours Days 

51. 

DYes DNa 

Date 7- }(-{Jq 

Zip 

47. Texas Comptroller Tax 
payer No. 

You may be itled to know what information UT Arlington (UTA) collects concerning you. You may review and have UTA 
correct this information according to procedures set forth in UT System BPM #32. The law is found in sections 552.021, 552.-
23 and 559.004 of the Texas Government Code. 

Continued on next page 
TWCC-1 (Rev. 6/97) Texas Worker's Compensation Commission 

EPAH0042001807 
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Claim Number: 99K0000575653 

Notification Date: 07/08/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: 
SSN: 

BRUCE HOWARD 
XXX-XX-

Mailing 
Address: TX 

County: 
Physical 
Address: 

County: 

Home Phone: 
Date of Birth: 00/00/0000 
Marital Status: Unknown 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: 
Tax ID: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date oflnjury: 07/07/2009 Time: 00:00 
Date Reported: 00/00/0000 
Nature of Injury: BURN 

Fax: 

Cause of Injury: BURN/SCALD HEAT OR COLD 
EXP-CONT ACT/W NOC 

Part of Body: 

Fatality: 

UNKNOWN/ NOT 
REPORTED 

Yes 

How and Why the Injury/Illness Occurred 
FATALITY~ BURNS. EXPLOSION. 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: 
Hire Date: 00/00/0000 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 

0010010000 

00100/0000 

Fax: (713)676-1676 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 
Supervisor 
Name: 
Phone: 

Period End: 00/00/0000 

Ext: 

PREPARER OF REPORT 

Name: 
Phone: Ext: Fax: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred: 
TX 

County: 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

EPAH0042001809 



1exas~ 
07/08/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date of Injury: 07/0712009 
Injured Worker: HOWARD, BRUCE 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the infonnation you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00 a.m. - 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www. scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workersliwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www. texasmutual. com/employers/ erRights. shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www.texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. - 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH004200181 0 
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Send to workers' compensation carrier: 

Texas Mutual 713-316-2191 CLAIM# _9  ____ _ 

(Name and fax number of carrier) CARRIER'S CLAIM# ----------

IZIInitial DAmended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Torres, Sergio 
Employee's Mailing Address (Street or P.O. Box): 

 
City: State: ZIP Code: 

Social Security Number (last four digits): 

xxx-xx
Date of Hire: Date of Injury: 

8/01/07 7/07/09 
D As of today's date, the employee is not back at work. OR 
0 The employee returned to work on and is working: 

1Zl without restriction. OR 
D with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE- Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services, In 
Employer's Mailing Address (Street or P.O. Box): 

4904 GriQQS Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax I. D. Number: 

76-0592985 
Name and Phone# of Person Providing Wage Information: 

Jose Acosta 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
1Z1 Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

D Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 

D Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

D Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
0 Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

0 Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

1Z1 The Injured Employee OR D A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE - If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 
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orres, Sera1o Social Security#: 0096 Date 
XXX-XX- 7/07/09 

-The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

- If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

PECUNIARY WAGE INFORMATION 

Pecuniary Wages include all wages that are paid to the employee in the form of money. These include, but are not limited to: 
hourly, weekly, biweekly, monthly, etc. wages; salary; tips/gratuities; piecework compensation; monetary allowances; bonuses; and 
commissions. Earnings are reported in the periods they are earned, NOT when they are paid and some (such as bonuses and 
commissions) need to be prorated. Pecuniary wages don't include payments rnade by an employer to reimburse the employee for the 
use of the employee's equipment or for paying helpers or to reimburse for travel expenses. Consider as earnings amounts from paid 
holidavs and anv vacation, personal or sick leave an emplovee used but not the market value of leave time earned but not used. 

PERIOD # (Week #, 
Month #, or Bi-Week #) 
FROM DATE: 

TO DATE: 

# HOURS WORKED: 

GROSS WAGES 
EARNED: 

Laundry/ 
Cleaning 

Clothing/ 
Uniforms 

Lodging/ 
Housing/ 

DWC FORM-3 (Rev. 10/05) Page 2 

1 2 3 4 I 5 I 6 I 7 I 8 I 9 I 10 11 I 12 I 13 

4/05 /12 4/19 /26 5/03 5/10 5/17 5/24 5/31 6/07 6/14 6/21 6/28 

4/11 4/18 4/25 15/02 15/09 15/16 15/23 15/30 16/09 \6/13 \6/20 \6/27 \7/04 TOTALS 

49.18 49.10 154.35163.07 158.25I54.20I51.17155.28I62.04I55.32I68.05I50.14I57.18i727.33 

 

11111111111111111111 II DIVISION OF WORKERS" COMPENSATION 

(b) (4)

(b) (4)



7/13/2009 8:58 

11 Adjusted Value 

< Previous Pay Period Punch 

{ Previous Day Punch 

Torres, Sergio (Tankwash) 

Employee Timecard Report 
CES Environmental Services, Inc 

7/5/2009- 7/11/2009 

HTO- Hours Toward Weekly Overtime 

? Exception 

+Added Item 

*Tardy 

- Holiday Punch 

Badge: 142 ID:0059 

Date In Out In Out Total Overtime HTO Approved By Notes 

7/5/2009 Sun None 0:00 0:00 0:00 0:00 

7/6/2009 Mon 7:09 12:31 13:00 18:51 11:13 0:00 11:13 0:00 

71712009 Tue 7:22 1::':37 13:04 ?_ ?5:15 ? ? !6:28 0:00 

7/8/2009 Wed 7:29 17:00 9:31 0:00 ?25:59 0:00 

7/9/2009 Thu 7:36 12:26 12:49 17:54 9:55 0:00 ?35:54 0:00 

7/10/2009 Fri 7:41 17:03 9:22 5:16 ?45:16 0:00 

7/11/2009 Sat None 0:00 0:00 ?45:16 0:00 

De~artment Reg OT Vac Sick Hoi Per Other Total 

Tankwash ?40:00 ?5:16 ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ?45:16 

Totals ~0:00 ~ ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ~ 
q, t.- L{C(I '-

Employee Signature Date 

Date r I 

Notes: 

Date 

None Listed 
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07/24/2009 FRI 20:16 FAX Front East 141002/002 

Employee- You are required to report your injllt)l to your employer . . 30 days if your Emplc:ado - Es necesario qur 'lc suI"" iOn a su empleador dc:ntro de 30 dl .. a partir de Ia fecba eo que 
sc t..mn6 sics que su empl uenta con un segu1o de compeosaci6n para trabajadores. Usted tieoe employer hos work=' compensation inourance. You have the right •· assistance &om 

the Tc:QSD<partmeut of~ Division ofWotkcn' Comp<:I!S&tion oo;d may be cntitlrd 
to oertaio medical and income benefits. For further infi>mwtion call your local Division field 
office or 1(800)-252-7031. 

derecho a recibir asistenc:ia g,_..,ta por parte de Ia Divisi6n de Compensaci6n para Tnbajadores, y 
tambib pucde tc:ncr dcrecho a cienos bc:ne6cios medicos y moneuuios; Para mayor iofarmac:i6n 
comunlqucse con Ia olicina local de Ia DivUi6n al telefono 
1-800-2S2·7031. 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED OATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
0 (a) will allow the employee to return to work as of (date) without restrictions. 

0 (b) will allow the employee to return to work as of (date) with he restri tio s identified in PART Ill, which are 

expected to last through (date). '-:1. wl l'lt:l 
~cl has t~nd still prevents the employee from returning to work as of · n:r&Jl,l and is expected to continue 
( . through · (date). The following describes how this injury prevents the employee from returning to work: -

PART Ill: ACTIVITY RESTRICTIONS* (ONLY COMPLETE IF BOX 13(b) IS CHECKED) 
14. POSTURE RESTRICTIONS (if any): 17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other Max Hours per day: 0 2 4 6 8 Other 

Standing 00000 Walking DODO 0 
Sitting 0 0 0 0 D Climb stairs/ladders 00 0 0 D 
Kneeling/Squatting 0 0 0 0 0 Grasp/Squeeze 0 0 0 0 0 
Bending/Stooping 0 0 0 0 0 0 Wrist flex/extension 0 0 0 0 0 
Pushing/Pulling 0 0 0 0 0 Reaching 0 0 0 0 
Twisting 0 0 0 0 0 Overhead Reaching 0 0 

~0;.-th:_:::er=:=: =~~~="0=0~0~0=0~:----=::==:=;>-:---1 Keyboarding 0 0 0 0 
15. RESTRICTIONS SPECIFIC TO (if applicable): 

0 L Hand/Wrist 

0 LArm 

0 lleg 

0 
0 RArm 

0 R Leg 

0 L Foot/Ankle D 
0 Other: 

May not lift/carry objects more than __ lbs. 

for more than __ hours per day 

0 May not perform any liftinglcarrying 

0 Other. 

us! use crutches at aU times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work I 0 -Murs/day.work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Must keep--------""'"""' 
0 Elevated 0 Clean & Dry 

0 No skin contact with:------

0 Dressing changes necessary at work 

0 NoRunning 
20. MEDICATION RESTRICTIONS (if any): 

1-------:i"-:;._---------------------------1 0 Must take prescription medication(s) 

D Advised to take over-the-counter meds 
~;--~~~~~~~~~~~~~~~~~~-.-~-~~~~~~~ 

* These reslric!Jons are based on the docto(s best understanding of the employee's essential job func!Jons. If a 0 Medication may make drowsy 
particular restric!Jon does not apply, It should be disregarded. If modified duty that meets these restrlcUons Is not 
avaUable, the patient should be considered to be off work. Note. these restrictions should be followed outside of work (possible safety/driving issues) 
as well as at work. 
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07/22/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 
jacosta@cesenvironmental.com 

Notification Confirming Receipt of Claim 

Date oflnjury: 07/07/2009 
Injured Worker: TORRES, SERGIO 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. Ifyou have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a 
second Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please 
submit a copy of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of 
the form online at www.texasmutual.com/hcn!hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m. -5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet: 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workers/iw ADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m.- 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 
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Claim Number: 99K000057565303 

Notification Date: 07/22/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: SERGIO TORRES 

SSN: XXX-:XX  
Mailing 
Address: 

County:  

Physical 
Address: 

County: 

Home Phone: 
Date of Birth: 
Marital Status: Not Married 
Gender: Male Dependents: 01 
Language: English 

MEDICAL PROVIDER 

Name: ALLIED MEDICAL CENTER 
Tax ID: 
Address: 11430 IlO E FWY STE 350 

HOUSTON TX 77029 

Phone: (713)450-2838 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date oflnjury: 07/07/2009 Time: 16:00 
Date Reported: 00/00/0000 
Nature oflnjury: SPRAIN 

Fax: 

Cause oflnjury: STRUCK 
BY/INJURED-EXPLOSION OR 
FLARE BACK 

Part of Body: 

Fatality: 

MULTIPLE BODY 
PARTS(INCL.BODY 
SYSTEMS & BOY PARTS 
No 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: TECHNICIAN 
Hire Date: State: TX 
Partner/Office No 
Date Lost Time Began: 00/00/0000 
Return to Work Date: 00/00/0000 
Last Paycheck was: 
Wage: 
Frequency: 

Hours/Week: Days/Week: 

Fax:(713)676-1676 

Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: JAMES PHARMS 

Phone: Ext: 

PREPARER OF REPORT 

Name: JOSE ACOSTA 
Phone: (713)676-1460 Ext: 
Email: jacosta@cesenvironmental.com 

INJURY INFORMATION 
Address Where Injury Occurred: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

County: HARRIS 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

Fax: (713)676-1676 

CERVICAL SPRAIN/STRAIN. LUMBAR SPRAIN/STRIAN. BILATERAL WRIST SPRAIN. BILATERAL 
KNEE SPRAIN. DETAILS ARE UNKNOWN. 
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CLAIM# 

Carrier# 

Part I 
SUPPLEMENTAL REPORT OF INJURY 

EMPLOYER INFORMATION 
1. Employer business name I 2. 

Employer phone # 

CES Environmental Services 713-676-1460 
3. Employer mailing address 

4904 Griggs Rd 
4. Insurance carrier name 

Texas Mutual 

5. Does the employer have return to work (RTW) opportunities available based on the injured worker's current capabilities? yes Onoc:J 
If so, identify contact person and phone # 

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes D Date no[{] 

7. Has the employer requested RTW training from DWC or the insurance carrier? yes D no[{] 

8. Has the insurance carrier provided accident prevention services in the past 12 months? yes D Date r.o[{] 
9. Has the employer requested accident prevention services from the insurance carrier? yes 0 noc:J 

Part II REASON FOR FILING THIS REPORT (deadlines vary, see instructions) 

10. D a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

D b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

m c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

D d. The injured worker resigned or was terminated from employment: File within 10 days. 

Part Ill INJURED WORKER INFORMATION 
11. Injured worker name 12. SSN (last 4 digits) 113. DOl 
Sergio Torres  71712009 

14. Injured worker mailing address and phone# 

 
15. First day of lost time or reduced 16. First day of additional lost time 

wages for this injury (mm/dd/yyyy) or reduced wages (mm/dd/yyyy) 

17, Has the injured worker experienced 8 days (cumulative) of lost time or reduced wages as a result of the injury? yes 0 no[i2f 

If yes, the date of the 81
h day (mm/dd/yyyy) 

I 
19. Has the injured worker resigned, been terminated or died? yes [Z]noO 

18. Date of most recent RTW 

D Full duty, full pay I date of resignation date of termination 7/22/2009 date of death 
I 

D Limited duty, full pay I 19a. Reason for resignation/termination 
I laid off 

D Limited duty, reduced pay I 19b. Was the injured worker on limited duty when terminated? yes c::Jno[Z] 

20. Hours the injured worker ;as working durinf the pay period of 21. w:~~l1hourly earnings for the pay period of -=t-J CCJ/DfA 
"1---j~JOt:t to-y \l D'1 : 4 (, · {)-}-- hours per week to -.::r; '1_1 J1l : $ weekly or [~ 

Indicated hours are: Indicated wages are: 

D Increase from pre-injury D Increase from pre-injury wage 

@'Same as pre-injury [ZJ Same a pre-injury wage 

0 Decrease from pre-injury D Decrease from pre-injury wage 

This form to be filed with: The employer's insurance carrier and t~e injured worker in the timeframe as noted in Part II. 

22. To the best of my knowledge the information provided in this report is accurate and may be relied upon for evaluation of eligibility for benefits. 

'tted by: D Employer D Injured Worker (If no longer working for the employer where injury occurred.) 

Date 

11111111111111111111111111111 
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DWCFORM-6 
Supplemental Report of Injury 

DWC requires the reporting of all Return to Work and Post-Injury Change of Earnings. An injured worker is entitled to temporary income benefits if 
he/she has disability (defined as the inability to work. or the inability to earn wages equivalent to pre-injury wages, as a result of the injury) and has 
not reached maximum medical improvement (defined as having reached I 04 weeks from the eighth day of lost time or when a doctor certifies that no 
further recovery can be reasonably anticipated). The insurance carrier shall adjust the weekly amount of temporary income benefits paid to the 
injured worker to match the fluctuations in weekly earnings after the injury. To ensure the insurance carrier has accurate information to calculate 
benefits, the DWC FORM-6 is to be completed as applicable: 

By EMPLOYER 

The EMPLOYER means the employer for whom the injured worker was 
working when the injury occurred. If the employer is the current employer, 
then you are responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

Include CLAIM and insurance carrier numbers in right upper hand corner. 
Complete items I-21, sign and date. 

The EMPLOYER must file this form: 
For a worker's injury/illness that occurs after January I, I 991 
and required the previous filing of a DWC FORM-I, Employer's 

First Report of Injury: and 
During the time the injured worker is entitled to temporary 
income benefits (TIBs); and 
Until the injured worker: 

:» Reaches maximum medical improvement (MMI), or 
:» Is no longer employed by the employer. 

By INJURED WORKER 

If you (the INJURED WORKER) are no longer employed by the 
employer where the injury/illness occurred, then you are 
responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

This form may be used to do so. Include CLAIM and insurance 
carrier numbers in right upper hand corner. Complete items I -4. 
10-21, sign and date. 

If you are employed by a new employer after the injury; and 

You are receiving benefits, you must tell the insurance 
carrier if your wages change. regardless of whether your 
income went up or down: or 

You are not receiving benefits. you must tell the 
insurance carrier if the injury causes you to miss work or 
lose income. 

rhis report must be filed in the following situations within the timeframes indicated: 
• 3 days after the injured worker begins to lose time from work as a result of the injury. iflost time did not occur immediately following the 

injury; 
• 3 days after the injured worker returns to work: 
• 3 days, when the injured worker returned to work. then later has additional day(s) of lost time as a result of the injury; 
• 10 days after the end of each pay period in which the injured worker has a change in earnings as a result of the injury: 
• I 0 days after the injured worker resigns or is terminated. 

While most of the sections on this form are self-explanatory, please note that the pay periods requested in sections 20 & 21 may be different 
depending on the situation for which the form is being filed: 
• If the report is indicating lost time from work or the end of employment, the pay period shall be the most recent pay period 

prior to the lost time. 
• If the report is indicating return to work or a change in earnings. the pay period shall be the pay period the injured worker is 

beginning. 

This form is to be filed by lirst class mail or personal delivery with: 

• The insurance carrier. and 
• The injured worker. 
This report is considered filed when personally delivered or postmarked. 

Failure to comply with these filing requirements, without good cause, is a 
Class D administrative violation, subject to a penalty not to exceed $500. 

This form is to be filed by lirst class mail or personal delivery 
with: 

• The insurance carrier. 
This report is considered tiled when personally delivered or 
postmarked. 

If you return to work for the same employer or a ditTerent 
employer. your temporary income benetits from the insurance 
carrier must be adjusted. 

Failure to report earned wages and/or offers of employment to 
the insurance carrier who is payin~ benefits to you is a crime 
that may result in fines and/or imprisonment. 

TLC§ 409.005 and Rules 120.3 and 129.4 provtde the requtrements regardmg use oi tillS report. The complete rule text ts avatlable on the DWC 
website at: www.tdi.state.tx.us 
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7/21/2009 7:28 

A Adjusted Value 

< Previous Pay Period Punch 

{ Previous Day Punch 

Torres, Sergio (Tankwash) 

Employee Timecard Report 
CES Environmental Services, Inc 

7/12/2009-7/18/2009 

HTO- Hours Toward Weekly Overtime 

? Exception 

+Added Item 

*Tardy 

- Holiday Punch 

Badge: 142 10:0059 
Date I lnl Out: In· Out\ Total! Overtime1 HTO Approved By Notes 

7/12/2009 Sun None 0:00 0:00 0:00 0:00 

7/13/2009 Mon 9:04 19:00 9:56 0:00 9:56 0:00 

7/14/2009 Tue 8:25 12:08 12:35 20:40 11:48 0:00 21:44 0:00 

7/15/2009 Wed 8:11 18:00 9:49 0:00 31:33 0:00 

7/16/2009 Thu 7:00 18:21 11:21 2:54 42:54 0:00 

7/17/2009 Fri 8:11 ? ? ? ?42:54 0:00 

7/18/2009 Sat None 0:00 0:00 ?42:54 0:00 

DeQartment Reg OT Vac Sick Hoi Per Other Total 

Tankwash ?40:00 ?2:54 ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ?42:54 

Totals ~40:00 ~ ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ~ 
~I> t/~13 

Date 

Notes: 

Date 

None Listed 
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07/22/2009 WED 10:58 FAX Front East 1410011001 

Employee- You are required to report your injury to your employer willlin 30 days if your 
employer has workers' compr:osation inswance. You bave the right to free assistance from 
the Texas Department oflosurance, Division ofWorkCJS• Compensation and may be entitled 
10 certain medical and income bene.fits. For further information call yollt local Division field 
office or l (800)-252-7031. 

Empleado - Es neccsario que reporte su lesi6n a su empleador dentm do 30 elias a partir de la fecba en que 
se lesion6 si es que su empleador ClleDta con un scguro de compensaci6n para trabajadores. Usted 1iene 
derecho a recibir asistenc.ia gratuita por pa.rte de Ia DivisiOn de CompeosaciOn para Trabajadores. y 
tambiC:n puede tener derccllo a cietto! bc:ncficios mOdi cos y monctarios.. Pam. mayor informaciOn 
comuniqucse con 1a oficina local de la Divisi6n altelCfono 
l-800-252-7031. 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
0 (a) will allow the employee to return to work as of (date) without restrictions. 

0 (b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 

expected to last through (date). ~ (w{"a 
\;Ole) has t~nd still prevents the employee from returning to work as ot ·ttraj6) and is expected to continue 
( through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (ONLY COMPLETE IF BOX 13(b) IS CHECKED) 
14. POSTURE RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Standing 00000 
Sitting 0 DO 0 0 
Kneeling/Squatting 0 0 0 0 0 
Bending/Stooping 0 0 0 0 0 0 
Pushing/Pulling D 0 D 0 0 
Twisting 0 0 0 0 0 
Other: ODD D 0 
15. RESTRICTIONS SPECIFIC TO (if applicable): 

D L Hand/Wrist 0 R Hand/Wrist 

0 LArm 0 R Arm 

D L Leg 0 R Leg 

0 L Foot/Ankle D 
D 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking DODO 0 
Climb stairs/ladders 00 0 0 0 
Grasp/Squeeze 0 0 0 0 0 
Wrist flex/extension 0 0 0 0 0 
Reaching 

Overhead Reaching 

May not lift/carry objects more than __ lbs. 

for more than __ hours per day 

D May not perfonn any liftinglcarrying 

0 Other: 

19. MISC. RESTRICTIONS (if an ): 

0 Max hours per day of wo . __ _ 

0 Si!IStretch bre 

0 Must 

ust use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work I 0 --l:lgursfday work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Must keep ________ _ 

0 Elevated D Clean & Dry 

0 No skin contact with:------

0 Dressing changes necessary at wor1< 

0 No Running 
20. MEDICATION RESTRICTIONS (if any): 

l------7".::.....-----------------------------l 0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 
~=--~~--~--~~~~~~--~~~~~-~~-~~~~--~~ • These restrictions are based on the doctor's best understanding of the employee's essenUal job functions. If a D 

particular restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not Medication may make drowsy 
available, the patient should be considered to be off work. Note- these restrictions should be followed outside of work (possible safetyldriving issues) 
as well as at work. 

DWC FORM-73 (Rev. I 0/05) Page I 111 m1111 1111111111111 
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07/22/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date of Injury: 07/07/2009 
Injured Worker: ENCINIA, JOSE ANTONIO 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00 a.m. - 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www. texasmutual.com/workers/iw ADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www. texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn. shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001825 
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Claim Number:  

Notification Date: 07/22/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: JOSE ANTONIO ENCINIA 
SSN: XXX-XX-  
Mailing 
Address: 

 

County:  

Physical 
Address: 

 

County:  

Home Phone: 

Date of Birth:  
Marital Status: Married 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: ALLIED MEDICAL CENTER 
Tax ID: 
Address: 11430 llO E FWY STE 350 

HOUSTON TX 77029 

Phone: (713)450-2838 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Fax: 

Date oflnjury: 07/07/2009 Time: 16:00 

Date Reported: 00/00/0000 
Nature oflnjury: SPRAIN 

Cause of Injury: STRUCK 
BY/INJURED-EXPLOSION OR 
FLARE BACK 

Part of Body: 

Fatality: 

MULTIPLE BODY 
PARTS(INCL.BODY 
SYSTEMS & BOY PARTS 
No 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 
Address: 

4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: TECHNICIAN 
Hire Date:  State: TX 
Partner/Officer/Owner: No 
Date Lost Time Began: 00/00/0000 
Return to Work Date: 00/00/0000 
Last Paycheck was: 
Wage: 
Frequency: 

Hours/Week: 

 
Hourly 

Days/Week: 

Fax: (713)676-1676 

Period Start: 00/00/0000 
Supervisor 

Period End: 00/00/0000 

Name: JAMES PHARMS 
Phone: Ext: 

PREPARER OF REPORT 

Name: JOSE ACOSTA 
Phone: (713)676-1460 Ext: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

County: HARRIS 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 

Name: 
Phone: 

Fax:(713)676-1676 

BILATERAL HAND SPRAIN/STRAIN. BILATERAL WRIST SPRAIN/STRAIN. LUMBAR 
SPRAIN/STRAIN. BILATERAL KNEE SPRAIN/STRAIN. HE WAS CLIMBING DOWN LADDER A 4FT 
LADDER AND FELL. 

EPAH0042001826 
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Send to workers' compensation carrier: 

Texas Mutual 713-316-2191 
CLAIM# _99_K_0_0_0_0_57_5_6_5_3_04 _____ _ 

(Name and fax number of carrier) CARRIER'S CLAIM# ----------

IZI Initial D Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Encinia, Jose 
Employee's Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Social Secu er (last four digits): 
xxx-xx-

Date of Hire: Date of Injury: 

7/07/09 
D As of today's date, the employee is not back at work. OR 
0 The employee returned to work on and is working: 

0 without restriction. OR 
D with restrictions and is earning wages of $ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services, In 
Employer's Mailing Address (Street or P.O. Box): 

4904 Griggs Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax I. D. Number: 

76-0592985 
Name and Phone# of Person Providing Wage Information: 

Jose Acosta 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
1Z1 Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

D Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 
D Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

D Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
D Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

D Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

D The Injured Employee OR 1Z1 A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 

DWC FORM-3 (Rev. 10/05) Pagel 1111111111111111111111 
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Employee Name:Encinia, Jose #:XXX-XX-71 00 oateoflnjury:7/07/09 

- The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

PECUNIARY WAGE INFORMATION 

Pecuniary Wages include all wages that are paid to the employee in the form of money. These include, but are not limited to: 
hourly, weekly, biweekly, monthly, etc. wages; salary; tips/gratuities; piecework compensation; monetary allowances; bonuses; and 
commissions. Earnings are reported in the periods they are earned, NOT when they are paid and some (such as bonuses and 
commissions) need to be prorated. Pecuniary wages don't include payments made by an employer to reimburse the employee for the 
use of the employee's equipment or for paying helpers or to reimburse for travel expenses. Consider as earnings amounts from paid 
holidavs and anv vacation, personal or sick leave an emplovee used but not the market value of leave time earned but not used. 

PERIOD # (Week #, 
Month #, or Bi-Week #) 
FROM DATE: 

TO DATE: 

# HOURS WORKED: 

GROSS WAGES 
EARNED: 

Food/ 
Meals 

Vehicle/ 
Fuel 

Other 

DWC FORM-3 (Rev. 10/05) Page 2 

1 2 3 4 I 5 I 6 I 7 I 8 I 9 I 10 I 11 I 12 I 13 

4/05 14/12 4/19 /26 5/03 5/10 5/17 5/24 5/31 6/07 6/14 6/21 6/28 

4/11 4/18 4/25 15/02 \5/09 \5/16 \5/23 \5/30 \6/06 \6/13 \6/20 \6/27 \7/04 TOTALS 

33.16 47.26 \48.20 152.34 144.14149.25144.24149.25143.32155.07150.22152.15163.20~631.8 
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7/13/2009 8:58 

"Adjusted Value 

< Previous Pay Period Punch 

{ Previous Day Punch 

Encinia, Jose (Tankwash) 

Employee Timecard Report 
CES Environmental Services, Inc 

7/5/2009- 7/11/2009 

HTO- Hours Toward Weekly Overtime 

? Exception 

+Added Item 

*Tardy 

- Holiday Punch 

Badge: 123 ID:0006 

Date In Out In Out Total Overtime HTO Approved By Notes 
7/5/2009 Sun None 0:00 0:00 0:00 0:00 

7/6/2009 Mon 13:53 20:43 21:09 0:06 9:47 0:00 9:47 0:00 

71712009 Tue 13:56 \'ltct.? t''('~ 1-3 ?'~ ? ?9:47 0:00 

71812009 Wed 13:38 18:31 \~1:;0 95t'0 4:53 0:00 ?14:40 0:00 

719/2009 Thu 14:04 20:42 21:36 23:17 8:19 0:00 ?22:59 0:00 

7/10/2009 Fri 13:39 \"'-oP IIi~~, 3-10D ? ? ?22:59 0:00 

7/11/2009 Sat None 0:00 0:00 ?22:59 0:00 

De12artment B§g OT Vac Sick Hoi Per Other Total 

Tankwash ?22:59 ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 ?22:59 

Totals ~ .AO:Oo ?0:00 ?0:00 ?0:00 ?0:00 ?0:00 p.s§ 
t.-fo L(: 2'-\ 4'-(: 2)-( 

Employee Signature Date 

Notes: 

Date 

None Listed 

Page 42 
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,ff§.:r'' I CLAIM# 2t?kt2®6?S~5~0Lj 
~~C , earner# 

i:~~;; I L-. -------------' 

'--~-"' 
SUPPLEMENTAL REPORT OF INJURY 

Part I EMPLOYER INFORMATION 
1. Employer business name I 2. 

Employer phone # 

CES Environmental Services 713-676-1460 
3. Employer mailing address 

4904 Griggs Rd 
4. Insurance carrier name 

Texas Mutual 

5. Does the employer have return to work (RTW) opportunities available based on the injured worker's current capabilities? yes DnoCJ 
If so, identify contact person and phone # 

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes D Date no[Z] 

7. Has the employer requested RTW training from DWC or the insurance carrier? yes D no[Z] 

8. Has the insurance carrier provided accident prevention services in the past 12 months? yes D Date r.o[Z] 

9. Has the employer requested accident prevention services from the insurance carrier? yes D noCJ 

Part II REASON FOR FILING THIS REPORT (deadlines vary, see instructions) 

10. D a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

D b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

[{] c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

D d. The injured worker resigned or was terminated from employment: File within 10 days. 

Part Ill INJURED WORKER INFORMATION 
11. Injured worker name 12. SSN (last 4 digits) 113. DOl 
Jose Encinia 7/7/2009 

14. Injured worker mailing address and phone# 

15. First day of lost time or reduced 16. First day of additional lost time 
wages for this injury (mm/dd/yyyy) or reduced wages (mm/dd/yyyy) 

17, Has the injured worker experienced 8 days (cumulative) of lost time or reduced wages as a result of the injury? yes DnoE:!:J 

If yes, the date of the a'" day (mm/dd/yyyy) 

18. Date of most recent RTW I 
19. Has the injured worker resigned, been terminated or died? yes w noD 

D Full duty, full pay I date of resignation date of termination 7/22/2009 date of death 

D Limited duty, full pay 
I 

I 19a. Reason for resignation/termination 
I laid off 

D Limited duty, reduced pay I 19b. Was the injured worker on limited duty when terminated? yes CJno[Z] 

20. Hours the injured worker w~s workino during the pay period of 21. ~lt~Tourly earnings for the pay period of '-=t-IS/Oci 
~Dq t(\-JII£8.. : ·~.l4 _hours per week to ll d1 : $ weekly or $ lth2-

Indicated hours are: Indicated wages are: 

D Increase from pre-injury D Increase from pre-injury wage 

@same as pre-injury [ZJ Same a pre-injury wage 

CJ Decrease from pre-injury D Decrease from pre-injury wage 

This form to be filed with: The employer's insurance carrier and t e injured worker in the timeframe as noted in Part II. 

22. To the best of my knowledge the information provided in this report is accurate and may be relied upon for evaluation of eligibility for benefits. 

Su milled b · D Employer D Injured Worker (If no longer working for the employer where injury occurred.) 

Date 

111111111 111111111111111 II 
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DWCFORM-6 
Supplemental Report of Injury 

DWC requires the reporting of all Return to Work and Post-Injury Change of Earnings. An injured worker is entitled to temporary income benefits if 
he/she has disability (defined as the inability to work, or the inability to earn wages equivalent to pre-injury wages, as a result of the injury) and has 
not reached maximum medical improvement (defined as having reached I 04 weeks from the eighth day of lost time or when a doctor certifies that no 
further recovery can be reasonably anticipated). The insurance carrier shall adjust the weekly amount of temporary income benefits paid to the 
injured worker to match the fluctuations in weekly earnings after the injury. To ensure the insurance carrier has accurate information to calculate 
benefits, the DWC FORM-6 is to be completed as applicable: 

By EMPLOYER 

The EMPLOYER means the employer for whom the injured worker was 
working when the injury occurred. If the employer is the current employer, 
then you are responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings. or 
• Any offers of employment. 

Include CLAIM and insurance carrier numbers in right upper hand corner. 
Complete items 1-21, sign and date. 

The EMPLOYER must file this form: 
For a worker's injury/illness that occurs after January I, 1991 
and required the previous filing of a DWC FORM-I. Employer's 

First Report oflnjury; and 
During the time the injured worker is entitled to temporary 
income benefits (T!Bs); and 
lJntil the injured worker: 

~ Reaches maximum medical improvement (MMI), or 
~ ls no longer employed by the employer. 

By INJURED WORKER 

If you (the INJURED WORKER) are no longer employed by the 
employer where the injury/illness occurred, then you are 
responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

This form may be used to do so. Include CLAIM and insurance 
carrier numbers in right upper hand corner. Complete items 1-4, 
10-21, sign and date. 

lfyou are employed by a new employer after the injury; and 

You are receiving benefits. you must tell the insurance 
carrier if your wages change, regardless of whether your 
income went up or down; or 

You are not receiving benefits, you must tell the 
insurance carrier if the injury causes you to miss work or 
lose income. 

his report must be filed in the following situations within the timeframes indicated: 
• 3 days after the injured worker begins to lose time from work as a result of the injury, if lost time did not occur immediately following the 

injury; 
• 3 days after the injured worker returns to work; 
• 3 days, when the injured worker returned to work, then later has additional day(s) of lost time as a result of the injury; 
• I 0 days after the end of each pay period in which the injured worker has a change in earnings as a result of the injury; 
• I 0 days after the injured worker resigns or is terminated. 

While most of the sections on this form are self-explanatory, please note that the pay periods requested in sections 20 & 21 may be different 
depending on the situation for which the form is being filed: 
• If the report is indicating lost time from work or the end of employment, the pay period shall be the most recent pay period 

prior to the lost time. 
• lfthe report is indicating return to work or a change in earnings, the pay period shall be the pay period the injured worker is 

beginning. 

This form is to be filed by first class mail or personal delivery with: 

• The insurance carrier, and 
• The injured worker. 
This report is considered filed when personally delivered or postmarked. 

Failure to comply with these filing requirements, without good cause, is a 
Class D administrative violation, subject to a penalty not to exceed $500. 

This form is to be filed by first class mail or personal delivery 
with: 

• The insurance carrier. 
This report is considered tiled when personally delivered or 
postmarked. 

If you return to work for the same employer or a different 
employer. your temporary income benefits from the insurance 
carrier must be adjusted. 

Failure to report earned wages and/or offers of employment to 
the insurance carrier who is paying benefits to you is a crime 
that may result in fines and/or imprisonment. 

TLC§ 409.005 and Rules 120.3 and 129.4 provide the reqUirements regardmg use ol th1s report. The complete rule text 1s available on the DWC 
website at: www.tdi.state.tx.us 

DWC FORM-6 (Rev. 10/05) Page 2 111111111111 111111111111111111 DIVISION OF WORKERS' COMPENSATION 
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7/21/2009 7:28 

" Adjusted Value 

< Previous Pay Period Punch 

{ Previous Day Punch 

Encinia, Jose (Tankwash) 

Employee Timecard Report 
CES Environmental Services, Inc 

7/12/2009 - 7/18/2009 

HTO- Hours Toward Weekly Overtime 

? Exception 

+Added Item 

*Tardy 

- Holiday Punch 

Badge: 123 10:0006 

Date I lnl Out ln1 Outl Total' Overtime! HTO Approved By1 Notes 
7/12/2009 Sun None 

7/13/2009 Mon 13:37 19:36 20:00 

7/14/2009 Tue 13:30 19:19 19:45 

7/15/200.9 Wed 13:40 21:23 22:00 

7/16/2009 Thu 7:00 8:33 13:34 

7/17/2009 Fri 13:57 ? 

7/18/2009 Sat None 

De~artment Reg OT Vac 

Tankwash ?37:43 ?0:00 ?0:00 

Totals ~ ~0 ?0:00 

L/-C (pLf~ 

Employee Signature 

(\ () ----------
~nn.-t\ \_cy-

Date 

None Listed 

0:00 0:00 0:00 0:00 

23:00 8:59 0:00 8:59 0:00 

22:55 8:59 0:00 17:58 0:00 

23:02 8:45 0:00 26:43 0:00 

23:01 11:00 0:00 37:43 0:00 

? ? ?37:43 0:00 

0:00 0:00 ?37:43 0:00 

Sick Hoi Per Other Total 

?0:00 ?0:00 ?0:00 ?0:00 ?37:43 

?0:00 ?0:00 ?0:00 ?0:00 ~ 
t/~ifr, 

Date 

Page 16 
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07/21/2009 TUE 14:25 FAX Front East ~005/008 

Allied Medical Center 
Initial WC Evaluation 

Office: East 

PATIENTNAME:_E---'N.;,_:C=INI.....:::..;;;A'-", J-=-O=SE;;;__ ______ _ DATE: __ 7£--/?_o_lc_u----"9 __ 
SOC. SEC.#: DOB:  AGE: _____ _ 

Insurance Carrier: Network: -------------------- ----------------
PRESENT MEDICAL CONDITION: 

VITAL STATISTICS 

WT: (59 HT: f 1
' { '' BP: f { $' I ~ ;)- PULSE: ';) '1 RESP: TEMP: __ _ 

DO!: --zi-z/cfioccurATION "](:vdt;,. ~· ~HOJ'.TEDT9: ~ 
AREAS OF COMPENSABILITY: 1. I?;)U: ~2. (Jjt c /;lj'IA~~~~ 4. ~ 
CHffiFCOMPLMNT: __ ~~~------~~~~·---------------------------------
p AIN DESCRIPTION: ACHING BURNING SHARP RADIATING NUMBNESS TINGLING 

AGGRAVATED BY: SITTING STANDING WALKING STAIRS COUGHING BENDING 
ALLE~TEDBY: ___________________________________________________ __ 

MEDICATIONS: N /&: Gpyu7a1:ttt/j;Jll:..GIES: !Ut-FDA-
PAST ILLNESSES: ~ ~ 
HOSPITALIZATION/SURGERIES:~--+-----crKt: _________________________ __ 

PRIOR WORKINJURIESIMVA: ------------------------------------·· 

SOCIAL/FAMILY HISTORY 

MARITAL STATUS: S ®D W 

SMO=® NO ALCOHOL: YES 

LIVING STATUS: ~ ' 
NO HEAVY DRUG USE: YE~ 

EPAH0042001833 
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07/21/2009 TUE 14:25 FAX Front East 

EXAMINATION FORM 

Date: 

Re-Exam Final Exam Alert & Cooperative: 

Spine tilt 

Lordosis 

CERVICAL no 

Flexion 

Extension 

Lt lat flex 

Rt.lat flex 
Lt rotation 80 
Rt. rotation 80 

SHOULDER I ft . h norm e ngt t 

Flexion 

Extension 
Abduction 

Adduction 

Ext. rot 

Int. rot 

CERVICAL 

Cervical 
Compression 
+ - L R 

Cervical 
Distrnction 

+ - L R 

Shoulder 

180 
50 
180 
50 
90 
90 

LUMBARISI 

Lasegue's 
(SLR) 
- L R 

~raggard's 
\.Y - L R 

Kemp's 
+ - L R 

DTR's Up Ext 

Sensory 
Up Ext 

Lumbar Muscle 
Lt Rt Ant Strength 

Gait 

1. 
THORACIC nonn exam 

Flexion 50 
Min Kyphosis 100 
Extension 45 Lt lat flex 

Lt.lat flex 40 Rt.lat flex 
Rt. Lat flex 40 LtRotation 

LtRotation 30 Rt. Rotation 
Rt. Rotation 30 

ELBOW nonn left rildlt WRIST 
Flexion 140 Flexion 

Extension 0 Extension 

Pronation 80 Rad.Dev 
Supination 80 Ulnardev 

FOOT/ANKLE norm left ri ht HIP 

Plant flex 40 Flexion 

20 Extension 

30 Abduction 40 

20 Adduction 20 
Int. R t 40 
ExtRot 50 

ORTHOPEDIC TESTS 

HIP SHOULDER ELBOW WRIST 
L I R L I R L I R L I R 

Patrick Fabere Apley's Cozen's Tinel's 
+ - L R Scratch + . L R + . L 

+ - L R 
Trendelenburg Mill's @halen's 
+ . L R Cadman's + - L R - L 

Drop 
Thomas Arm Tinel's Finklestein 

+ - L R + - L R + - L R + - L 

Depression Laguerre's Speed's Test Bracelet 

R 

R 

R 

KNEE 
L I R 
Apley's 

Test 
+ . L R 

AlP Drawer 
+ - L R 

Apprehension 
+ - L R 

14!006/008 

ANKLE 
L/R 
Anterior 

Foot Draw 
+ - L R 

Metatarsal 
Test 

+ - L R 

Abduction 
Stress 

+ - L R Milgram's + - L R + - L R + - L R ValgusNarus + . L R 
+ - L R 

Soto-Hall Hibb's ·Apprehension 
+ - L R Nachla's + - L R + - L R 

Vasalva 
+ - L R 

+ - L R 

R 

Scaption 
+ - L 

+ - L R 

McMurray 
+ - L R 

Adduction 
Stress 

+ - L 

Talar tilt 
+ - L 

R 

R 
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(b) (4)

07/21/2009 TUE 14:26 FAX Front East 
141007/008 

I PATIENT: ENCINIA, JOSE SOCIAL SECURITY: 

Cervical 

333.83 
721.0 
721.1 
722.0 
722.71 
722.81 
723.1 
723.5 
784.0 
847.0 

Thoracic 

721.2 
721.41 
722.11 
722.31 
722.51 
722.72 
722.82 
724.1 
724.4 
737.34 
739.2 
847.1 

Soasmodic torticollis 
Cervical Spondylosis without myelopathy 
Cervical Spondylosis with myelopathy 
Displacement of the Cervical intervertebral disc wihout myelopathy 
Intervertebral disc disorder with myelopathy- Cervical 
Postlaminectomy syndrome - cervical 
Cervicalgia 
Torticollis, unspecified 
Headache 
Sprain/strain of neck 

Thoracic spondylosis without Myelopathy 
Thoracic spondylosis with Myelopathy 
Thoracic intervertebral disc without myelopathy 
Schmorl's nodes- Thoracic 
Degeneration of thoracic or thoracolumbar intervertebral disc 
Intervertebral disc disorder with Myelopathy_ Thoracic 
Postlaminectomy syndrome- Thoracic 
Pain in thoracic spine 
Thoracic or lumbosacral neuritis or radiculitis, unspecified 
Thoracogenic scoliosis 
Nonallopathic leasions- Thoracic Region 
Sprain/strain of Thoracic region 

Lumbar/Sacrum/Pelvis 

719.55 
721.3 

·. 721.42 
. 722.10 
722.32 
722.52 
722.73 
722.83 
724.02 
724.2 
724.3 
724.4 
724.6 
724.8 
724.9 
724.79 
739.3 
739.4 
739.5 
846.0 
846.1 
847.2 
847.3 
847.4 
953.2 
953.3 
953.5 

S~iffness of Joint, pelvic region and thigh 
Lumbosacral spondylosis without myelopathy 
Lumbar spondylosis with myelopathy 
Lumbar Intervertebral disc without myelopathy 
Schmorl's nodes- Lumbar 
Degeneration of lumbar or lumbosacral intervertebral disc 
Intervertebral disc disorder with myelopathy- lumbar 
Postlaminectomy syndrome- Lumbar 
Spinal Stenosis- Lumbar 
Lumbago 
Sciatica 
Thoracic or Lumbosacral neuritis or radiculitis, unspecified 
Disorders of sacrum 
Other back symptoms 
Other back disorders 
Disorders of coccyx, other 
Nonallopathic lesions-lumbar region 
Nonallopathic lesions- savral region 
Nonallopathic leasion- pelvic region 
Sprain/strain of!umbosavcral (Joint) (Ligament) 
Sprain/strain of sacroiliac (ligament) 
Sprain/strain of lumbar region 
Sprain/strain of sacrum 
Sprain/strain of coccyx 
Lumbar root injury 
Sacral root injury 
Lumbosacral plexus injury 

Upper Extremities 

719.51 
719.52 
719.53 

Others: 

Stiffuess of joint, shoulder region 
Stiffitess fo jont, upper arm 
Stiffness of joint, forearm 

719.54 
726.10 
726.11 
726.31 
726.32 
727.05 
726.0 
726.10 
842.02 
842.10 
840.0 
840.1 

Stiffuess of joint, hand 
Disorders of bursae and tendons in shoulder region 
Calcifving- tendinitis of shoulder 
Medial epicondylitis 
Lateral epicondylitis 
Tenosynovitis hand and wrist, other 
Adhesive capsulitis of shoulder 
Rotator cuff syndrome 
Sprain/strain of radiocarpal (joint) (Ligament) 
Sprain/Strain of hand, unspecified 
Sprain/strain of acromioclavicular Ooint) (Ligament) 
Sprain/strain of coracoclvicular (ligament) 

Lower Extremities 

717.7 
719.57 
726.5 
728.71 
129.5 
736.81 
843.8 
844.0 
844.1 
844.2 
845.00 
845.10 

Chondromalacaia of patellae 
Stiffness of joint, ankle and foot 
Enthesopathy of hip region 
Plantar fascitis 
Pain in limb 
Unequal leg length (acquired) 
Sprain/strain of hip and thigh, other 
Sprain! strain of lateral collateral ligament of knee 
Sprain/strain of medical collateral ligament of knee 
Sprain/strain of cruciate legament ofknee 
Sprain/strain of ankle, unspecified 
.prain!strain of foot, unspecified 

GeneraiNMS 

728.85 
729.1 
737.29 
737.43 
738.4 
756.12 
756.14 
781.92 

Neurologic 

337.21 
337.22 
350.1 
723.4 
729.2 
953.1 
953.4 

Other 
388.30 
78Q.4 
715.09 
720.0 
786.50 

Spasm of muscle 
Myalgia and ·myositis, unspecified 
Lordosis, other 
Scoliosis 
Acquired spondylolisthesis 
Spondylolisthesis 
Hemivertebra. 
Abnormal posture 

Reflex sympathetic dystrophy, of the upper limb 
Reflex sympathetic dystrophy, of the lowe£ limb 
Trigeminal neuralgia 
Branchial neuritis or radiculitis, unspecified 
Neuralgia, neuritis and radiculitis, unspecified 
Dorsal root injury 
Brachial plexus injury 

Tinnitus, unspecified 
Dizziness and giddiness; vertigo 
Osteoarthrosis, generalized, multiple sites 
Ankylosing spondylitis 
Chest pain, unspecified 

/61~ ~ /vMrf r-fJ(~j
Lw '14 ~:::;~ sfJ /if 
f;j L ·f:.m ~f(\./-
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07/21/2009 TUE 14:26 FAX Front East 

Patient: ENCINIA, JOSE 

TREATMENT PLAN: 
'oiJ XR.-CJC/spine: APO. M/APS/Lat/Fix!Ext. Cl3 vw: should~r • /) { r \AT/spine. AP/Lat. >d.1 vw: elbow "st/ hand. 0 L 
. (!=~!!spine. AP/Lat/Flx!Ext. fU "'(91 a . fL. 

[J XR. Digitization . I. 
\¢) MRI: . ~ I(..; 

{ 1:1 C/spine [J T/spine)lwspineCl_Shoulde¥l_Knee [J Wrist/hand [J_Foot/ Ankle 

(J 

[J 

[J 

[J 

[J 

CT scan: [J Head ClC/spine ClT/spine IJUspine ·a __________ _ 

Pain Management Specialist _________________ _ 

Behavioral Medicine Council: 
~E) Metal Health Evaluation (J (IT) Individual Therapy 

EMG of the: CJ Upper extremities. CJ Lower extremities. 

Orthopedic evaluation of the: 
CJ C/spineCJT/spine [J Uspine IJ _Shoulder CJ_Knee [J Wrist/hand CJ_Foot/ Ankle 

lmpainnent Rating: STAT/CLINICAL OTIIER: ---------

FCE referral: _BASE LINE _WH or CPMP PROGRAM RTNTOWORK 

CJ Other: _________________________ _ 

0 Return to Work Programs: 
(J Work Hardening 2 weeks 4weeks 6weeks 
(J Work Conditioning_ 2 weeks_ 4weeks_6weeks 
(J Chronic Pain Management Program_ 2 weeks_ 4weeks_ 6weeks 

[J Aquatic Therapy Department: . 
a Requested CPT Code for approval: 97113 
a TX Frequency: _._Times per week for _#weeks 

PHYSICAL MEDICINE AND REHABILITATION 

~008/008 

9/lat/ --=----. fa::Requested CPT C~de for approva/;i7 [{ lJ..L.-: C(?/ /" 
\.ifrx Frequency: _:!)_Times per week for 4.-# weeks 

CJ Additional Body parts:-----:--=---~~:--------------- Refer to: OT 
a TX Frequency: __ Times per week for _#weeks 

PT 

MEDICAL NECESSITY: The purpose for the above treatment is to: 

):f)nerease ROM 
~ecrease Pain 

~crease Strength 
,Ptabilization 

hcrease Tolerance 

b ruher: ----------------

0 Decrease Swelling 

Notes: ________________________________________ _ 

EPAH0042001836 
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ixasMutuar 
Insurancec:ornpany 

Claim and Insurance Services 
P.O. Box 12029 

Austin, Texas 78711-2029 

DATE: 

NOTIFICATION OF MAXIMUM MEDICAL IMPROVEMENT/FIRST IMPAIRMENT INCOME 

07/l3/2009 
TO: HERNANDEZ, JOSEPH 

3131 SCOTCH MOSS LN 
LA PORTE TX 77571-3645 

RE: Date oflnjury: 
Nature oflnjury: 
Part of Body Injured: 
Employee SSN: 
DWC#: 
Carrier Name: 
Carrier Claim Number: 
Employer: 

06/26/2009 
HEAT PROSTRATION 
BODY SYSTEMS AND MULTIPLE BODY SYSTEMS 
585-33-0708 

Texas Mutual Insurance Company 
 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

You have been certified to have reached Maximum Medical Improvement (MMI) and had an Impairment Rating (IR) 
assigned. Entitlement to Impairment Income Benefits (IIBs) begins the day after the date you were certified as having 
reached MMI. For each percentage point of the impairment rating, you will receive 3 weeks of benefits. The amount of your 
IIBs benefit is based on 70% of the reported Average Weekly Wage of $0.00. 

We have received a report from Dr.DOLAN, JEAN THERESA( copy attached) certifYing that you have reached MMI and you 
do not have any permanent impairment as a result of this compensable injury. Based on this report you are not eligible for 
any income benefits of any type. You remain entitled to necessary medical benefits related to this injury. 

If you are expected to be paid benefits for a period of eight weeks or more, you may request that we make benefit payments 
by electronic funds transfer directly to your bank account. Also, you may request that we change your IIBs to a monthly 
payment. 

Explanatory Comments: 

If you do not agree with this certification of MMI and/or IR you have 90 days from the date you receive this 
notification of MMI and/or IR to file a dispute with the Texas Department oflnsurance, Division of Workers' 
Compensation by contacting the Division office handling your claim at 1-800-252-7031. 

If you are interested in having your payments made directly to your bank account or do not agree with the finding of 
MMI, IR certified by the doctor or the amount being paid please contact me: 

Adjuster's Name: EVELYN J. SASSER 
Toll Free Telephone #: (800) 859-5995 
Fax #/E-mail Address: (512) 224-3889 

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance, Division 
of Workers' Compensation for further assistance. You have the right to request a Benefit Review Conference. You can 
contact the Division office handling your claim at 1-800-252-7031. 

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile number 
or e-mail address. 

Please note that making a false or fraudulent workers' compensation claim is a crime that may result in fines and/or 
imprisonment. 

CC HERNANDEZ, JOSEPH 
C E S ENVIRONMENTAL SERVICES I 

DWC PLN-3(Rev. 01/05) Page 1 
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07/06/09 09:54 . To: Prabhakar Thapqudu 7136761676 

NARRATIVE HISTORY 

Patient: Hernandez, Joseph 

DX: Heat Exhaustion, Unspecified 

Physician: Jean T Dolan, MD 

Loca1ion: CMC- Hous1on 1-10 Eas1 

The patient's injury occured on 06/26/2009. The patient stated, 
11 I was over heated and my head and stomach started hurting. 11 

The patient was evaluated on07/01/2009 

Da1e of MMI 07/01/2009 

The treatment plan included 

Regular AC1ivi1y. 

Pq 002 

Findings of 1he certifying examina1ion/explana1ion of performed analysis:992.5 Hea1 Exhaus1ion, Unspecified 

Lab and X-Ray Tests: N/A 

Description of the results of the most recent clinical evaluation of the employee 

Curren1 Clinical S1a1us: Released from care .. AC1ivi1y S1a1us is Regular Ac1ivi1y. Trea1men1 S1a1us is Released from care. 

Diagnosis and clinical findings of permanen1 impairment The employee does no1 have any permanen1 impairmen1 as a 
result of the compensable injury. 

AMA Guides to the Evaluation o1 Permanent Impairment Edition 
None 

EPAH0042001839 
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07/06/09 09:54 To: Prabhakar Thangudu 7136761676 Pq 001 

' 

• 
Employee • You are required to repon your InJury to your employer w~hln JO daya li 
your 9mpioyer naa workara' compensation Insurance. You nave the riQht to tree 
aaalatance tram the Tsxaa Dl!lpartmant Clllnaurance, DIVIalon ot workara' 
Compenaatlon and may be entitled to certain medical and Income beneilta. For iunher 
Information call your local Dlvlalon ilald office or 1(800)-252·7031. 

Empleado • Ea neceaarlo que repone au leal6n a au empleador dentro de 30 dlaa a panlr de Ia 
tache an que ae 1aa1on6 al aa qua au emplaador cuanta con un a&Quro da compenaael6n para 
tra~ajadoraa. Uated tlene darecho a rad~lr aalatenela gratulta por part& dsla DlvlaiOn da 
Compenaacl6n para Trab!IJadorea, y tamblen puede tener derecho a clenoe beneflcloa medico a 
y monetarloa. Para mayor Informacion comunlqueee con Ia oflclnalocal de Ia Dlvlel6n 91 
tel!lfono 1-600·262·7031. ,..---------------------. 

REPORT OF MEDICA~L~E~V~A~L~U~A~T~IO~N~~~-----tC~L~A~IM:-#~:~~~~-----t 
'I. InJured Employee's Name (Laet, Firat, Mil 9. Cenllylng Doctor's Name and Ucenaure 

PART 1: GENERAL INFORMATION HarMnaaz Joaa Je11n T Dol11n, MD 

1. workers' Compensation Insurance Carrlar 6. Date ot Injury 6. SooiSI Saoumy Num~r 10. CartnylnQ Doctofa Ucena& Num~ar and Jurisdiction 
08121112008 MDJ7273TX TX 

2. Employers Name 
CES Envlronman1al 

7. Employee'e Phone II 11, Certifying Doctor's Phone and FaK ll'a 
 Ph 800 '7!S.'7098 (Fax) (872)458-75711 

3. Employafa Addraaa 
4004 Grtgga Ra 

City 
Ho~aton 

State 
TX 

~p 
770213208 

8, Employa&'8Addreaa 12. canlt)'lng oootor'aAddreaa 
 PO 801 i005, 15810 MldWII Ad 

City State Zip Cl1y 
ADDIGON 

State 
TX 

PART II: DOCTOR'S ROLE AND CERTIFICATION 

13. Indicate which role you are aerving in the claim in performing thia evaluation. Only a doctor aerving in one of the following rolea ia 
uthorized to evaluata MMI/impairment and file thia report (Workera' Compenaation Rule130.1 governa auch authorization): 

~p 

75001·i005 

[E) Treating Doctor 0Doctor Selected by Treating Doctor acting in place of the Treating Doctor D Daaignatad Doctor Selected by the Diviaion 

D Carrler-SeleCied RME Doctor approved by the Division to evaluate MMI and/or permanent Impairment after a Designated Doctor examination. 
NOTE- If ou are not authorized b Rule 130.1 to file this re n, ou will not be aid for this re ort or the MMI/Im alrment eKamfnadon. 

Clinical Ma:rimum Medical Improvement (Clinical MMI) ia the aarliaat data after which, baaed upon reaaonabla medical probability, further material 
recovery from or IS!Iting improvement to an injury can no longer raaaonably be anticipated. 

Stetutory MMIIs the later of: (1) the end of the t04th week after the date that temporary Income benefits (TIBs) began to accrue; or (2) the date to 
which MMI waa extended by the Diviaion through operation of TexBII Labor Coda §408.1 04 

[]Yes, I cerdfy that the employee reached OsTATUTORY I [] CLINICAL (t'lllrk ont) MMI on 07/01/2008 (mey not bt e prosptotlve 
date) and have included documentation relating to thia certification in the attached narrative. OR 

b)ONo, I certify that the employee hSII NOT reached MMI but ia expected to reach MMI on or about . The raaaon the employee 

has not reached MMIIs documented In tht enaolwd nerretlve. 
NOTE- The fact that an employee reaches either Clinical MMI or Statutory MMI does not signify that the employee Is no longer entitled to medical benefits. 

PART IV. PERMANENT IMPAIRMENT 

18. If the employee haa reached MMI, indicate whether the employee haa permanent impairment aa a reauH of the compenaable injury. 

"Impairment" maana any anatomic or functional abnormality or loaa existing after MMI that reaulta from a companaable injury and ia raSIIonably praaumad 
to be permanent. The finding that impairment axista muat be made bSIIed upon objective clinical or laboratory findinga meaning a medical finding of 
Impairment resulting from a compensable lnlury, based upon competent oblectlve medical evidence that Is Independently confirmable by a doctor, Including 
a designated doctor, without reliance on the sublectlve symptoms perceived by the employee. 

a) I!JI certify that the employee doea not have any permanent impairment as a reault of the companaabla injury OFI 

b) n I certify that the employee has permanent Impairment as a result of the compensable lnlury. The amount of permanentlmpalrmentls %, 
whiC!i'was determined In accordance with the requirements of the Texas Workers· Compensation Act and Commission Rules. The attached narrative 
providea documentation involved in the calculation of the impairment rating aaaed uaing the following edition of the GyjdAS lpthg Eyg!yatjgn pf 
Pgrmangg!lmpajrmAn! publiahad by the American Medical Asaociation (AMA):LJ third edition, aecond printing, February 1989. OFI 

0 fourth edldon, 't , t~d, :fd or 4 tlprlntlng, Including corrections and changes Issued by the AMA prior to May 16, 2000. 

PART V: TREATING DOCTOR'S AGREEMENT OR DISAGREEMENT WITH ANOTHER DOCTOR'S CERTIFICATION 

19. Treadng Doctor's Name and Degree 22. D I AGREE I 0 I DISAGREE with the cerdfylng doctor's cenlflcatlon of MMI. 

20. Treating Doctor's Licanaa Number and Jurisdiction 2a. D I AGREE/ D I DISAGREE with the certifying doctor'a finding of no impairment. OR 

21. Treadng Doctor's Phone & FaK #S D I AGREE/ D I DISAGREE with the Impairment rating assigned by the certifying doctor. 

(Ph) (Fax) 

24. I understand that making a misrepresentation about a worker's companaation claim ia a crime that can result in fines and/or impriaonment. 

Signature of Treadng Doctor Date: 

NOTE: Withe ftw txotptlons, you ert tntltltd by lew to know,rtvltw, end oorreot lnformetlon thet DWC Colltots on Its forms ebout you. For mort 
Information, oell our Optn Rtoords stotlon et 612·804"'1437 
NOTA: Uated tiene derecho par ley de aaber, reviaar y corregir intormacicin que Ia Diviaicin ha recogido en sua 'j'"Y"Iilll 010 ••-• •wlloioa" 
Pam -· •••~.a;, llome olo "'"'"do •"'"" eb;orlo 'llpe• R-nlo• • "'"-,,..,._...,_ - "' •~P 

owe FORM-89 (Rev. 10/05) Page 1 DIVISION OF WORKERS' COMPEIIISATIOIII 

EPAH0042001840 

(
b
) 
(
4
)

(b) (4)

(b) (4)

(b) (4)



~ Employer's Authorization for 
Concentrae Examination or Treatment 

~Medical 
Centers 

(MUST PRESENT PHOTO ID AT TIME OF SERVICE) 

Patient Name: ~lose~ dJe U: tl\ ~x-do ~ SSN: 

Company Name: 
-,-

Date of Birth: 

Location #/Street Address: CES Environmental Services Date of Injury: ut0t- 6~~ 
4904 Gnggs Rd. 

Temporary Staffing Agency: l:louston, TX ZZQ21 

· WORK-RELATED INJUf:iV"J 0 't>r"C.fffEss DOT PHYSICAL --
Post-Accident Substance Abuse Testing: --Preplacement 
__ Drug Screen Recertification --

Breath Alcohol Exit -- --
_Drug Screen and Breath Alcohol __ Audiogram 

__ Urine Collection Only --Regulated Drug Screen 

--Urine Collection Only 
__ DOT Regulated Breath Alcohol --
__ Non-regulated 

PRE-PLACEMENT EVALUATION SUBSTANCE ABUSE TESTING 
Job Title: --Regulated 

--.;;..,.::;:,;;:Physical Exam - ·.:,r..., .... ,. __ .. Non-regulated, - ... ·" 

HPE __ Urine Collection Only --
__ Regulated Drug Screen --Rapid Test 

__ Non-regulated Drug Screen __ Pre-placement 

__ Urine Collection Only --Reasonable Suspicion 
Hair Collection Random -- --__ Audiogram ;;{:riodic 

__:::_~st-acc1dent 
_Follow-up 

SPECIAL PHYSICAL EXAMINATIONS Breath Alcohol --Asbestos --
Respirator BILLING --
Hazmat __ Employee to pay charges at time of service --
Baseline Workers' Compensation -- --
Other Insurance Co: --

Policy#: 

Phone#: 

Authorized By: t.t._ n.. Jl'--l A.N"vt::n/Vl~ Title: H-~ E tvkmogcA < 

113-{;16-IH bcJ 
I -

Phone: Date: 1--J-04 ' 

(copies of this form available at www.concentrahealth.com) 
.; 
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(b) (4)
(b) (4)

Claim Number: 

Patient: 
SSN: 
Address: 

Home: 
Work: Ext.: 

Concentra Medical Centers 
10909 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physician Activity Status Report 

Employer Location: CES Environmental 
Address: 4904 Griggs Rd 

Houston, TX 770213208 
Auth. by: Yes 

Service Date: 07/01/2009 
Case Date: 06/26/2009 

Contact: Prabhakar Thangudu 
Role: DER!Primary 
Phone: (281) 433-9792 Ext.: 
Fax: (713) 676-1676 

This Visit: Time In: 02:28 pm Time Out: 03:23 pm Recordable: N/A Visit Type: New 

Treating Provider: Jean T. Dolan, MD 

Diagnosis:992.5 Heat Exhaustion, Unspecified 

Patient Status: 

Regular Activity - Released from care 

Return to regular duty on 07/01/2009 

Remarks: 

Medications: 
D Dispensed Prescription Medication to Patient 

D Dispensed Over-The-Counter Prescription 

0 Written Prescription given to Patient 

Employer Notice: The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 
employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: Actual Date of Maximum Medical Improvement: 07/01/2009 

Next Visit(s): Patient Notice: It is essential to your recovery that you keep your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Activity Status Report © 1996- 2009 Concentra Health Services. Inc. All Rights Reserved. AA/EEO Employer Revision Date: 10/31/2002 

EPAH0042001842 



Date of Service:07/01/2009 
Date of Injury: 06/26/2009 

Attn: Prabhakar Thangudu 
CES Environmental 
4904 Griggs Rd 
Houston, TX 770213208 

Dear Prabhakar Thangudu : 

ncen 

Your employee Joseph Hernandez received treatment for a new work 
related injury at our CMC- Houston 1-10 East clinic on 07/01/2009. 

The billings for this injury care will be sent to Texas Mutual Insurance Company. Please help us provide 
the best care to your injured employee by filing the Employer's First Report of Injury with 
your carrier, if not already filed. This will ensure timely reporting and management of 
this workers' compensation claim. 

If you have any questions or the above information is incorrect, please call our office or 
fax any changes to the attention of the Billing Department. 

Sincerely, 

CMC- Houston 1-10 East 
Central Business Office 
800-733-7098 
972-458-7678 

EPAH0042001843 



(b) (4)

Employee- You are required to report your injury to your employer within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from the Texas Workers' Compensation Commission and may be entitled 
to certain medical and income benefits. For further information call your local 
Commission field office or 1(800)-252-7031. 

Trabajador- Es necesario que us ted reporte su lesi6n a su empleador dentro de 30 dias a partir 
del dia en que se lesion6, si su empleador tiene seguro de compensaci6n para trabajadores. Ia 
Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistencia gratuita, tam bien 
puede que usted tenga derecho a ciertos beneficios medicos y monetarios. Para mayor 
tnformaci6n llame a Ia oficina local de Ia Comisi6n 1-800-252-7031. 

TEXAS 
PART 1: GENERAL INFORMATION 

Employee's Description 
Patient states :"1 was over heated and my head and 
stomach stared hurting." 

ENSATION WORK ST 
5. Docto~s Name and Degree 
Jean T. Dolan, MD 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
(8](a) will allow the employee to return to work as of 07/01/2009 (date) without restrictions. 
O(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 

expected to last through (date). 
O<c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 

through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any): 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 6 8 Other 

OODDD_ 

00000_ 
OODDD_ 

00000_ 
OODDD_ 

OODDD_ 

OODDD 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 __ 
Climbing stairs/ladders 0 0 0 0 0 __ 
Grasping/Squeezing 0 0 0 0 0 __ 
Wrist flexion/extension 0 0 0 0 0 __ 
Reaching 

Overhead Reaching 

Keyboarding 

00000_ 
00000_ 
DDDDD_ 

15. RESTRICTIONS SPECIFIC TO (if applicable):•~O::::t::..:,he::::.r.:::: ====-=0:...0!::::::!..!0!::::::!..!0:=::!..!0::::!...:==----i 
0 L Hand/Wrist 0 R Hand/Wrist 

0 L Arm 0 R Arm D Neck 

OL Leg 0 R Leg 0 Back 

0 L Foot/Ankle 0 R Foot/Ankle 

Oother: 

16. OTHER RESTRICTIONS (if any): 

18. LIFT/CARRY RESTRICTIONS (if any): 

0 May not lift/carry objects more than __ lbs 

for more than __ hours per day 

0 May not perform any lifting/carrying 

0 Other: 

*These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 

992.5 Heat Exhaustion, Unspecified 0 Evaluation by the treating doctor on 
0 Referral to/Consult with on 
0 Physical medicine __ X per week for _weeks starting on 
0 Special studies (list): on 

19. MISC. RESTRICTIONS (if any): 

D Max hours per day of work: __ _ 

D Sit/Stretch breaks of __ per __ 

0 Must wear splint/cast at work 

D Must use crutches at all times 

0 No driving/operating heavy equipment 

D Can only drive automatic transmission 

D No work/ D _hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

D Must keep. _______ _ 

0 Elevated 0 Clean & Dry 

D No skin contact with:. ____ _ 

0 Dressing changes necessary at work 

0 Norunning 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

(date) at am/pm 
(date) at am/pm 
(date) at am/pm 
(date) at am/pm 

l1a None. This is the last scheduled visit for this problem. At this time no further medical care is anticipated 
Date I Time of Visit EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: [) Treating doctor 
07/01/2009 02:28 prr 181 Initial 0 Designated doctor 0 Referral doctor 
Discharge Time 0 Carrier-selected RME 0 Consulting doctor 
07/01/2009 03:23 prr D Follow-up D owe-selected RME 0 Other doctor 

DWC FORM-73 (Rev. 10/05) Page 1 llllllllllllllllllllllllllllllllllllllllllllllllllllllllllll DIVISION OF WORKERS' COMPENSATION 
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(b) (4)

Employee- You are required to report your injury to your employer within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from the Texas Workers' Compensation Commission and may be entitled 
to certain medical and income benefits. For further information call your local 
Commission field office or 1(800)-252-7031. 

Trabajador- Es necesario que usted reporte su lesi6n a su empleador dentro de 30 dias a partir 
del dia en que se lesion6, si su empleador tiene seguro de compensaci6n para trabajadores. Ia 
Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistencia gratuita, tambien 
puede que usted tenga derecho a ciertos beneficios medicos y monetarios. Para mayor 
mformaci6n llame a Ia oficina local de Ia Comisi6n 1-800-252-7031. 

TEXAS WORKERS' COMPENSATION WORK ST 
PART 1: GENERAL INFORMATION 
. Injured Employee's Name 
Joseph Hernandez 

Patient states :"1 was over heated and my head and 
stomach stared hurting." 

5. Doctor's Name and Degree 
Jean T. Dolan, MD 

Phone & Fax 

TX 

(713)973-7947 

Zip 

77029 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

~(a) will allow the employee. to return to work as of 07/01/2009 (date) without restrictions. 

0Cb) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 

expected to last through (date). 

D<c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 6 8 Other 

00000_ 

DDDDO_ 

DDDDD_ 

DDDDD_ 

DDODD_ 

DDDDO_ 

00000 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking DDDDD _ 

Climbing stairs/ladders D D D D D __ 

Grasping/Squeezing D D D D D __ 

Wrist flexion/extension D D D D D __ 

Reaching 

Overhead Reaching 

Keyboarding 

DDDDD_ 

DDDDD_ 

DDDDD_ 

15. RESTRICTIONS SPECIFIC TO (if applicable):~O:.:t::..::he:::.;r:======-.....!::0:::!..!:::0::::!..!:::0::!.!::0::!.!0!::::!...;==----1 
D L Hand/Wrist D R Hand/Wrist 

D L Arm D R Arm D Neck 

D L Leg D R Leg D Back 

D L Foot/Ankle D R Foot/Ankle 

Oother: 

16. OTHER RESTRICTIONS (if any): 

18. LIFT/CARRY RESTRICTIONS (if any): 

D May not lift/carry objects more than __ lbs 

for more than __ hours per day 

0 May not perform any lifting/carrying 

0 Other: _____________ _ 

*These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 

992.5 Heat Exhaustion, Unspecified 0 Evaluation by the treating doctor on 

0 Referral to/Consult with on 
D Physical medicine __ X per week for _weeks starting on 

D Special studies (list): on 

19. MISC. RESTRICTIONS (if any): 

D Max hours per day of work: __ _ 

D Sit/Stretch breaks of __ per __ 

D Must wear splint/cast at work 

D Must use crutches at all times 

D No driving/operating heavy equipment 

D Can only drive automatic transmission 

D No work! D _hours/day work: 

0 in extreme hot/cold environments 

D at heights or on scaffolding 

D Must keep _______ _ 

D Elevated D Clean & Dry 

D No skin contact with: _____ _ 

D Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS{if any): 

0 Must take prescription medication(s) 

D Advised to take over-the-counter meds 

D Medication may make drowsy (possible 

safety/driving issues) 

(date) at am/pm 

(date) at am/pm 

(date) at am/pm 

(date) at am/pm 

Iii None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated 
Date I Time of Visit EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: KJ Treating doctor 
07/01/2009 02:28 prr 119 Initial D Designated doctor D Referral doctor 
Discharge Time D Carrier-selected RME D Consulting doctor 
07/01/2009 03:23 prr D Follow-up 0 DWC-selected RME D Other doctor 
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(b) (4)

Alcohol Testing Form (Non-DOT) 
(The· instructions for completing this form are on the bac)'of Copy 3) 

STEP t:· TO BE COMPLETED BY ALCOHOL TECHNICIAN 

A: Employee Name -=~=--:-· -=-c:.----:c==t--:+-'----"'-'---.L-.:.P."-"-'--f-:!<.....>:_..""""-...&o""-------~ 
(Print) 

B: SSN or Employee ID No. 

C: Employer Niune 

Street 

City,STZIP 

DERNameand 

Telephone No. 

D: Reason for Test: 0Random · 0Reasonable Susp. t-Accident 0Return to Duty 0Follow-up 0Pre-employment 

and that thiqdentifying information provided on the form is 

Date Month I Day I Year 

echnici n conducting the screening test is not the same technician who will be conducting the 
confirmation test, each technician must complete their own form;) I certify that I have conducted alcohol testing 
on the above named individual, that I am qualified to operate the testing device(s) identified, and that the results 
are as recorded. 

TECHNICIAN~ 0STT DEVICE: 0SALIVA~ATH* 15-MinuteWait: DYes 0No 

SCREENING hsT: (For BREATH DEVICE* write in the space below miD. if the .testing device is not designed to Jllilll.) 

Test# Testing Device Name Device Serial# QR Lot# & Exp. Date Activation Time Reading Time Result· 

CONFIRMATION TEST: Results MUST be affvced to each copy of this form or printed directly onto the form. 

REMARKS:·---------------------------~ 

/&'lo9 Z;o £, 
AI1>TiWcia[i)ompany oL &J2!/: 

RINT)'AICOJlol Technician'~e (FirSt, M.I., Last) 

Date Month / Day I Year 

STEP 4: TO BE COMPLETED BY EMPLOYEE IF TEST RESULT IS POSITIVE 
I certify that I have submitted to the alcohol test, the results. of which are accurately recorded on this form. I 
understand that I must not drive, perform safety-sensitive duties, or operate heavy equipment because the 
results are positive. 

Signature of Employee Date Month I Day Year 

471-FS-C3 (Rev. 6/01) 6363 

COPY 1 ·ORiGINAL- FORWARD TO THE EMPLOYER 
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' ........ ....,,.,.... ........ ..,...~.~.- .-~~~~-~~J ................ ,.._,.,.,__~·-·-· -· -··--- ..,.....,.-.,._ ....... ....,...-=~~-
CUSTODY AND CONTROL FORM 

(DO NOT USE THIS FORM FOR D.O.T. COLLECTIONS) 

OR EMPLOYER 

317789244 
ADVANCED TOXICOLOGY NETWORK, 

3560 Air Center TN 38118 

B. MRO Name, Address, Phone and Fax No. 

T.t!:JtJ:~:l'r~~L!.~{ "' ~1'PtJ~~~f!l1 HC~~~rf:t~N l MJ'J . 
.;lilt~ Q·W\!Jf1}i;,·~~~t~tl. !iRl~V:~:~ lTft. J~ 

11:~ ~t\~4D 
4···6F~';4 ~'!1·~~~ ~!j6€·>~~5b··~ 

C. Donor Information Note: Donor must sign HIPAA on back of copy 1 
D. Results Review 

SSN 

First 
Name M.l. 

E. Reason for Test 

0 Pre-employment 0 Random 0 Reasonable Suspicion/Cause 
~-Accident D Post Injury D Return to Duty 0 Follow-up 

Last 
Name 0 Other (specify):-------------------

Alt. 
ID 

Donor 

F. Test to be Performed: 

l:~lU~I!:L 

J?"f;,J~L 

1 ~ ). 021 ltllV6" ~C~ttJ£ltf+1;. :1- E~~~\ltEk 
i j:A:Lo:Jfl~ AIJ:!Oi1.0L ~~;~~-:i>!:l. ~ 02/ ~ O:i~ 

(optional) j 81.\JOiji~ .C(f~O~.;;; ·zc:}i;Sj~fi-; B ~~J.U1ltL. ~:tpl ~~th;~no1 
} Q :t2(t9. !'JR~JQ· ~Cfrl!;it.};f q t-Cr PAN!:L \2 ~ ~Ci) 

Site ID # 

D Split 

REMARKS:. 

_STEP 3: C~llec*orl':ijffixes bo,~_le ~eal(s) to bottle(s). Collector dates, seal(s). l:!~f!Or i.nitials seal(s). 
STEf_.4: CHAIN 0 CIJSTOD)'(- INITIATED BY COLLECTOR AND COMPLETE[) BY LABORATORY 

nn~ 9'1'J--TSliJ 
Collectio'n Site Phone No. 

cn.1~ fl1:3 .. '1'$i.<f.'~ 

'· i~ ... ·' 

D Observed: 
(Enter Remarks Below) 

I certi;~~~hspeci.Tiven (m~~:t;no~~t:l!tfi'eaaoove was cg))ected, labeled, sealed and released to the Delivery Service noted, in accordance with applicable requirements. 
X J ":' · r-.J_......JL,. ,/ . . . '1 J· 2 ~ '') \ C~c·~} SPECIMEN BOTTLE(S) RELEASED .TO: 
~ .. · SlgnatureofColleCtor 1meofCollection ··-· ··' .. 

£),.:(J_ {b (!,(),l ~121fl f)'l . t cc; • ~ci'HJf.(&fl~ 
PRINT Collec or's Name (First I Last) ate eM/DDfYY) Name of Delivery Service Transferring Specimen to Laboratory 

RECEIVED AT LABORATORY 
Primary Specimen Bottle Seal 

SPECIMEN BOTTLE(S) RELEASED TO: 

X • Intact? .•. Yes No Signature of Accessioner 

• 0 0 ·r*~1)1'Jf~'~"l i'~tpr<,;o~~* 
PR.INT Accessioner's Name (First Ml Last) Date (MMIDDNY) enter remarks below • 

EPAH0042001847 
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(b) (4)



(b) (4)

- ··- -- -· -~------·~--- ---~- ---· ___ .l ____ ·-

-:Alcohol Testing Form (Non-DOT) 
-· .(The instructions for completing this form are on the bacl'of Copy 3) 

STEP: 1: TOBE COMPLETED BY ALCOHOL TECHNICIAN' 

B: SSN or Employee ID No. 

C: Employer Name 

Street 

. City, ST ZIP 
DER Name and

Telephone No. 

D: Reason for Test: 0Random 0Reasonable Susp. ! 

f. 

liSt-Accident 0Return to Duty · 0Follow-up 0Pre-employment 

-and.that the identifying information provided on the form is 

~P;J: TO~ COMPLETED BY ALCOHOL TECHNICIAN 
\ ;;;-"' ! 

(I( - ';te'chriiciim conducting the screening test is .not the same technician who will be conducting the 
· coilfinnation test,-each technician must complete their own form.) I certify that I have conducted alcohol testing
oi:lclhe above named induiiduat, that I am qualified to operate the testing device(s) identified, and that the r~sults 

· :are as recorded. 

~FHNICIA~ OSTT ·DEVICE: OSALIV~REATH* 15-MinuteWait: DYes DNo 

·~~dREENING tEST: (For: BREATH DEVICE* write in the space below Q!Jfy_. if the testing device is not designed to /l!il11.) 

Test# Testing Device Name . Device Serial# OR Lot# & Exp: Date Activation Time Reading Time Result 

CONFIRMATION TEST: .Results MUST be tif.fixed to each copy of this form or printed directly onto the form; 

REMARKS:------------------------------~~-----------------------

Company Cit{, State, Zi. . ·. . ·· . 

-;ll 3- 973- 7? </3 
Phe Number (Area Code & Number) 

7-1 t>?" 
Date Month I · Day I Year 

STEP 4: TO BE COMPLETED BY EMPLOYEE IF TEST RESULT IS POSITIVE 
I certify that l have submitted to the alcohol test, the results of which are accurately recQrd~ on this form. I 
understand that I must not drive, .perform safety-sensitive duties, or operate heavy equipment because the 
results are positive. 

Signature of Employee Date Month I Day I Year 

471-FS-C3 (Rev. 6/01) 6363 

COPY 2 ·EMPLOYEE RETAINS 

TEST 
HNE 
14~48 
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CUSTODY AND CONTROL FORM 
(DO NOT USE THIS FORM FOR D.O.T. COLLECTIONS) 

317 ,.., ... , t' f'IJ A 4 
* i :5 d ~1-J: 

ADVANCED TOXICOLOGY NETWORK, 
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE 

A. Employer Name, Address, J.D. No. ~'~t.J0\J2·~ B. MRO Name, Address, Phone and Fax No. 

First 
Name 

· ·-. t I t./ .·~ .. ··· ·;., , . 
• ;;..,.!< .. · .1/ 

E. Reason for Test 

D Pre-employment D Random 

~~st Accident D Post Injury 

·i4n 
·:t 4 e .. ·,.H.s: 

D Reasonable Suspicion/Cause 
D Return to Duty D Follow-up •· 

Last f 
Name /-t. D Other (specify): _________________ _ 

(optional) 

~~.:.t1\J~r~JD>~·fJ 

~R&:~B~~"J;'.!~Y 

STEP 2: COMPLETED BY COLLECTOR 

F. Test to be Performed: 

.-.. .... 

Sit~~ 

Read specimen tem~ra.ture within 4 minutes. Is temperature between 
90° and 100° F? JE;I,~,YES 0 NO, enterremarks I 

Specimen Co. llection: 
. WJngle 

REMARKS: 

STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). 
STEP-.,4: CHAIN OF CUSTODY- INITIATED BY COLLECTOR AND COMPLETED BY LABORATORY 

0 Split 

CoJJection Site Phone No. 

~!'~4? 

Collection Site Fax No. 

I 
0 Observed: 

(Enter Remarks Below) 

I certif'y ..• !~'ii\t~~ specim~;given tOm~ by theAono~denmie·craoove was ~o)tected, labeled, sea\00-<~nd released to the Delivery Service noted, in accordance with applicable requirements. 
X ) . '•if[.¢.J . .J ... · ~. 'J!"~> lt.t .. l>'l ~) , '\ \ , ... ~~ '~ SPECIMEN BOTTLE(S} RELEASED TO: 

f::.'~' ~:··,;, .. · Signature of Collector >' Time of Collection · • 

)

'!-. j t ....... ~~ ··~ •. . "' • /'1l. /"'~ l ~ ;~,lli tJ ,:~ 
! ,, l J ' 1 r'· '} /" .. , .,.s : ",-:,,..~.f. .,,....... .. ,;·''-·, • '"' ,,,. L· h' "~ ~"-
. - l r . ,, t ' ,, . . <: ""-· , . . 1 ;, · '1 .a , , .· ;r ----------c:---;-;::-::---;;---:--::---:-:--:::---:--,--,---,--c:-,---------

. PRINT Collector's Name (Fi~t->1"'MI Last) "~-' ,. Date -(MMJI)O!YY)', Name of Delivery Service Transferring Specimen to Laboratory 

RECEIVED AT LABORATORY Primary Specimen Bottle Seal SPECIMEN BOTTLE(S} RELEASED TO: 

X 
Signature of Accessioner 

Intact? 
Yes 

D 
No 

D 
PRINT Accessioner's Name (First Ml Last) Date (MM/DD/YY) enter remarks below • 

COPY 5 - DONOR COPY 

EPAH0042001849 
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BAYSHORE ,1\:7 
Patient Information irreating Provider Discharge Instructions 
HERNANDEZ, JOSEPH P Cherryll LeBlanc M.D. Date: 6/30/09 Time: 11:39:37 PM 

ft'l ~;/di" iC n 4000 Spencer Hwy, Pasadena, TX 

Patient Copy Bayshore Medical Center 
77504 

Phone: 
000 Spencer Hwy, Pasadena, TX 77504 

Phone: 713-359-1440 

Page: 1 of 1 

!Patient Discharge Instructions Document: 522 

HIGH BLOOD PRESSURE · NEW TO BE CONFIRMED 
Your blood pressure was higher today than normal. Sometimes anxiety or pain can cause a temporary rise in blood pressure those later returns to 
normal. An elevated blood pressure on one measurement does not mean that you have hypertension (a chronic illness). However, you must have 
your blood pressure measured again within the next few days to find out if your blood pressure is still high. 

Follow up: A repeat blood pressure measurement can be done at your doctor's office or this facility. Some pharmacies and grocery stores offer 
automated blood pressure machines for your use. 

If the measurements are high on 2 out of 3 days, you will need to follow up with your doctor for further evaluation and treatment. 

DO NOT PUT THIS OFF! Untreated high blood pressure increases the risk for heart attack and stroke. It is a treatable condition and may 
respond to such simple measures as diet and lifestyle changes. 

Return to this facility immediately or contact your doctor if you begin to have any of the following: 
Chest pain or shortness of breath. 
Moderate to severe headache. 
Weakness in the muscles of the face, arms or legs. 
Difficulty with speech. 
Extreme drowsiness, confusion, fainting or dizziness. 
Pulsating or rushing sound in the ears. 

!Discharge Instructions Special Notes 

I understand that the emergency care which I received is not intended to be complete and definitive medical care and treatment. EKG"s, X-rays, and 
lab studies will be reviewed by appropriate specialists and I will be notified of significant discrepancies. If your sysmptoms persist or worsen, please 
follow-up with yourprimary physician or return to the Emergency Deoarlment. 

Powered by ScriptRx, Inc. http://www.ScriptRx.com 
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BA1:\SJ:f~~~~ ~~:""7 
Patient Information Treating Provider Discharge Summary 
HERNANDEZ, JOSEPH P. Cherry!! LeBlanc M.D. Date: 6/30/09 Time: 11:39:42 PM 

4000 Spencer Hwy, 
~ayshore Medical Center ID: 738801 Pasadena, TX 77504 Patient Copy 
~000 Spencer Hwy, Pasadena, TX 77504 Reg: 015084273 

Phone: 713-359-1440 

1) Your Discharge Instructions: 2) Your Prescriptions: 
HYPERTENSION- TO BE CONFIRMED #Document: 522 (English) 

3) You should Follow Up with: 
Follow Up Physician: Follow Up Information 
YOUR REGULAR PHYSICIAN, On 06/30/2009 this patient was treated in the Emergency Department at Bayshore Medical Center located at 

4000 Spencer Hwy, Pasadena, TX 77504 for Refer to Discharge list above. The patient was asked to follow up 
omorrow. ADDITIONAL NOTES: If your symptoms persist or worsen, please return to the Emergency 

Phone: Department for evaluation. 
Fax: 

1 understand that the emergency care which I received is not intended to be complete and definitive medical care and treatment. I acknowledge that I have been instructed to contact the 
above physician immediately for continued and complete medical diagnosis, care and treatment. EKG's, X-rays, and lab studies will be reviewed by appropriate specialists and I will be 
notified of significant discrepancies. I also understand that my signature authorizes this Medical Center to release all or any part of my medical record (including, if applicable, information 
pertaining to AIDS and/or HIV testing, mental health records, and drug and/or alcohol treatment) to the referred physician listed above. 

EPAH0042001851 



(b) 
(4)(b) (4)

(b) (4)

Claim Number: Concentra Medical Centers 
1 0909 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physician Activity Status Report 

Service Date: 07/01/2009 
Case Date: 06/26/2009 

Patient: Hernandez, Joseph 
SSN: 
Address: 

Home: 
Work: Ext.: 

Employer Location: CES Environmental 
Address: 4904 Griggs Rd 

Houston, TX 770213208 
Auth. by: Yes 

Contact: Prabhakar Thangudu 
Role: DER/Primary 
Phone: (281) 433-9792 Ext.: 
Fax: (713) 676-1676 

This Visit: Time In: 02:28 pm Time Out: 03:23 pm Recordable: N/A Visit Type: New 

Treating Provider: Jean T. Dolan, MD Medications: 

Diagnosis: 992.5 Heat Exhaustion, Unspecified D Dispensed Prescription Medication to Patient 

D Dispensed Over-The-Counter Prescription 

D Written Prescription given to Patient 

Patient Status: 
"- //.. ... ~ .... ·' .~· 

Regular Activity • Released from care 

Remarks: 

Employer Notice: 

Return to regular duty on 07/01/2009 

The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 
employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: Actual Date of Maximum Medical Improvement: 07/01/2009 

Next Visit(s): Patient Notice: It is essential to your recovery that you keep your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Activity Status Report © 1996- 2009 Concentra Health Services, Inc. All Rights Reserved. AA/EEO Employer Revision Date: 10/31/2002 

EPAH0042001852 



07/01/09 15:46 To: Dan Bowman 7136761676 . 
Em!)oyee. You are required to report your InJury to your employer within 30 day&li 
your employer naa workers' companaa~on Insurance. You nave tne rtgnt to frea 
aaalatance from the Texas Workers' companaatlon Commlaaton aM may Qe enmted 
19 certain m~d1ca111and Income ben9ilt&. For iunher Information call your local 
Comml&elon fie do Ice or 1(600)·252·7031. 

Trabalador. Es necesarlo que u&ted repone au le!!l6n a su empleador dentro de JO dlas a partir 
d~ ala en que aataatoM, at au ampleador Uane aaguro de companaaCIOn para traQajadorea. Ia 
ComlaiOn TeJana de Companaacton para TraQajadoraa Ia ofreca aatatancta gratutta, tamQIM 
ouede q

1
ue 

1
usted tenga derecho a 1 cl~tos b!II19ilclos medicos y monetarlos. Para mayor 

tntormadtOn tame a Ia otlclna local de a comlelon 1-500·252·7031. 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

1. Injured Employan Nama 

Joseph H arnandez 

2. Date oilnlury 

06/26/2009 

. Social Security Number 

XXX·XX-

5. Doctor's Name and Degree 
Jean T. Dolan, MD 

6. Clinic/Facility Nama 

CMC- Houston 1-10 East 
7. Clinic/Facility/Doctor Phone & Fax 

(713)973·7943 (713)973-7947 

(for transmission 
purposes only) 

9. Employer's Nama 

CES Environmental 

Date Being Sent 

1 o. Employer's Fax 11 or Email Address (11 known) 

(7t 3)676-t 676 
4. Employea'a Daacrtptton of tnjury/Acctdant a. Clinic/Facility/Doctor Addraaa (atreat aaaraaa) 11. Insurance carrtar 

Patient slates :'I was over heated and my head and 10909 East Frwy Texas Mutual Insurance Company 
slomachstaradhurling." I::C::o:lt_y ____ .;__"""":s::':ta':":te~"""":z~tp---------IJ.~,~i-.,;,;c~ar;..r~lar;;.'e~F:;.a""'x•~o;;;r;,::E;.,.m;;;aJ;;,.IAd~dr""e~ea;;,.(l~h~n-ow-n-)-----H 

Houston TX 77029 512 224-3669 

PART II: WORt< STATUS INFORMATION (I 1111 V COM~II II ONI INC I Ill liN<; I~; liMA II ll llA II~; AND I >I ~;elm-• liON IN 1:'1(<') A~; A~J.>IICAHI 1) 

13. The injured em~loyee's medical condition resulting from the workers' com~ensation injury: 
IE] (a) will allow the em~loyee to return to work as of 07/01/2009 (date) wlthoyt re9tflctlon9. 
O(b) will allow the employee to return to work as of (date) with the re9tflctlong Identified In PART Ill, which are 

expected to last through (date). 
D(c) has ~revented and still ~revents the em~loyee from returning to work as of (date) and is ex~ected to continue 

through (date). The following describes how this injury prevent9 the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS' (REQUIRED IF BOX IJ(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (If any): 

Max Hours ~er day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 e B Other 

00000_ 

00000_ 

DDDDD_ 

00000_ 

DDDDD_ 

00000_ 

00000_ 

17. MOTION RESTRICTIONS (If any): 

Max Hours ~r day: 0 2 4 e B Other 

Walking 00000 _ 

Climbing stairs/ladders 0 0 0 0 0 _ 

Grasping/Squeezing 0 0 D 0 D _ 

Wrist flexion/extension 0 0 0 0 0 _ 

Reaching 

Overhead Reaching 

DDDDD_ 

ooooo_ 
Keyboarding ODD DO __ 

1 A. MISC. RESTRICTIONS (If any): 

0 Max hours ~&r day of work: __ _ 

0 Sit/Stretch breaks of __per __ 

0 Must wear s~linl/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

HI. RESTRICTIONS SPECIFIC TO (If applicable): .. ~ O:,:t:.:,:he::.,:r:====-..!::0::L!:::::0:!.!0::::U:0::::!.!::0::L-=-=---~ 
0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Mustkee~------------------0 L Hand/Wrist 0 A Hand/Wrist 

D L Arm 0 A Arm D Neck 

0 L Leg 0 R Leg 0 Back 

D L FootJAnkle 0 A Fool/Ankle 

00ther: 

16. OTHER RESTRICTIONS (It any): 

18. LIFT/CARRY RESTRICTIONS (If any): 

0 May not lift/carry objects more than __ lbs 

for more than __ hours per day 

D May not ~erform any lifting/carrying 

0 Other:. _________ _ 

0 E.levated 0 Clean S. Dry 

0 No skin contact with .. ·_---------

0 Dressing changes neeessary at work 

0 Norunning 

"These restrictions are based on the doctor's best understanding of the employee's essential lob functions. If a panlcular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the palian 
should be considered to be off work. Nota- these restrictions should be followed outside of work as well as at work. 

20. MEDICATION RESTRICTIONS(It any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

'----- am/~m 
____________________ on, ______________ _ _ am/~m 

Physical medicine __ X per week for _weeks starting on _____ _ '----- am/pm 
S~ecial studies (list): ____________ _ 

1----------------11":1 None. This is the last 

DOCTOR'S SIGNATURE 

d~-~6-~ 

DWC FOAM·73 (Rev. 1 0/05) Page 1 llllllllllllllllllllllllllllllllllllllllllllllllllllllllllll 

of Doctor: 
Designated doctor 

Carrier-selected AME 
DWC-selected AME 

DIVISION OF WOAKE.AS' COMPENSATION 

EPAH0042001853 

(b) 
(4)



07/01/09 15:46 To: Prabhakar Thangudu. 7136761676 Pg 001 

Empoyee- You are required to report your InJury 10 your employer wllhln 30 daysli 
your employer naa workera' compenaa~on lnaurance. You nave tne rlgnt to tree 
aaalatance trom me Taxa& Workera' Compensation Commlaalon and may t>e entitle~ 
19 cenaln med/cal and Income beneille. For iunher lniormatlon call your local 
Commla!!lon fie d oiilce or 1(600)·252-7031. 

Trabalador- Ea neceaarlo que usted repone eu leel6n a eu empleador dentro de 30 dlas a partir 
~el ~Ia en que ae 1ea1ono, al au amplea~or tlene aeguro ~e compenae.C!On para trat>aJa~orea. Ia 
com1a10n TeJana ~e Compenae.C!On para Trat>aja~oraa Ia otrece aa1e1enc1a gratulta, tamt>l&n 
p~ede que usted tenga derecho a cl!!ftoe beneilcloe m~lcoe y monetarloa. Para mayor 
Informacion I lame a Ia oflclna local de Ia comlefon 1·600-252-7031. 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

5. Docto~e Name and Degree 
Jean T. Dolan, MD 

1. InJured Employee's Name s. CllnlciFaclllty Name 

Joseph Hernandez CMC- Houston 1-10 East 

2. Date oi InJury 3. Social Security Number 7. Cllni~Faclllty/Doctor Phone & Fax 

06/26/2009 XXX-XX (713)973-7943 (713)973-7947 

{for transmission 
purposes only) 

e. Employer's Name 

CES Environmental 

Date Being Sent 

1 o. Employer's Fu 11 or Email Addreea Oi known) 

(713)676-1676 
"'· Employes's Description otlnJuryiACdd&nt a. CllnlctFacllltyiDoctor Address (street ad~reas) 11. Insurance carrier 

Patient states :"I was over heated and my head and 10909 East Frwy Texas Mutual Insurance Company 
stomach stared hurting." I::C::-Ity~---..;...---::S~ta~te--=:ZI~p --------~,a:-. -::C~Bt~rle~r.~a ~Fa:-.x":'ll:-or~E~m~al::-1 A~d~dr~ea~a-::(1-:-:lk:-no~w~n:-) -----11 

Houston TX 77029 512 224-3669 

PART II: WORK STATUS INFORMATION (IIIII v coMI-'11 11 ONI INCIIIIHN<; 1 ~•liMA Ill> llAII ~• ANillll ~;ciiii-'IIONIN1l(• )A~; AI-'1-'IICAIIII) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
IE] (a) will allow the employee to return to work as of 07101/2009 (date) wlthoyt re9trlctlon9. 
O(b) will allow the employee to return to work as of (date) with the restrlctlon9 Identified In PART Ill, which are 

expected to last through {date). 
D(e) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 

through (date). The following describes now this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS" (REQUIRED IF BOX IJ(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (If any): 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 6 e Other 

00000_ 

00000_ 

DDDDD_ 

00000_ 

DDDDD_ 

00000_ 

'00000_ 

17. MOTION RESTRICTIONS (If any): 10. MISC. RESTRICTIONS (If any): 

Max Hours per day: 0 Max hours per day of work: __ _ 0 2 4 6 e Other 

Walking 0 0 0 0 0 __ 0 Sit/Stretch breaks of ___per __ 

Climbing stairs/ladders 0 0 0 0 0 __ 0 Must wear splint/east at work 

Grasping/Squee.:ing D D D D D __ 0 Must use crutches at all times 

Wrist flexion/extension .0 0 0 0 0 __ 0 No driving/operating heavy equipment 

Reaching 

Overhead Reaching 

Keyboarding 

D D D D D __ D Can only drive automatic transmission 

0 0 0 0 0 __ 0 No work/ 0 _hours/day work: 

00000 _ 0 in extreme hol/eold environments 

HI. RESTRICTIONS SPECIFIC TO (If appllcable):J.:O::.;t::.:;he::.r;;;;;: ====-.!:::O:::!.!::::O::!.J0!::::!.!0:::::!.!:0::::!.::==--4 0 at heights or on scaffolding 

0 L Hand/Wrist 0 A Hand/Wrist 1 e. LIFT/CARRY RESTRICTIONS (If any): 0 Must keep _______ _ 

D L Arm D A Arm 0 Neck 0 May not lift/carry objects more than __ lbs 0 Elevated 0 Clean & Dry 

0 L Leg 0 R Leg 0 Back for more than __ hours per day 0 No skin contact with:. ____ _ 

0 L Foot/Ankle 0 A Foot/Ankle D May not perform any lifting/carrying 0 Dret;t;ing changes necet;t;ary at work 

0 Other: 0 Other:___________ 0 No running 

16. OTHER RESTRICTIONS (If any): 

"These restrictions are based on the doctor's best understanding of the employee's essential Job functions. If a panlcular 
reatriction doea not apply, it should be disregarded.lf modified duty that meetatheae reatrictions is not available, the patien 
ahould be considered to be off work. Note - theae restrictiona should be followed outside of work aa well aa at work. 

20. MEDICATION RESTRICTIONS(If any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

D Medication may make drowsy (possible 

safety/driving issues) 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work Injury Dlagno919 Information: 22. Expected Follow-up Services Include: 
D Evaluation by the treating doctor on (dale) at am/pm 

1 ~9~9~2=.5~~H~ea~t~E~xh~a=u~at~io~n~,U~n~a•p~ec~if~ie~d-------ID ,- Referral to/Consul! with on (dale) at_ _ am/pm 

---------------___,10 Physical medicine __ X per week for _weeks starting on (date) at am/pm 
D Special studies (list): on (date) at amtpm 

1----------------..;llliJ None. This is the last sehedul&d visit for this .Problem. A! this lime no further medical care is antieil)ated 

Date I Time of Vlelt 
0710112009 02:29 pn 
01a011arge 11me 

07101/2009 03:23 pn 

EMPLOYEE'S SIGNATURE 

DWC FORM-73 (Rev. 10/05) Page 1 

DOCTOR'S SIGNATURE 

d~-~-~ 
Visit Typa: 

!) Initial 

0 Follow-up 

llllllllllllllllllllllllllllllllllllllllllllllllllllllllllll 

Role of Doctor: 
D Deaignated doctor 

D Carrier-selected AME 
D owe-selected AME 

IX) Treating doctor 
0 Referral doctor 

0 Consulting doctor 
Ei Other doctor 

DIVISION OF WORKERS' COMPENSATION 

EPAH0042001854 

(b) 
(4)



Authorization for Release of Records 

In accordance with the provisions of the Fair Credit Reporting Act (Public Law 91-508), as amended by the Consumer Credit Reporting Act of 1996 
(Title II, SubtitleD, Chapter I, of Public Law 104-208), you are being informed that a consumer report may be obtained on you for employment 
purposes. 

' ' 

In addition, may also request additional reports for the purposes of investigation as required by Section 391.23 of the Federal Motor Carrier Safety 
Regulations. 

My signature below indicates that you are authorized to provide such reports and are released from any and all liability which may result from 
furnishing such information. 

In accordance with the provisions of the Fair Credit Reporting Act (Public Law 91-508), I hereby certify that the information requested below will be 
used for "permission purposes" as defined in the Act. 

Furthermore, if the applicant Iiained be.low is denied employment based on the information received;> l will identify the source of the report·in · 
accordance with the Act. 

(Date) 

.
'FJ;······································· 
SSN·il . rrtr-- ~~-d?bi? 

(Name of Company) 

CES Environmental Services 
4904 Griggs Rd. 

_(N_u_m-be_r_&_S-tn-ee-t)---------1-HMOUSton, TX 77021 
(713) 676-1460 

(City, State & Zip Code) 

. m mm;·;;mlstate:; Tx::.. 

-' Revised: 8/2112005 

EPAH0042001855 

(b) (4) (b) (4) (b) (4)

(b) (4)
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OSHA's Form 301 
Injuries and Illnesses Incident Report 

This Injury and Illness Incident Report is one of the 
first forms you must fill out when a recordable work
related injury or illness has occurred. Together with 
the Log of Work-Related injuries and Illnesses and 
the accompanying Summary, these forms help the 
employer and OSHA develop a picture of the extent 
and severity of work-related incidents. 

Wtthin 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers' compensation, 
insurance, or other reports may be acceptable 
substttutes. To be considered an equivalent form, 
any substitute must contain all the information 
_ -1 .•• I L_ .• ___ ~~- !- L. _ •• 

According to Public Law 91-596 and 29 CFR 
1904, OSHA's recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which tt pertains 

If you need additional copies of this form, you 
may photocopy and use as many as you need. 

Completed by Prabhakar R. Thangudu 

Title HSE Manager 

Phone 713-676-1460 Date 

Information about the employee 

1) Full Name Joseph Hernandez 

2) Street 

City State p 

3) Date of birth 

4) Date hired 

5) IK]Male 

DFemale 

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 
Con centra 

7) If treatment was given away from the worksite, where was it given? 

Facility Concentra 

Street 10909 East Frwy 

City Houston State ~Zip 

8) Was employee treated in an emergency room? 
DYes 
IK]No 

9) Was employee hospitalized overnight as an in-patient? 
DYes 

[K}No 

77029 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Information about the case 

U.S. Department of Labor 

Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

10) Case number from the Log 1 (Transfer the case number from the Log after you record the case.) 

11) Date of injury or illness 6/30/2009 

12) Time employee began work 6:00 AM AM/PM AM 

13) Time of event AM/PM [R] Check if time cannot be determined 

14) What was the employee doing just before the incident occurred? Describe the activity, as well as 
the tools, equipment or material the employee was using. Be specific. Examples: "climbing a ladder 
while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-entry." 

Cleaning out tank NV1 At Paces 

15) What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor, 
worker fell 20 feet"; "Worker was spayed with chlorine when gasket broke during replacement"; 
"Worker developed soreness in wrist over time." 
employee got over heated 

16) What was the injury or illness? Tell us the part of the body that was affected and how it was 
affected; be more specific than "hurt", "pain", or "sore." Examples: "strained back"; "chemical burn, 
hand": "r.arnal tunnel svndrome." 
heat exhaustion 

17) What object or substance directly harmed the employee? Examples: "concrete floor"; "chlorine"; 
"radial arm saw." If this question does not apply to the incident, leave it blank. 
Heat 

18) If the employee died, when did death occur? Date of death 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for revie'h'ing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not 
required to respond to the collection of information unless it displays a current vatict OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA OffiCe of Statistics, 
Room Nw3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to this office. 

(b) (4)
(b) 
(4)

(b) 
(4)(b) (4)

(b) (4)



I CLAIM# 
Carner# 

SUPPLEMENTAL REPORT OF INJURY 
Part I EMPLOYER INFORMATION 

1. Employer business '2.ame ~ 

JeAV•lt0 Ire I 2. 
Employer phone# 

C/35...5 £ Y\\l"l rv t1 men . > 713- 67/; 
3._ Employer mail in~ address 12. 
t.tqoy GrtA.CJCj ~ Cb-<:1. t -i-t tJ t·'-f> -/un .) "fx 770 2--/ 

4. Insurance carrier name ~ ~ 

{e»~ rvtW ~ 

-146~ 

5. Does the employer have return to work (RTW) opportun:_r available based on the injured worker's current capabilities? yes. ~ no D 
If so, identify contact person and phone# 0$£ AcoSTA 1J'3·-t1/;·-IH6D 

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes jZJ Date noD 

7. Has the employer requested RTW training from DWC or the insurance carrier? yes·tSZJ noD 

8. Has the insurance carrier provided accident prevention services in the past 12 months? yes (ZI Date r.uD 

9. Has the employer requested accident prevention services from the insurance carrier? yes cgj noD 

Part II REASON FOR FILING THIS REPORT (deadlines vary, see instructions) 

10. 

~ 
a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

D c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

D d. The injured worker resigned or was terminated from employment: File within 1 0 days. 

Part Ill INJURED WORKER INFORMATION 
11. Injured worker name 

JoSEP-H 
12. SSN (last 4 dig 113. DOl 

J.1 f t<.NA N D GZ-- ) XXX-XX-

14. Injured worker mailing address and phone# 

15

rJ/A 
additional lost time 

tJ}A wages for this injury (mm/dd/yyyy) or reduced wages (mm/dd/yyyy) 

17, Has the injured worker experienced 8 days (cumulative) of lost time or reduced wages as a result of the injury? yes Dna~ 
If yes, the date of the 8'h day (mm/dd/yyyy) 

18. Date of most recent RTW N/A I 
19. Has the injured worker resigned, been terminated or died? yes D no c;:i{J 

D Full duty, full pay I date of resignation date of termination date of death 
I 

rJ)A D Limited duty, full pay I 19a. Reason for resignation/termination 
I 

D Limited duty, reduced pay I 19b. Was the injured worker on limited duty when terminated? ;Vf}\ yes C]noD 

20. Hours the injured worker was working during the pay period of 21. Weekly/hourly earnings for the pay period of ~_.,.zJ-tJ<:f. 

6-Zl- Q~ to b --27--f9 ~: h IJ ' 0 7 hours per week to k~ Z7-tfi: $ weekly or $ 

Indicated hours are: Indicated wages are: 

D Increase from pre-injury D Increase from pre-injury wage 

~ Same as pre-injury Q Same a pre-injury wage 

D Decrease from pre-injury D Decrease from pre-injury wage 

This form to be filed with: The employer's insurance carrier and t e injured worker in the timeframe as noted in Part II. 

22. To the best of my knowledge the information provided in this report is accurate and may be relied upon for evaluation of eligibility for benefits. 

Submitted by: ~Employer D Injured Worker (If no longer working for the employer where injury occurred.) 

1- 13·-dj 
Date 

11111111111111111111 II 
DWC FORM-6 (Rev. 10/05) Page I DIVISION OF WORKERS' COMPENSATION 

EPAH0042001857 

(b) (4)

(b) (4)

(b) (4)



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: 1 

Ms , Eve.-t1V\ 
From: Prabhakar R. Thangudu 

 

Email: pthangudu@cesenvironmental.com 

Fax: 5l '2.- - Z-Z4- 388Cf 

Phone: 

Pages: 

Date: 

Jos£PJ1 J.f&t'2NAAIDEZ--

5S :::IF--

EPAH0042001858 

(b) (4)

(b) (4)



*************** -IND. XMT Journal- **************** Date JUL-13-2009 ***** Time 15:48 ******** 

Date/Time = JUL-13-2009 15:47 

Journal No. = 150 

Comm. Result = OK 

Page(s) = 002 

Duration = 00:00:34 

File No. = 787 

Mode = Memory Transmission 

Destination = 15122243889 

Received ID = 

Resolution = Fine 

-CES ENVIROMENTAL 

7137488664- ********* 

EPAH0042001859 



Center: 
Address: 
City: 
Attn: 

Patient Name : 

Patient SSN : 

Profile: 

Reason: 

Rejection: 

Advanced Toxicology Network 
4900 Outland Center Dr Ste 103 

Memphis, TN 381186572 
(888) 290-1150 

CMC- Houston 1-10 East 
10909 East Frwy 
Houston, TX 77029 
CMC!TX-HOUSTON 1-10 EAST 

UDS Result Form 

Result Information 

Specimen ID : 
Result: 
Status: 
Sub Acct: 

NEGATIVE 
Reported 
NDOT 

Contact Name : Prabhakar Thangudu 

DRUG SCREEN: 10 PANEL 

Post Accident 

Location : CES Environmental 
Mail Address : 4904 Griggs Rd 

Houston,TX 770213208 

Date Collected: 07/01/2009 
Date Received : 07/01/2009 
Date Reported : 07/02/2009 

Time : 2:55 PM 
Time: 11:40 PM 
Time : 1 :40 AM 

Creatinine : 
Ph: 
Specific Grav : 

Screened Summary 

Drug Cutoff/GCMS 

Amphetamine 500 

Barbiturates 200 

Benzodiazepines 200 

Benzoyleogonine 150 

Carboxy-THe 15 

Methadone 200 

Methaqualone 200 

Opiates 2000 

Propoxyphene 200 

Phencyclidine 25 

Date Printed: 07/02/2009 08:02:24 

Cutoff/Screen 

1000 

300 

300 

300 

50 

300 

300 

2000 

300 

25 

Result Summary 

Comment Summary 

Comment 

Janet Putnam, 
Lab Director 

Page 1 of 1 

EPAH0042001860 

(b) (4)

(b) (4)



07/08/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date of Injury: 06/26/2009 
Injured Worker: HERNANDEZ, JOSEPH 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information another party reported to Texas Mutual Insurance Company which was used to establish 
this claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions 
regarding this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00a.m. -5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workers/iwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. - 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001861 

(b) (4)



Claim Number: 99K0000575596 

Notification Date: 07/06/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: JOSEPH HERNANDEZ 
SSN: XXX-XX

Mailing 
Address

County: 
Physical
Address:

County: 

Home Phone: 
Date of Birth: 00/00/0000 
Marital Status: Unknown 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: JEAN T DOLAN MD 
Tax ID: 
Address: 15810 MIDWAY RD 

ADDISON TX 75001 

Phone: (800)733-7098 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date of Injury: 06/26/2009 Time: 00:00 

Date Reported: 00/00/0000 

Nature oflnjury: HEAT PROSTRATION 

Fax: 

Cause of Injury: MISC. CAUSES-ABSORB, INGEST 
OR INHALATION, NOC 

Part of Body: 

Fatality: 

MULTIPLE BODY 
PARTS(INCL.BODY 
SYSTEMS & BDY PARTS 
No 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: 
Hire Date: 00/00/0000 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 

00100/0000 
07/01/2009 

Fax: (713)676-1676 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 
Supervisor 
Name: 
Phone: 

Period End: 00/00/0000 

Ext: 

PREPARER OF REPORT 

Name: 
Phone: Ext: Fax: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred: 
TX 

County: 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

HEAT EXHAUSTION. PER MEDNAR, THE PATIENT STATED, "I WAS OVER HEATED AND MY HEAD 
AND STOMACH STARTED HURTING." 
CLAIM CREATED FROM DWC-69, MEDNAR. 
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C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Texas Mutual Insurance Company has redesigned the First Report oflnjury (eFROI) section of 
texasmutual.com. More than 55% of all new reports of injury are submitted through the Texas 
Mutual Online (TMO) application. The redesign makes the first report of injury services more 
intuitive and easier for policyholders to use. 

Here is an overview of the new features: 

-Policyholders will now have the ability to login. By logging in, policy information will pre-fill. 
- Customers who login will also have the ability to create profiles with information they always 
want to pre-fill in a first report of injury (such as supervisor or medical provider information). 
-A copy function has been added to automatically populate information that may be the same (such 
as preparer, contact or address information). 
- Certain fields have default values. For example, the state field defaults to Texas for all address 
fields. 
-Search functions have been added to make it easier to find the part of body or nature of injury, 
when reporting a claim. 

To use the enhanced online claim reporting tool: 

- Go to texasmutual.com 
- Click on Report an Injury in the Employer section 
-Login with your usemame and password for policy information to pre-fill, or you have the option 
to skip login. 

To see the redesign, a video is available at the login page. If you are not registered to use Texas 
Mutual online services, complete the online application at texasmutual.com, or call the Information 
Services Center at (800) 859-5995. 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 
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07/14/2009 Texas Department of Insurance 

Division of Workers' Compensation 

7551 Metro Center Dr., Ste 100, MS-96, Austin, TX 78744-1609 

Voice 512.804.4636 Fax 512.804.4101 
www.tdi.state.tx.us 

CES ENVIRONMENTAL SERVICES INC 
4904 Griggs Rd 
Houston, TX 77021-3208 

NOTICE TO EMPLOYER 

RE: Claim No.: 

Injured Worker: 
Date of Injury: 
Carrier Name: 
Carrier No.: 

 
JOSEPH HERNANDEZ 
06/26/2009 
Texas Mutual Insurance Co 
99K0000575596 

The Texas Department of Insurance, Division of Workers' Compensation (DWC) has received notice of an injury/death 
on the above-named employee. Enclosed is information about your rights and responsibilities as an employer and 
information to help you develop successful return to work procedures. Services available from DWC to assist employers 
include: 

RETURN TO WORK SERVICES: DWC provides information to help employers reduce costs and control lost time by 
successfully returning injured workers to productive work as soon as possible following an injury. A "Resource Guide" 
and other information are available on DWC website. In addition, workshops, seminars, and individual consultations 
also are available. 

OSHCON - Free health and safety consultations are provided to small private employers on request. Emphasis is 
placed on assisting the employer in developing effective health and safety programs and identifying and correcting 
hazards in the workplace, including industrial hygiene testing. 

Safety Information Library- Health and safety training programs are available to employers, employees, academic 
institutions and other entities in Texas. Additionally, the Division maintains a resource center containing health and 
safety information, visual aids, and publications. A large number of safety educational materials are available for 
download from the Division's web site. The Division staff also provide assistance with research on specific health and 
safety issues and questions. 

Safety Education & Training - Onsite professional occupational safety training is available to public and private 
employers throughout the State of Texas. We can help any Texas business, whether or not the company subscribes to 
workers' compensation. 

More information on these services can be located on the Division's website at www.tdi.state.tx.us. 

Your workers' compensation insurance carrier is required to notify you of any claim filed against your policy. You may 
submit a written request to your insurance carrier to secure additional information regarding payments, reserves, and the 
effect on premium rates set by the Texas Department of Insurance. This information is intended to inform you of the 
means to secure specific information regarding your company's workers' compensation claims. Please direct your 
questions regarding premium rates to the Texas Department of Insurance, Workers' Compensation Division, 333 
Guadalupe Street, Austin, Texas 78701 (telephone 512-322-3495). 

If you prefer this information be mailed to an address other than 4904 Griggs Rd, Houston, TX 77021-3208, please 
contact your workers' compensation insurance carrier, who will advise the Division of any address changes. Future 
mailings will be forwarded to the corrected address. 

THIS NOTICE DOES NOT REQUIRE A RESPONSE. 

Sincerely, 

Texas Department of Insurance, Division of Workers' Compensation 

Enclosure: Rights and Responsibilities 

CS-37 (10/05) An Equal Opportunity Employer 
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EMPLOYER RIGHTS 

The Texas Workers' Compensation Act, Texas Labor Code, 
Section 409.011, provides covered employers the following rights: 

to be present at all administrative proceedings related 
to a claim 

To present relevant evidence related to a claim at any 
proceeding 
to report suspected fraud 
to contest the compensability of an injury if the 
insurance carrier accepts liability for the payment of 
benefits. 
to receive notice, after making a written request to the 
insurance carrier, of 

an administrative or a judicial proceeding 
related to the resolution of a claim; or 

a proposal to settle a claim 

to contest the failure of the insurance carrier to 
provide accident prevention services required by the 
Act. 

EMPLOYER RESPONSIBILITIES 

1) Reporting Injuries 

Employer's First Report of Injury: You must report to your 
insurance carrier within 8 days of the date you receive notice 
or have knowledge of: 

a work-related injury that causes an employee to miss 
more than 1 day of work 
an occupational illness that you know about, even if 
the employee has not missed any work 
a work-related death 

Do not file an employer's First Report of Injury with the 
Texas Department of Insurance, Division of Workers' 
Compensation unless specifically requested to do so. 

You may report injuries by mail, fax, telephone, or electronic 
transmission to your insurance carrier. Failure to timely report an 
injury or illness may result in an adminstrative penalty not to 
exceed $500 to be assessed by the Division. Send a copy to the 
injured worker and provide the employee a summary of rights and 
responsibilities in the wording adopted by the Division. 

You must keep a record of work-related injuries, illnesses, and 
deaths. Keep the records for at least 5 years from the last day of 
the year in which the injury, illness, or death occurred, or for the 
period of time required by the Occupational Safety and Health 
Administration, whichever is greater. 

2) Other Reporting Responsibilities 

Employer's Wage Statement: You must report an injured 
worker's wages and other compensation to your insurance 
carrier. Send Form-3, Employer's Wage Statement, to your 
insurance carrier within 30 days of the date income benefits 
begin to accrue. Send a copy of the form to the injured worker. 
Do not file the form with the Division unless specifically 
requested to do so. 

Supplemental Report of Injury: You must report any 
changes in an injured worker's pay or employment status to your 
insurance carrier. Send Form-6, Supplemental Report of 
Injury, to your insurance carrier within: 

3 days of the date the injured worker returns to work; 

3 days of the date an injury causes the employee 
to miss additional work after returning to work; 

10 days of the end of a pay period in which the 
injured worker's weekly earnings change as a result 
of the injury; 

10 days of the date the injured employee resigns 
or is terminated. 

Send a copy of the form to the injured worker. Do not file the 
form with the Division unless specifically requested to do 
so. 

If you do not timely send the required forms to the insurance 
carrier and the injured worker, you could be subject to a penalty 
of up to $500 per occurrence for the Employer's Wage Statement 
and the Supplemental Report of Injury. 

3) Posting and Notice Responsibilities 

(This section does not apply to Political Subdivisions) 

Notice of Coverage or Change in Coverage: You must post 
notices in your workplace telling your employees that: 

You have workers' compensation insurance and 
provide the name of your workers' compensation 
insurance carrier; 

the Division has staff to explain injured workers' rights 
and responsibilities and to help resolve disputes 
about their claims; 

the Division has a 24-hour, toll free hotline to 
report suspected safety violations in the workplace. 

Posted notices must be in wording and format adopted by the 
Division. If you do not post these notice, you could be subject to 
a penalty up to $500. 

You must give all of your employees written notice if you cancel 
your workers' compensation policy within 15 days of the date 
you cancel your policy or are notified that your insurance carrier 
intends to cancel you policy. If you do not provide this notice to 
your employees, you could be subject to a penalty up to $500 per 
occurrence. 
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Notice to new Employees: You must give each new employee at 
the time of hire a written notice that includes the information in the 
posted notices. The written notice must also tell new employees 
that they have the right to choose not to be covered by your 
workers' compensation policy. Employees have 5 days from the 
date they begin employment to notify you in writing if they do not 
want to be covered by your policy. The written notice to new 
employee must be in wording adopted by the Division. If you do not 
provide this notice to new employees, you could be subject to a 
penalty up to $500 per occurrence. 

For Copies of the required notices, call 512-804-4333, or write 
DWC Forms, MS-91, 7551 Metro Center Drive, Suite 100, 
Austin, TX 78744-1609. 

4) Other Responsiblities 

Drug Policy, if required: If you have 15 or more employees, you 
must have a policy to eliminate drug abuse in your workplace. You 
must give a copy of the policy to each employee. 

For a free copy of the Division's Drug-Free Workplace Resource 
Guide, which includes information on development of a drug-free 
workplace policy, call 512-804-4624 or write DWC Health and Safety 
Resource Center, MS-25, 7551 Metro Center Drive , Suite 100, 
Austin, TX 78744-1609. The Drug-Free Workplace Resource Center 
PublicationsNideos at our website (www.tdi.state.tx.us). 

Accident Prevention Plan, if required: If you are identified by 
the Division as a hazardous employer or are identified by the Texas 
Mutual Insurance Company to participate in an injury prevention 
program, you must adopt an accident prevention plan developed by 
an approved consultant who may be from the Division or your 
insurance carrier, or may be a Division-approved provider. The initial 
consultation must occur within 30 days of the date you receive 
notice that you have been identified to participate in an accident 
prevention program. 

ADMINISTRATIVE AND CRIMINAL VIOLATIONS 

Fraud: You could be subject to a penalty up to $5,000 and 
possibly referred for criminal fraud investigation if you knowingly 
or intentionally commit an act to deny workers' compensation 
benefits to someone legally entitled to receive benefits. You also 
could be liable for past payments and interest. 

Charge Backs: You may not charge your workers' 
compensation premiums back to your employees either directly or 
indirectly. If you charge premiums back to employees, you could 
be subject to a penalty up to $1,000 per violation. Your 
employees may also recover damages in court. 

Misrepresentation of Payroll: You could be subject to a 
penalty up to $5,000 per occurrence if you intentionally 
misrepresent your payroll or provide false information to obtain 
lower insurance premiums. You could also be held liable for 
missed premiums. 

Discrimination Against Employees: Texas law prohibits 
discharging or discriminating against an employee because the 
employee in good faith filed a workers' compensation claim, hired 
an attorney, testified, or will testify in a workers' compensation 
proceeding. 
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By providing meaningful, productive work for 

your injured workers during his or her 

recovery, you can reduce your workers' 

compensations costs significantly. 

Because your experienced and trained employees 
are continuing to do productive work for your 
company, you will be paying earned wages instead 
of workers' compensation income benefits. Most 
often, being away from work is medically 
unnecessary and can result m additional 
complications to the injury, delaying recovery and 

increasing the negative impact of the injury on 
injured workers and their families. 

Talk to your insurance adjuster as soon as an 

injured worker begins to lose time from work. 

Your insurance carrier can provide return to work 
coordination services to help you reduce 
unnecessary lost time and help your employees to 
continue to work during their recovery. Your 
adjuster also can help you understand the functional 

capabilities of your employees and help you work 

with health care providers as your employees 
recover. 

It is important to help an injured worker focus 
on recovery. 

Returning to a normal routine, including 

employment, as soon as possible is an integral part 
of the recovery process. Studies have shown that 
being off work longer than absolutely necessary can 
cause additional physical complications that could 

not only delay recovery but also increase your 
workers' compensation costs. Additional studies 
have shown that injured· workers who continue to 
work require less medical care; therefore, you not 

only be paying lower medical costs for these 

employees but also over time should have lower 
workers' compensation premiums. 

If an injured worker is unable to perform his 

or her regular duties, consider allowing the 

employees to perform a different job, within 

their capabilities, that is still important to the 

daily operations of your organization. 

Modified or alternate assignments that are 
transitional in nature make it possible for the injured 

workers to stay engaged as productive members of 
the workplace. Consider modifying injured 
workers' work hours or allowing the injured workers 
to work at a slower pace. By remaining active in 
your employee's recovery process you not only help 
your business but you also increase the likelihood 
that your employees will continue to be productive 
members of the workforce. 

DWC provides information to help employers with successful stay at work/return to work efforts. 

The information is available on the DWC website at bttp:/www.tdi.state.tx.us/ or the information 
can be mailed to you. To request a copy of the Employers Resource Guide, or for specific 

assistance or questions, please call DWC at (512) 804-4804, or e-mail rtw@.tdi.state.tx.us. 

You also can contact your local DWC Field Office. It is essential that all system participants work 
together to help injured workers stay motivated in the recovery and return to work process. 
Thank you in advance for your interest and cooperation in this process. 
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1exlisMutuar 
Insurance Company 

April 30, 2009 
MAY 0 4 2009 

• C E S ENVIRONMENTAL SERVICES 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury: 
DWC#: 

 
BRIAN WEATHER 

 
C E S ENVIRONMENTAL SERVI 
04/14/2009 
PENDING 

C I aim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

IZJ DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2)- Please fax or email attachment or use the on-line version 
(www.texasmutual.com). 

0 

IZI 

OR 
DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, OR 
• The employee, after returning to work experiences an additional days(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

AND 

IZJ EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

0 COPY OF THE POST-ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995 ext. 4716. 

Sincerely, 

Patricia Cummings 
CAT WORKERS' COMP SPEC II 
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Claim & Information Services 
P.O. Box 12029 1exasMutuar 

lnsurance Company 

I 
')i;:J fr"J ljFJ~r.;r """'~ Austin, TX 78711-2029 
LS::J. ~ tS:::... . 'i?. ,. '1-800-859-5995 (512) 224-3800 

; • j Fax (512) 224-3889 

:MAY 0 4 2009 . .J 
April29, 2009 

BY 

C E S ENVIRONMENTAL SERVICES 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury: 

 
BRIAN WEATHER 

 
C E S ENVIRONMENTAL SERVI 
04/14/2009 

Dear C E S ENVIRONMENTAL SERVICES, 

I represent Texas Mutual Insurance Company for the above referenced workers' 
compensation claim. 

I have attempted to contact your office and was unable to reach you. Please contact me at 
your earliest convenience to discuss this claim. I can be reached at (800) 859-5995 ext. 
4 716. Please disregard this notification if I have spoken with you prior to your receiving 
this letter. 

Thank you for your kind attention to this matter. 

Sincerely, 

Patricia Cummings 
CAT WORKERS' COMP SPEC II 
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Send to workers' compensation carrier: 

Texas Mutual 713-316-2191 CLAIM#  ____ _ 

(Name and fax number of carrier) CARRIER'S CLAIM# ----------

1Z1 Initial D Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Weathers, Brian 
Box): 

City: State: ZIP Code: 

Social Security Number (last four digits): 

Date of Hire: Date of Injury: 

4/14/09 
D As of today's date, the employee is not back at work. OR 
1Z1 The employee returned to work on and is working: 

1Z1 without restriction. OR 
D with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed (''filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

CES Environmental Services, In 
Employer's Mailing Address (Street or P .0. Box): 

4904 Griggs Rd 
City: State: ZIP Code: 

Houston TX 77021 
Federal Tax I.D. Number: 

76-0592985 
Name and Phone# of Person Providing Wage Information: 

Prabhakar Thangudu 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensatKiaim is a cr~~result in fines and/or im::so~ment. 

Signature: rr... . .J~~- /4 ~ Date: !2_ ~ 12.~ 
EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 

, 
1Z1 Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

D Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 
D Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

[] Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
[] Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

[] Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

1Z1 The Injured Employee OR D A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE - If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 

DWC FORM-3 (Rev. 10/05) Page 1 IIIII 111111111111111 DIVISION OF WORKERS' COMPENSATION 
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Employee Name:Weathers, Brian Social Security#: Date oflnjury:4/14/Q9 

-The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

- If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

PECUNIARY WAGE INFORMATION 

Pecuniary Wages include all wages that are paid to the employee in the form of money. These include, but are not limited to: 
hourly, weekly, biweekly, monthly, etc. wages; salary; tips/gratuities; piecework compensation; monetary allowances; bonuses; and 
commissions. Earnings are reported in the periods they are earned, NOT when they are paid and some (such as bonuses and 
commissions) need to be prorated. Pecuniary wages don't include payments made by an employer to reimburse the employee for the 
use of the employee's equipment or for paying helpers or to reimburse for travel expenses. Consider as earnings amounts from paid 
holidavs and anv vacation, personal or sick leave an emolovee used but not the market value of leave time earned but not used. 

PERIOD # (Week#, 
Month #, or Bi-Week #) 
FROM DATE: 

TO DATE: 

# HOURS WORKED: 

GROSS WAGES 
EARNED: 

Insurance 

Laundry/ 
Cleaning 

Clothing/ 
Uniforms 

Lodging/ 
Housing/ 

Food/ 
Meals 

DWC FORM-3 (Rev. 10/05) Page 2 

2 3 4 I 5 I 6 I 7 I 8 I 9 I 10 I 11 I 12 I 13 

1/01/0911/16/0912/01/0912/16/0913/01/0913/16/0914/01/09 

1/15/0911/31/0912/15/0912/28/0913/15/0913/31/0914/15/09 TOTALS 

120 120 120 120 120 1120 120 840 

111111111111111111 DIVISION OF WORKERS' COMPENSATION 
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To: 

Fax: 

CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
From: PrabhakarR.Thangudu 

Mobile: (281) 433-9792 

Email: pthangudu@cesenvironmental.com 

Pages: 

Phone: Date: 

EPAH0042001873 

(b) (4)
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Page(s) = 006 
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-CES ENVIROMENTAL 

- **~~~ - 7137488664- ~~~~~~~~~ 
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ixasMutuar 
Insurance Company 

Claim and Insurance Services 
P.O. Box 12029 

Austin, Texas 78711-2029 

NOTICE OF DENIAL OF COMPENSABILITY /LIABILITY AND REFUSAL TO PAY BENEFITS 

DATE: 05/11/2009 

TO: WEATHER, BRIAN 

RE: 

7803 12TH FAIRWAY LANE 
HUMBLE TX 77346 

Date oflnjury: 
Nature oflnjury: 
Part of Body Injured: 
Employee SSN: 
DWC#: 
Carrier Name: 
Carrier Claim Number: 
Employer: 

04114/2009 
NO PHYSICAL INJURY 
NO PHYSICAL INJURY 
4  

Texas Mutual Insurance Company 
 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

On 04/27/2009 we received notice that you reported an on the job injury. We are denying your claim for workers' 
compensation benefits. Workers compensation benefits, including medical benefits, are not being paid because: 

Texas Mutual Insurance Company denies this claim in its entirety. Carrier does not 
dispute that Mr. Weather was present at the time of the death of a fellow employee. 
However, the Carrier disputes that Mr. Weather sustained an injury in the course and 
scope of employment, either as a physical injury or mental trauma. Further, the fellow 
employee appears to have died from a heart attack and not from any traumatic injury. 

If you do not agree with the denial and refusal to pay benefits, please contact me: 
Adjuster's Name: PATRICIA CUMMINGS 
Toll Free Telephone#: (800) 859-5995 
Fax #!E-mail Address: (512) 224-3889 

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department oflnsurance, 
Division of Workers' Compensation for further assistance. You have the right to request a Benefit Review 
Conference. You can contact the Division office handling your claim at 1-800-252-7031. 

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile 
number or e-mail address. 

Please note that making a false or fraudulent workers' compensation claim is a crime that may result in fines and/or 
imprisonment. 

CC TDI/DWC MAIL DELIVERY 
WEATHER, BRIAN 
C E S ENVIRONMENTAL SERVI 

DWC PLN-1 (Rev. 01/05) Page 1 1111111111111111111111111111111111111111111111111111111 
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C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Texas Mutual Insurance Company has redesigned the First Report ofinjury (eFROI) section of 
texasmutual.com. More than 55% of all new reports of injury are submitted through the Texas 
Mutual Online (TMO) application. The redesign makes the first report of injury services more 
intuitive and easier for policyholders to use. 

Here is an overview of the new features: 

-Policyholders will now have the ability to login. By logging in, policy information will pre-fill. 
- Customers who login will also have the ability to create profiles with information they always 
want to pre-fill in a first report of injury (such as supervisor or medical provider information). 
-A copy function has been added to automatically populate information that may be the same (such 
as preparer, contact or address information). 
- Certain fields have default values. For example, the state field defaults to Texas for all address 
fields. 
- Search functions have been added to make it easier to find the part of body or nature of injury, 
when reporting a claim. 

To use the enhanced online claim reporting tool: 

- Go to texasmutual.com 
- Click on Report an Injury in the Employer section 
-Login with your usemame and password for policy information to pre-fill, or you have the option 
to skip login. 

To see the redesign, a video is available at the login page. If you are not registered to use Texas 
Mutual online services, complete the online application at texasmutual.com, or call the Information 
Services Center at (800) 859-5995. 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone:(800)859-5995; Fax:(Sl2)224-3889 

EPAH0042001876 



04/28/2009 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date oflnjury: 04/14/2009 
Injured Worker: WEATHER, BRIAN 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www. texasmutual.com/hcnlhcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin, Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00 a.m. - 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www. texasmutual.com/workers/iw ADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www. texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcnlhcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m.- 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m.- 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 78711-2029 
Phone: (800) 859-5995; Fax: (512)224-3889 

EPAH0042001877 
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Claim Number: 99K000056689203 

Notification Date: 04/27/2009 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: BRIAN WEATHER 
SSN: XXX-XX

Mailing 
Address: TX 

County: 
Physical 
Address: 

County: 

Home Phone: 
Date of Birth: 00/00/0000 
Marital Status: Married 
Gender: Male Dependents: 03 
Language: English 

MEDICAL PROVIDER 

Name: 
TaxiD: 
Address: 

Phone: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Fax: 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 
EMPLOYMENT 

Occupation: 
Hire Date: 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 
No 
00100/0000 

00100/0000 

Fax: (713)676-1676 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: RYAN THOMAS 

Phone: Ext: 

PREPARER OF REPORT 

Name: PRABHAKAR R THANGUDU 
Phone: (713)676-1460 Ext: 
Email: 

Fax: (713)676-1676 

INJURY INFORMATION 
Date oflnjury: 04/14/2009 Time: 00:00 

Date Reported: 04/27/2009 

Nature of Injury: ALL OTHER 

Cause of Injury: MISC. CAUSES-OTHER 
MISCELLANEOUS, NOC 

Part of Body: 

Fatality: 

INSUFFICIENT INFO TO 
PROPERLY 
IDENTIFY -UNCLASSFD 
No 

How and Why the Injury/Illness Occurred 
GRIEF. KNEW A COWORKER THAT COLLAPSED PER DWC-1. 

Address Where Injury Occurred: 
2420 SOUTH GULFW A Y DRIVE 
PORT ARTHUR TX 77640 

County: 
Witnesses: 
Name: GLEN OLSON 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

EPAH0042001878 

(b) 
(4)

(b) (4)



Send the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injured employee. 
*Employers -Do not send this form to the 
Texas Workers' Compensation Commission, 
unless the Commission specifically requests 
a direct filing. 

llWCC CLAIM # 

I CARRIER'S CLAIM'-------------

EMPLOYER'S FIRST REPORT OF INJURY OR ILLNESS 
1. Name (Last. First. M.l.) 2. Sex 

~ hf'wJr..e -?I , f3 4-J ~ ~" OF 

3. Social Security No. 4. Home Phone 5. Date of Birth 

6. Does the Employe~ English? If No, Specify Language 

es 0No 

7. Race 8. Ethnicity 

WtACCt5 ~~V'- rJfA 

9. Mailing Address Street or P.O. Box 

City State Zip County 

10. Marital Status: N\t-~.u\ 
11. Number of Dependent Children 12. Spouse's Name 

3 ~t:t'M/f!... 
13. Doctor's Name: rJ /It 
14. Doctor's Mailing Address (Street or P.O.Box) 

City State Zip 

30. Date of Hire 31. Was employee hir~~cruited in 

Texas? l..l1Yes D No 

34. Employee Payroll Classification Code 

15. Date of Injury 16. Time of Injury 17. Date Lost Time 

L+ -I 4 -7o;ff Dam~ Alj~ 
18. Nature of Injury• 19. Part of Body Injured or Exposed* 

G-t~e_f rJjA. 
20. How and Why Injury/Illness Occurred* 

l<.ne tJ a- Co~~ -tf:t,.f e;/ kptevt 
23. Address Where Injury or Exposure Occurred 

Name of business if incident• rzu:red on a business site 

Z[fUJ Sou.~ ~~- 'J~LI D~v0 
c~tlif ~lJW~ Sta7x Zip-J?6LiU 
24. Cause of lnjury(fall, tool, machine. etc.)* 

t$~~~ (o-uY\Qj_~ ~ 
25. ust wit~rs: 

·leVI DLStJ'0. 
26. Return to work 27. Did employee 28. Super- 28. Date 

Date/or expected die? visor's name Reported 

tJjA rJ[) Ryc."l 
(;--Zi-tlj 

rrMtrtJ 
32. Length of Service in 

Current Position (mm/yy) 

33. Length of Service in Occupation 

(mm/yy) 

(;:0, I 
35. Occupation of Injured Worker 

36. Rate of Pay at this job 37. Full Work Week is: 
Hourly Weekly Days 

:SA-L~ 

38. Last Paycheck was: 39. Is employee an Owner. Partner. or7aorpor Officer? 
Hours Days 

g, /Oe~ 0 Yes No 

46. Specific SIC Code* 
(4 digit) z.&J 

49. Policy Number I 
1 
cv L" 1, 1, 

7?, j::- ~/)tJ FOO o/Jo.jl-f 

--··· 

47. Texas Comptroller Tax 
payer No.l2.63£i&q 6o 

You may be entitled to know what information UT Arlington (UTA) collects concerning you. You may review and have UTA 
correct this information according to procedures set forth in UT System BPM #32. The law is found in sections 552.021, 552.-
23 and 559.004 of the Texas Government Code. 

Continued on next page 
TWCC-1 (Rev 6/97) Texas Worker's Compensation Commission 

EPAH0042001879 
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To: 

CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
From: Prabhakar R. Thangudu 

 

Email: pthangudu@cesenvironmental.com 

Fax: 
6' I z- 'l-Z--4 - 3 g P/j 

Pages: 

Phone: 1-S 0 0 - g~-q - J)q q t:F x. Lfll6 Date: 

N\~, c~mm":~~: 

Co rn r?v-n ~on cl0,' ?II to 

EPAH0042001880 

(b) (4)

(b) (4)



***************-IND. XMT Journal-**************** Date APR-27-2009 *****Time 15:19 ******** 

Date/Time = APR-27-2009 15:18 

Journal No. = 075 

Comm. Result = OK 

Page(s) = 002 

Duration = 00:00:30 
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-CES ENVIROMENTAL 
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EPAH0042001881 



E
P

A
H

0
0

4
2

0
0

1
8

8
2

 



l5 \G6d:} T ope(\.) ~·.1 \fY\ 'j cLeo~ , l..l ~ 

\.- o-o LZ~cL ~4\e <:T S ,~<:..I<.. • I ~ ~..s 

~ +"'- <S "?h.---~. \~e SkJ rv->~ d.ook. 

fT'Il d <S ~~ d'D:;.;U 0 "'3... ~ ~G C~i~ 

C)cA:f~~d6 )M._cj (;)+{-~ C(:5, I ke-~ i'Jtu,S71-U 

VV': c~ .V 'f\ vx,d... +~t.e C.. lA. A-l. ~ l4 ; t' I'Ll.. .::I T ~o ~ ,',.kl 

c;>.C. ~j \J~~v,· td.i~ , I ~~ o<.Js~~s ~1'\d... ~d. 

VS /Lev'--T On ~ GI2-e~<i. ~le-e-d~~:! 

fRo~ 'his i'\)c~s~ ~ VV\~· f.3R.~r 
-n. ~il.. v-:»""\-5 

~ 't"'.h:l I \aRe!A-t"-.'"-;,_3 A-<"\ d. t Ji '5 d 

L,qJL ~ ;V6 ~ ·-} k e' ~~d... .S~.LZ.e 1 !), ~~ 

L"-t,~f(& ~~ A~ ~~.C;..~e o,;>e;k.. {o IA..~.s 

ida: \..J...)c:; ~ ~\Jt5 \t>~T ~~n. ~ 

~oTttg-.s -\-r L< "\t...e ~ R~ ~ ~d 4:-~ve 

,.,...... c? \<.., \)Ren-T "'~· k)Q Pt~. 

'k6 ~·~~ . ..L~ "T ~\ \) ~ cL l ( Cl\"'\.t~h:i'"':S 

~~ ~ 6"\~d !tVoVU(.•~ &-\_ 

i3~T. T~er G~ ~'t-trcL ~6 rf 
~Jc::rn-e ~~T ~~T A-v\d. I.S~ 

N"', 

EPAH0042001883 



April15, 2009 

I, Dennis Shaddox, At approximately 1:17pm, I was on my way to break room to change clothes to go 

to lunch. When Suzi said II look Brent is on the floor he just fell out of the chair," it appeared to me that 

he might have had a heart attack. I then checked for a pulse, noticed he was bleeding from his mouth, 

and he still had a weak but rapid pulse. I immediately called 911. He wasn't breathing on his own, 

checked for a pulse about a minute later and didn't find one, I then began administering CPR with Brian. 

It took 11 minutes for EMS to arrive and he had a weak pulse when Ems took over, but was still not 

breathing on his own. 

Dennis Shaddox 

EPAH0042001884 



To Whom It May Concern: 

I was at my desk when I received a call asking for help. When I got to the mech. office I noticed Brent 

lying on the ground. I, along with Dennis and Brian began CPR until the ambulance arrived. 

Bo Cumberland. 

EPAH0042001885 



May 1, 2009 

On Aprill4' 2009, I Anthony Savoy was in the lab doing lab work. At approximately 1:00pm Suzi Mock 

came in and screamed Brent fell out of the chair. We all cleared the lab to see what was going on, 

several workers were performing CPR. I walked away from area because the scene over whelmed me. 

I came back to the area after EMS arrived which was approximately 15 minutes later. 

Anthony Savoy 

EPAH0042001886 



May 1, 2009 

On April 14th, 2009 at approximately 1:00pm, I Suzi Mock exited the lab to go smoke a cigarette. Our 

designated smoking area is located behind the Fleet maintenance shop. As I turned the corner walking 

towards the shop, I noticed Brent sitting in a chair outside the shop talking on his cell phone. I took a 

few more steps and he fell out of the chair face first. I then ran back to the lab and screamed at Ryan 

Thomas to call 911 that Brent was down. We took off running back to the where Brentwas lying on the 

ground. Dennis called 911 and by that time everyone was around trying to assist. They started doing 

CPR, 11 or 12 minutes had passed before EMS arrived and took over. 

Suzi Mock 

EPAH0042001887 
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April15, 2009 

I, Dennis Shaddox, At approximately 1:17 pm, I was on my way to break room to change clothes to go 

to lunch. When Suzi said "look Brent is on the floor he just fell out of the chair," it appeared to me that 

he might have had a heart attack. I then checked for a pulse, noticed he was bleeding from his mouth, 

and he still had a weak but rapid pulse. I immediately called 911. He wasn't breathing on his own, 

checked for a pulse about a minute later and didn't find one, I then began administering CPR with Brian. 

It took 11 minutes for EMS to arrive and he had a weak pulse when Ems took over, but was still not 

breathing on his own. 

Dennis Shaddox 

EPAH0042001890 



April 15, 2009 

I, Ricky Gall was at the far end of the processing unit, bringing the air generator to get fuel, I noticed 

everyone was gathered around the mechanics shop at approximately 1:20 pm. I noticed a person on the 

floor, I then went over and asked if I could assist, Ryan asked me to call 911, at this time we noticed the 

ambulance. I got on the 4-wheeler, rode to the front, the gate guard captain directed them to follow me 

to the incident site where paramedics took over. 

Ricky Gall 

EPAH0042001891 
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~!J~~~ AIG Domestic C!~i~s, Inc. 
-~-·!llliiili~_._,_. Property/Casualty DtVJswn 

'P.O. Box 25588 

July 22, 2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn : GREG BOWMAN 

RE: Insured 
Carrier 
Date of Loss 
Claim Number 

Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NOTICE ONLY CLAIM ACKNOWLEDGEMENT 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 
: 07/13/2009 
:  

Date Reported 
Date Received 

: 07/13/2009 
: 07/13/2009 

This letter will confirm receipt of the above captioned matter which was evaluated and determined to be a Notice Only. 
Please be advised that we have established a claim number, but the file has not been set up for handling. Should you be 
informed that the status of this matter has changed and that it has become necessary for us to open an active file, please notifY 
us at once. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 
Loss Location :1-45 NORTH AT 610 LOOP HOUSTON,TX 
Description of Loss : OV DRIVER CLAIMS HER WINDSHIELD WAS CRACKED BY ROCK FROM IV. 

IV CLAIMS THIS IS ROAD HAZARD. 
Insured Driver : UNKNKOWN UNKNOWN 

RISK ANALYSIS INFORMATION: 
Levell: 
Level2: 
Level3: 
Level4: 
Level 5: 
Level6: 

Sym_b_gl Cl!:lim_ant 
001 CARLAJACKSON 

MJC Ind~mnity 
007 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
JODI PELLICCIA 
FAST TRACK 
251-PC OVERLAND PARK, KS 
(913) 338-9254 
JODI.PELLICCIA@AIUHOLDINGS.COM 
Original · 

EPAH0042001893 
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July 17, 2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn: GREG BOWMAN 

RE: Insured 
Carrier 

AIG Domestic Claims, Inc. 
Property/Casualty Division 
P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 

Date of Loss 
Claim Number 

: 07/13/2009 
: 684-284239 

Date Reported 
Date Received 

: 07/13/2009 
: 07/13/2009 

This letter will confirm receipt of the above referenced claim. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number :005062132 
Loss Location : I-45 NORTH AT 610 ~OOP HOUSTON,TX 
Description of Loss : OV DRIVER CLAIMS HER WINDSHIELD WAS CRACKED BY ROCK FROM IV. 

IV CLAIMS THIS IS ROAD HAZARD. 
Insured Driver : UNKNKOWN UNKNOWN 

RISK ANALYSIS INFORMATION· 
Levell: 
Level2: 
Level3: 
Level4: 
LevelS: 
Level6: 

CLAIMANT INFORMATION: 
Symbol Name 

001 CARLA JACKSON 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
JODI PELLICCIA 
FAST TRACK 
251-PC OVERLAND PARK, KS 
(913) 338-9254 
JODI.PELLICCIA@AIUHOLDINGS.COM 
Original 

MJC 
007 

EPAH0042001894 
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July 2, 2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn : GREG BOWMAN 

RE: Insured 
Carrier 

--~~~: AIG Domestic C!~i~s, Inc. 
li!!J-i!.w!.-..:,_:i· • Property/Casualty DlVlston 

'P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

GENERAL LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

: CES ENVIRONMENTAL SERVICES, IN 
: AI Surplus Lines 

Date of Loss 
Claim Number 

: 06/25/2009 
:  

Date Reported 
Date Received 

: 06/30/2009 
: 0613012009 

This letter will confirm receipt of the above referenced claim. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 015022366 
Loss Location : 4904 GRIGGS ROAD HOUSTON,TX 

Description of Loss . CLMT ALLEGES INSD DAMAGED LINING ON THEINSIDE OF CLMT CARGO 
"TRUCK 
I INSD FILLED TANK WI CHEMICAL 

RISK ANALYSIS INFORMATION: 
Levell: 
Level2: 
Level3: 
Level4: 
LevelS: 
Level6: 

CLAIMANT INFORMATION: 
Sy!llbill Nam~ 

001 CHEM CARRIERS LLC 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
RODGER MOSIMAN 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9301 
RODGER.MOSIMAN@AIUHOLDINGS.COM 
Original 

MJC 
013 

EPAH0042001896 

(b) (4)
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June 29, 2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn : GREG BOWMAN 

RE: Insured 
Carrier 

~-~~~:. AIG Domestic C~~i?Is, Inc. 
r._il•i••-lilil!-llli,-iiiiilll Property/Casualty Drvrswn 

'P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 

Date of Loss 
Claim Number 

: 06/23/2009 
 

Date Reported 
Date Received 

: 06/25/2009 
: 06/25/2009 

This letter will confirm receipt of the above referenced claim. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 
Loss Location :BIGLER LP-PLANT FACILITY PASADENA,TX 
Description of Loss : IN AT CLMT FACILITY AND MADE A TURN ANDCLIPPED THE REAR OF PARKED 

0/V 
Insured Driver : BOZEMAN DONALD 

RISK ANALYSIS INFORMATION: 
Levell: 
Level2: 
Level3: 
Level4: 
LevelS: 
Level6: 

CLAIMANT INFORMATION: 
Symbol Name 

001 INSTRUMENTATION & ELECTRICAL S 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
RODGER MOSIMAN 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9301 
RODGER.MOSIMAN@AIUHOLDINGS.COM 
Original t ' 

Ji> 
0)7 

MJC 
007 

EPAH0042001898 

(b) (4)



It~ ·tl. AIG Domestic c~~i~s, Inc. 
. · . • Property/Casualty DwJSwn 

' P.O. Box 25588 

July 23, 2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn :GREG BOWMAN 

RE: Insured 
Carrier 
Date of Loss 
Claim Number 

Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
CLOSED CLAIM NOTICE 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & LTJ.dustry 
: 06/23/2009 
:  

Date Reported 
Date Received 

The above captioned claim has been closed. The following amounts were paid on the claim: 

: 06/25/2009 
: 06/25/2009 

Symbol Claimant MJC Indemnity Medical Legal 
001 INSTRUMENTATION & ELECTRICAL S 007 $1,437.86 

ADDITIONAL CLAIM INFORMATION: 
Policy Number :005062132 
Loss Location : BIGLER LP-PLANT FACILITY PASADENA, TX 
Description ofLoss : 1/V AT CLMT FACILITY AND MADE A TURN ANDCLIPPED THE REAR OF PARKED 

ON 
Insured Driver : BOZEMAN DONALD 

RISK ANALYSIS INFORMATION· 
Levell: 
Level2: 
Level3: 
Level4: 
LevelS: 
Level6: 

Thank you for allowing us to serve you on this claim. Please contact me if you have any questions or comments. 

Sincerely, 
RODGER MOSIMAN 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9301 
RODGER.MOSIMAN@AIUHOLDINGS.COM 
Original 

EPAH0042001899 
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PrabhakerThangudu 

From: Anissa Wright 

Sent: Wednesday, April 15, 2009 11 :37 AM 

To: PrabhakerThangudu 

Subject: OSHA 

! reported additional details to JoAnn Figueroa of OSHA She will email over to me our inspection 
number. 

Thanks 

Anissa Wright 
Human Resource 
CES Environmental 
713-676-1460 

4/16/2009 

EPAH0042001901 



PrabhakerThangudu 

From: Anissa Wright 

Sent: Wednesday, April 15, 2009 3:02 PM 

To: Prabhaker Thangudu 

Subject: FW: Port Arthur CES Inspection number 

From: Figueroa, Joann - OSHA [mailto:Figueroa.Joann@dol.gov] 
Sent: Wednesday, April 15, 2009 1:50 PM 
To: Anissa Wright 
Subject: Port Arthur CES Inspection number 

The inspection number assigned to the most recent Port Arthur facility fatality is: OSHA Inspection #311962484. 

Joann J. Pigueroa 
Assistant Area Director 
17625 El Camino Real, Suite 400 
Houston, TX 77058 
281-286-0583 x223, Fax 281-286-6352 

OSHA's Mission: To assure safe and healthful working conditions for working men and women. 

HSAO's VISION: Utilizing the talents and skills of OSHA's finest, we will execute "The Missions" 
professionally, effectively, efficiently and with respect toward one another and our constituents. 
To meet this vision we will use the values set forth in TEAM CORE. 

NOTICE: 
This e-mail message and any attachments to it may contain confidential information. The information contained in this 
transmission is intended solely for the use of the individual(s) or entities to which the e-mail is addressed. If you are not 
the intended recipient, or an employee or agent responsible for delivering this message to the intended recipient, you are 
hereby notified that you are prohibited from reviewing, retransmitting, converting to hard copy, copying, disseminating, 
or otherwise using in any manner this e-mail or any attachments to it. If you have received this message in error, please 
notify the sender by replying to this message and delete it from your computer. 

4/16/2009 

EPAH0042001902 
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~ Employer's Authorization for 
Con centra, Examination or Treatment 

~Medical 
Centers 

(MUST PRESENT PHOTO IDA T TIME OF SERVICE) 

Patient Name: LetJ (~ ldo to ngg;:.~ SSN: 

Company Name: c};_~ f!.-'f\V~I-J() () h"\tvt cJ S'~v~ {.{M .J /n£:· Date of Birth:

Location #/Street Address: t+q 0 4 ~ ,..~<;.. r'2oA£i) ~ >/Y... 77cr;JDate of Injury: N }A 
Temporary Staffing Agency: __ ---1\[_.k-

· WORK-RELATED INJURY ILLNESS DOT PHYSICAL -- --
Post~Accident Substance Abuse Testing: --Preplacement 
__ Drug Screen Recertification --

Breath Alcohol Exit -- --
__ Drug Screen and Breath Alcohol __ Audiogram 

__ Urine Collection Only __ Regulated Drug Screen 

--Urine Collection Only 

__ DOT Regulated Breath Alcohol --
__ Non-regulated 

PRE-PLACEMENT EVALUATION SUBSTANCE ABUSE TESTING 
Job Title: ~ --Regulated 

~Physical Exam .·...-..•.. ' __ . Non-regulated . 

HPE Urine Collection Only -- --
__ Regulated Drug Screen --Rapid Test 

__ Non-regulated Drug Screen -- Pre~placement 

__ Urine Collection Only --Reasonable Suspicion 

Hair Collection Random -- --
__ Audiogram Periodic 

7'Post-accident 
Follow-up --SPECIAL PHYSICAL EXAMINATIONS Breath Alcohol --

Asbestos --
Respirator BILLING --
Hazmat Employee to pay charges at time of service -- --
Baseline Workers' Compensation -- --
Other Insurance Co: --

Policy#: 

Phone#: 

Authorized By: f)/~ A lA-' 2::1~ J. -4. Title: .J1$,~ ~ 

Phone: 1}'3- {J11r/4PU I 
Date: 3 -Ut-trj 

(copies of this form available at www.concentrahealth.com) 

EPAH0042001904 

(b) (4)

(b) (4)



*************** -IND. XMT JOURNAL- **************** DATE MAR-24-2009 ***** TIME 14:44 ******** 

DATE/TIME = MAR-24-2009 14:41 

JOURNAL No. = 167 

COMM. RESULT = OK 

PAGE(S) = 001/001 

DURATION = 00:00:19 

FILE No. =311 

MODE = MEMORY TRANSMISSION 

DESTINATION = 7139737947 

RECEIVED ID = I +7139737947 

RESOLUTION = STD 

-CES Environmental Service-

- ***** - 713 676 1676- ********* 

EPAH0042001905 



MAR-26·09 07:54AM FROM-CONCENTRA 4563 +7139737947 T-814 P.OOI/002 F-453 

'-One~ en.:ra,~ 
tre·ated right 

r----------~----------------11~·· 

l 0909 East Freeway 
Houston, TX 77029 
Phone 713-973-7943 
Fax: 713-973-7947 
www. concentra.com 

FAX 
To: Probhokor Thangudu 

Fax: 713-676-1676 

Phone: 

Re: Drug Screen Result 

Comments: 

Improving America's health, on patie 

From: Pot~cra Sanchez, R.l 

Pages: 2with cover 

Date: March 26. 2009 

cc: 

As per our phone conversation. Coli If you have any questions. 

Post Accident Drug Screen ~. Longoria CCF# 317327359 

-·-------------------------------------------------------------11~---

~ 

ntot o Time. 

~-··--

_, 

This fax cover sheet or content may contain promo1ional information ooout products or SclNI :es offmed by 
Concentro. If you would like to olscontinue receipt of these promotional announcemen Is, p ~ase tc ·II ow These 
simple steps: 

Wr11e your complete fax number here:~----------
( } Check mark here to conrtrm your request then The fax number aoove not be used Ia send promotional 
messages tram Concentro. This will discontinue only those faxes or cover sheers mo·1 contair a pron lOTionol 
message. Concentro, In occordance with the FCC, recognizes thot follure to comply withY' ur req1•es1, wilhin 30 
days, is unlawful. 

Rerurn rhls compleled informotlon via: 

Fax to: --------------------~--
Call to: ------------------------
E-mail to:-------------~----------

•••••coNFIDENTIALITY NOTICE••••• 
NOTICE: This communication Is confloenllal and is intended only for the person named abov . No c •ne ot11er than 
The named recipien1 is authorlzeo to use the information contained herein in any monner. If au nave rece.lved 
!his communication In error. pleose call the sender 1couec1 if necessary) to IdenTify me error. f yov 1·.ove received 
1his communication In error, please telephone Concen!ro's HIPAA Hotline 01972-725-6676. 

EPAH0042001906 



MAR-26-09 07:54AM FROM·CONCENTRA 4563 +7139737_9~7 
. -·-···• nr.,, fN 38118 

(888) 290·1150 

T-914 P.002/002 • F-453 

uos Rest~lt Form 
C&ntar: 
Address: 
City; 
Au,: 

~----~------------------------~R~es~u~k~l~,~~o~rrn~a~H~o~n------------~-l~--------~ 
CMc. Houstn, "'" e.,, .... ,.,..ID , 31732· •so 
10il09 East F""Y "-suk' N£G4· M! 

     ,., 
CMCIJlc-HousrON "'" EAST Sub Aoct , NOOT Patlel'lt Name : 

Pati&nt SSN : 
Profile: 
Reason: 
Rejection: 

Data Collected : 
Date Received : 

  
4  

DRUG SCREEN: 10 PANEt 
Ptn~t ACCident 

03/24/.2009 Time: 4:16PM 031251.2009 Time: 11:06PM Dato Reported : 
0312612009 Tltne: 2:08AM c 

Screened Surnmary 

J ~ 
~off/GCM§. 

&!!toff/Scraen Ampherarn/ne 
500 

1000 Barbiturates 
200 

300 BenzOdla-:eplnes 
200 300 Benzoyleogonine 
150 300 Carboxy~THC 
15 50 Methadone 
200 300 Melhaq11alone 
200 300 
2000 2000 

Opiates 

JOO 
Propoxyph&ne 

200 
25 25 

Phencyclidine 

R41111Uk SUftlma 

·inted: 03/26120o9 

Contact Name : Prabh kar Thaogudu 
Location : ces e vironmental 
Mail Address : 4904 G 'ggs Rd 

Hous N, TX 77021 

Creatinine : 
Ph; 

Speciflc Gra" : 

C Cornrnent SummarY : 
Cf)tnmt!!!! 

Page of 1 

EPAH0042001907 
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• AIG Domestic Claims, Inc. 

February 9, 2009 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS RD 
HOUSTON, TX 77021 

Property/Casualty Division 
P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
CLOSED CLAIM NOTICE 

RE: Insured 
Carrier 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 

Date of Loss 
Claim Number 

: 12/26/2008 
:  

Date Reported 
Date Received 

The above captioned claim has been closed. The following amounts were paid on the claim: 
&mbQl 

OOI 
002 
003 

C:Jf!.imant 
MURTAZA ZOHAR 
QAIDZOHAR 
CES ENVIRONMENTAL SERVICE 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 

MJC 
006 
007 
009 

Loss Location :CHAMPION FOREST DR HOUSTON,TX 

$495.00 

: 12/26/2008 
: 12/26/2008 

Description of Loss : ALLEGEDLY VEH I WAS STOPPED AT A LIGHT WHEN IN REAR ENDED VEH 
I 

Insured Driver : TAFILAJ DURIM 

RISK ANALYSIS INFORMATION: 
Levell: 
Level2: 
Level3: 
Level4: 
LevelS: 
Level6: 

Thank you for allowing us to serve you on this claim. Please contact me if you have any questions or comments. 

Sincerely, 
JANET BROWN 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9224 
JANET.BROWN@AIG.COM 
cc : INSURANCE ALLIANCE 
Original 

EPAH0042001909 

(b) (4)



December 31, 2008 

AIG Domestic Claims, Inc. 
Property/Casualty Division 
P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS RD 
HOUSTON, TX 77021 

RE: Insured 
Carrier 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 

Date of Loss 
Claim Number 

: 12/26/2008 
:  

Date Reported 
Date Received 

: 12/26/2008 
: 12/26/2008 

This letter will confirm receipt of the above referenced claim. 

ADDITIONAL CLAIM INFORMATION: · 
Policy Number : 005062132 
Loss Location :CHAMPION FOREST DR HOUSTON,TX 
Description of Loss :ALLEGEDLY VEH 1 WAS STOPPED AT A LIGHT WHEN 1/V REAR ENDED VEH 

1 
Insured Driver : TAFILAJ DURIM 

RISK ANALYSIS INFORMATION: 
Levell: 
Level2: 
Level3: 
Level4: 
Level5: 
Level6: 

CLAIMANT INFORMATION: 
Symbol 

001 
002 
003 

Nam~ 
QAIDZOHAR 
MURTAZA ZOHAR 
CES ENVIRONMENTAL SERVICE 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
JANET BROWN 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9224 
JANET.BROWN@AIG.COM 
cc : INSURANCE ALLIANCE 
Original 

MJC 
006 
007 
009 

EPAH004200191 0 

(b) (4)
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February 27, 2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn : GREG BOWMAN 

RE: Insured 
Carrier 

.... ... ·· .. • AIG Domestic C!a.i~s, Inc. 
•~•iwll_liiig}aiiiil& Property/Casualty DtvlSlon 

P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 

Date of Loss 
Claim Number 

: 02/02/2009 
 

Date Reported 
Date Received 

: 02/26/2009 
: 02/26/2009 

This letter will conftrm receipt ofthe above referenced claim. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number :005062132 
Loss Location : HWY 225 PASADENA,TX 
Description of Loss : IIV REAR ENDED VEH 1 
Insured Driver : FRIAS JUAN 

RISK ANALYSIS INFORMATION· 
DIVISION: 
LOCATION: 
DEPARTMENT: 
SECTION: 
LEVEL 5: 
LEVEL6: 

CLAIMANT INFORMATION: 
Sxmb9J Nam_~ 

001 MECHANICAL REPAIR ENGINEERING 
002 CES ENVIRONMENTAL SERVCIES 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
ROBERT HARWELL 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9206 
ROBERT.HARWELL@AIG.COM 
Original 

MJC 
007 
009 

EPAH0042001912 

(b) (4)
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AIU HOLDINGS INC 
P.O. BOX 2017 
.JERSEY CITY NoJ 07303-2017 

ABOVE ADDRESS ONL V FOR RETURNS 

Remittance -

CES ENVIRONMENTAL 
4904 GRIGGS ROAD 
HOUSTON 
TX 77021 

COMMERCE AND INDUSTRY INSURANCE CO. 

Insured: CES ENVIRONMENTAL SERVICES INC 
Claimant: CES ENVIRONMENTAL 
Producer: 

REIMBRUSEMENT FOR REPAIR TO 1977 TRAILER 

No.: 31710126 
RFP No.: 00324716 

05/15/2009 

Claim Office: 684 

Policy Claim Sym. DOL Typ S 

000005062132 01 03/20/2009 IND C 

Amount 

$12,649.00 

Use file # 684-00277424 on all correspondence, for prompt processing. 
For check information call: 800-242-2987 

COMMERCE AND INDUSTRY INSURANCE CO. 

00324716 Claim No.: 00277424 
~ REIMBRUSEMENT FOR REPAIR TO 1977. TRAILER 

Pf m~ELVE THOUSAND SIX HUNDRED FORTY NINE DOLLARS AND 

ifbo CENTS** 
!2 0 t.-

T8,! ··'f"' "·~ES ENVIRONMENTAL 

THE - 4904 GRIGGS ROAD 684 

g6ER ~XOUSTON 
IS CAl 77021 

_M ,,... «: 
BANK~ AMERICA 
HARTFORD CT 

Check No.: 31710126 
05/15/2009 

I 

***********$12,649.00 1 Pay . 
L:-V70=-:I=-=D-A-:-:::::FT=E=R=-=-=N:::IN:-::E=TV:::-:-=-D7A::-::Y~S 

?~ 
~ 

AUTHORIZED SIGNATURE 

EPAH0042001914 

AIGOO· 

(b) (4)

(b) (4)



ft.J~[~~ AIG Domestic Claims, Inc. 
: , Property/Casualty Division 

May 15,2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn: GREG BOWMAN 

RE: Insured 
Carrier 
Date of Loss 
Claim Number 

P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0 I 09 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
CLOSED CLAIM NOTICE 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 
: 03/20/2009 

 
Date Reported 
Date Received 

The above captioned claim has been closed. The following amounts were paid on the claim: 

: 05/12/2009 
: 05/12/2009 

Symbol Claimant MJC Indemnity Medical Legal 
001 CES ENVIRONMENTAL 009 $12,649.00 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 
Loss Location :2420 S GULFWAY DR PORT ARTHUR,TX 
Description of Loss : 1/V TRAILER WAS DAMAGED WHILE TAKING OFFFROM TRACTOR 
Insured Driver : UNKNOWN UNKNOWN 

RISK ANALYSIS INFORMATION: 
Levell: 
Level2: 
Level3: 
Level4: 
LevelS: 
Level6: 

Thank you for allowing us to serve you on this claim. Please contact me if you have any questions or comments. 

Sincerely, 
DA VfD BARRETT 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9275 
DA VID.BARRETT2@AIUHOLD1NGS.COM 
Original 

EPAH0042001915 

(b) (4)



May 15,2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn : GREG BOWMAN 

RE: Insured 
Carrier 

-.wmiJ: AIG Domestic C!a_i':lls, Inc. 
~~~~~~-·-IIIWI!Ii,_~ Property/Casualty DIVIsiOn 

"P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 

Date of Loss 
Claim Number 

: 05/13/2009 
:  

Date Reported 
Date Received 

: 05/14/2009 
: 05/14/2009 

This letter will confirm receipt of the above referenced claim. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number :005062132 
Loss Location : 1-45 SOUTH & 610 LOOP HOUSTON,TX 
Description of Loss : 0/V CLAIMS THAT SOMETHING (GLOVE) CAME OFF OF THE IIV TRAILER 

AND HIT THE DRIVER REAR OF 0/V 
Insured Driver : UNKNOWN UNKNOWN 

RISK ANALYSIS INFORMATION· 
Level I: 
Level2: 
Level3: 
Level4: 
Level5: 
Leve16: 

CLAIMANT INFORMATION: 
Symbol Name 

001 RICKY DAVIS 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
BRUCE WURTZ 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9277 
BRUCE. WURTZ@AIUHOLDINGS.COM 
Original 

MJC 
007 

EPAH0042001916 

(b) (4)



•.~,·h· ilil AIG Domestic C!a.i':"-s, Inc. 
~~~~-~! .. ~.,Stilii_iiiAJ Property/Casualty DIVISIOn 

P.O. Box 25588 

May 19,2009 

CES ENVIRONMENTAL 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 
Attn : GREG BOWMAN 

RE: Insured 
Carrier 
Date of Loss 
Claim Number 

Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0 I 09 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
CLOSED CLAIM NOTICE 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 
: 05113/2009 

 
Date Reported 
Date Received 

The above captioned claim has been closed. The following amounts were paid on the claim: 

: 05/14/2009 
: 05/14/2009 

Symbol Claimant MJC Indemnity Medical Legal 
001 RICKY DAVIS 007 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 
Loss Location : 1-45 SOUTH & 610 LOOP HOUSTON,TX 
Description of Loss : 0/V CLAIMS THAT SOMETHING (GLOVE) CAME OFF OF THE !IV TRAILER 

AND HIT THE DRIVER REAR OF 0/V 
Insured Driver : UNKNOWN UNKNOWN 

RISK ANALYSIS INFORMATION· 
Levell: 
Level2: 
Level3: 
Level4: 
LevelS: 
Level6: 

Thank you for allowing us to serve you on this claim. Please contact me if you have any questions or comments. 

Sincerely, 
BRUCE WURTZ 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9277 
BRUCE. WURTZ@AIUHOLDINGS.COM 
Original 
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LOADING FROM Ci.e. Tank): 

SIZE OF FITTING: 

t 
TYPE OF FITTING: 

FIELD SERVICE WORK 

HELPER REOUIRED: 

EOUIPMENT NEEDED: 

Friday, March 30, 2007 

DYES 

ITank 

D NO 

CAN CUSTOMER LOAD WITH FORKLIFT: [] YES [] NO 

Note: Pallets are only good if they drive the forklift into the 
trailer. Otherwise, it is a huge and painful experience for the 
driver. If pallets are used, then the drums mus.t be shrink 
wrapped. 

IF YES, HOW MANY? 0 

Page2of2 
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Send the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injured employee. 
*Employers • Do not send this form to the 
Texas Workers' Compensation Commission, 
unless the Commission specifically requests 
a direct filing. 

llWCC CLAIM # 

I CARRIER'S CLAIM# _q_._-q..~.;.';uH...-t ..;..J.t.._q.&..·1_s-___...3-iltt---

EMPLOYER'S FIRST REPORT OF INJURY OR ILLNESS 
1. Name (Last. First. M.l.) 2. Sex 

~-··· 

k,'hfc. c. OF ~M J../e~StJW\ 
15. Date of Injury 16. Time of Injury 17. Date Lost Time 

7-/i-2Po7 ~am 0 pn 
!l)/A 

3. Social Security No. 4. Home Phone 5. Date of Birth 18. Nature of Injury* 19. Part of Body Injured or Exposed* 

1'tl5ed 8;1(, R:~~ c.~W'\ 
6. Does the Employee Speak English? If No, Specify Language 

[]Yes 0No 

20. How and Why Injury/Illness Occurred* 

Sh.o ,c Wt>-~ ~Y\8 ~1'1 71\e ~~,ie ~.,u. 

7. Race 8. Ethnicity 

Wl-J IT£ rJ/A 
23. Address Where Injury or Exposure Occurred 

Name of business if incident occurred on a business site 
a:s Env;l]oYJtr>en-ta/ Sehv;ces.) Inc. 

9. Mailing Address Street nr P 0. Box 

P 0 &ox S1t5'1; 
City State Zip 

/-II)""' fro I"'- 770'2-/ 
City ~ State Zip County 

Po"'~ ~~ -r7 'Zfs7 1-h~,'~ 
10. Marital Status: s 

24. Cause of lnjury(fall, tool, machine, etc.)* 

rJtJtJG 
11. Number of Dependent Children 12. Spouse's Name 25. List Witnesses: rJotJ G-
13. Doctor's Name: 26. Return to work 27. Did employee 28. Super- 28. Date 
14. Doctor's Mailing Address (Street or P.O.Box) Date/or expected die? visor's name Reported 

City State Zip 

SAffiB .]) A 'I ,JO Bn~~Y1 
1-/6-1J7 wedh.eh£ 

30. Date of Hire 31. Was employee hired or recruited in 32. Length of Service in 33. Length of Service in Occupation 

Texas? g)ves 0 No Current P~:%on (mm/yy) (mm/yy) ~o/ oo (!)P 0/J 

34. Employee Payroll Classification Code 35. Occupation of Injured Worker 

36.~Pay at this job 37. Full Work Week is: 38. Last Paycheck was: 39. Is employee an Owner, Partner. or Corporate Officer? 

ourly Jeekly Hours Days Hours D'!Ys 
Oves ~No Cb llrz... ttP f) G'Z·b ':J 

40. Name and Title of Person Completing Form ~[1· 
Prz.ahho.~ R .77)etnCfLAdlA , H~E fl'lana 1-z.-

41. Name of Business "tJ 
Ce '- b\V i ~em ll1e., Senl·'cts.) Ire· 

42. Business Mailing Address and Telephone Number 
t+q {)L/ Cfru'tfjS. Rue-d Tel No: 71 3 -67' ·lltW 

43. Business Location (If different from mailing address) 

City !-to v-SWn State 
/'f.. Zip ~7~ZI City State Zip 

44. Federal Tax Identification Number 145. Primary Standard Industrial Classification 146. Specific SIC Code* 147. Texas Comptroller Tax 
-;~-o5qzqs~ (SIC) Code* (4 digit) /542- (4 digit) /6' 42---- payer No./16 Ofii..," ~ 

48. Workers' Compensati~~ance Company 
Te>ti2S /ltlu v\. 

49. Policy NumbeTS-1=" O{)O /!JgbfJ'-1 4-
50. Did you request accident prevention services in past 12 months? --·' ISlJ Yes 0 No If yes. did you receive them? 'E;lYes 0No 
51. Signature anifi.itle (READ I~(J!J)tTIONS ON INSTRUCTION SHEET BEFORE SIGNING) 

X '/ __ ..., J_j/\~ A. ~~A Date -;-/6_ -v7 
I 

You may be entitled to know what information UT Arlington (UTA) collects concerning you. You may review and have UTA 
correct this information according to procedures set forth in UT System BPM #32. The law is found in sections 552.021. 552.-
23 and 559.004 of the Texas Government Code. 

Continued on next page 
TWCC-1(Rev. 6/97) Texas Worker's Compensation Commission 
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DATE/TIME = JUL-27-2007 10:05 

JOURNAL No. = 066 

COMM. RESULT = OK 

PAGE(S) = 002 

DURATION = 00:00:24 

FILE No. = 590 

MODE = MEMORY TRANSMISSION 

DESTINATION = 15122243889 

RECEIVED ID = 
RESOLUTION = STD 

-CES Environmental svcs. -
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713)676-1460 
Fax: (713) 676-1676 

Fax 

Fax: 

Phone: !5 J 2.. 224- 38 DO 

From: 

Pages: 

Date: 

Prabhakar R. Thangudu 

 

·J-21-07 

RE K ~h)( +-\e ~~oyY) , T~ cC- I 

s~ ~ 

(J.,._'*'~e~ C [o.\rn -=it  

n~ le-t me 1-.vw ,__) )_f )o0"" .~ ().dd; ,, ~ 
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Employee • You are requir~d tn · 'I your injury to your employer within 30 days if 
your employer has worl<.ei's ·~- """,ion insurance. You have the right to free 
assistance from the Texas Work e. ompensation Commission and may be entitled 

Trabajador- Es necesario que us ted reporte su lesi6n a su empleador dentro de 30 dias a partir 
del dla en que se lesion6, si su empleador liene seguro de compensaci6n para trabajadores. Ia 

Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistencia gratuita, tambu'm 
to certain medical and income b ,fits. For further information call your local 
Comm1ss1on field office or 1(800)·2; }.-7031. fn~~~~a~~~ 1~i~~ atf;g~ci~~fg~a~ d~ 1~i~~~is?~,n~:i~bo0~2~i-~8~~. y monetanos. Para mayor 

fEXAS WORKE COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

1. Injured Employee's Nany' e 

Kirk C. Hessom 

5. Doctor's Name and Degree 

John M. Sanchez, MD 
9. Employer's Name 

CES Environmental 
1 0. Employer's Fax # or i Address (if known) 

~----------~~~~~~~~~~(7~1~3~)9~4:44~58~2~--------~~(~7~13~)~67~6~-1~6~7~6~-----------------------» 
j:uf,;;iiiO'Ye~"iiDesi;;;;;cric:nption of Injury/Accident 11. Insurance Carrier 

Patient( states :"Patient was at work and bitten by a Texas Mutual Insurance Company 
spiciJI!r • 

State Zip (if known) 

TX 77017 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
[)(a) will allow the employee to return to work as of 07/17/2007 (date) without restrictions. 

O!b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 
expected to last through (date). 

O<c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through {date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing [] [] 0 [] 0 __ 
Sitting []0[]00 _ 
Kneeling/Squatting 0 [] [] 0 [] __ 
Bending/Stooping 0 [] 0 0 0 __ 
Pushing/Pulling 0 0 0 0 0 __ 
Twisting DO DO 0 __ 
Other: 00000 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 _ 
Climbing stairs/ladders[] 0 0 0 0 __ 
Grasping/Squeezing 0 0 0 0 0 __ 
Wrist flexion/extension 0 0 0 0 0 __ 
Reaching DODD 0 __ 
Overhead Reaching 0 0 0 0 0 __ 
Keyboarding 0 0 0 0 0 __ 

15. RESTRICTIONS SPECIFIC TO {if applicable):J_:O~t:::he::,r.:::: ====.....!::::0::.:0!::::::!.!0!::::::!.!0~0~==---1 
0 L Hand/Wrist D R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 L Arm 0 R Arm [] Neck 0 May not lift/carry objects more than __ lbs 

0 L Leg 0 R Leg 0 Back for more than __ hours per day 

[] L Foot/Ankle [] R Foot/Ankle 0 May not perform any lifting/carrying 

[]other: 0 Other:. __________ _ 

16. OTHER RESTRICTIONS (if any): 

REGULAR ACTIVITY RELEASED FROM CARE. 

*These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of __ per __ 

[] Must wear splint/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

[] at heights or on scaffolding 

[] Mustkeep ___________ __ 

0 
0 
D 

[] Elevated 0 Clean & Dry 

No skin contact with: _______ _ 

Dressing changes necessary at work 

No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy {possible 

safety/driving issues) 

913_4 Insect Bite, Nonvenomous Of Elbow, For 
0
0 Evaluation by the treating doctor on ______________________ (date) at ____ am/pm 

Referral to/Consult with on (date) at. ____ am/pm 
______________________________ 

1
,0 Physical medicine __ X per week for _weeks starting on (date) at ____ am/pm 

0 Special studies (fist): on (date) at ____ am/pm 
------------------------------I'[XJ None. This is the last scheduled visit for this problem. At this time no further medical care is anticipated 
Dale I Time of Visit 

07/17/2007 08:46 arr 
Discharge Time 

0711712007 09:00 arr 

EMPLOYEE'S SIGNATURE 

DWC FORM-73 (Rev. 10/05) Page 1 

DOCTOR'S SIGNATURE Visit Type: Role of Doctor: 
0 Initial 0 Designated doctor 

0 Carrier-selected RME 
KJ Follow-up 0 DWC-selected RME 

Kl Treating doctor 
0 Referral doctor 
0 Consulting doctor 
0 Other doctor 

111111111111111111111111111111111111111111111111111111111111 
DIVISION OF WORKERS' COMPENSATION 
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Claim Number: .. Concentra Medical Centers 
8505 Gulf FJWy Ste F Houston, TX 77017 

Phone: (713) 944-4442 Fax: (713) 944-4582 

Physician Activity Status Report 

Service Date: 07/17/2007 
Case Date: 07/16/2007 

Patient: Hessom, Kirk C. 
SSN: 
Add 

Home: 

Employer Location: CES Environmental 
Address: 4904 Griggs Rd 

HOUSTON, TX 77021 

Contact:Marlin Moser 
Role: Primary Contact 
Phone: (281) 785-0764 Ext.: 

Work: Ext.: Auth. by: Health Safety Manager Fax: (713) 676-1676 

This Visit: Time In: 08:25 am Time Out: 09:00 am Recordable: No Visit Type: Recheck 

Treating Provider: Richard Patrick, PA-C Medications: 

Diagnosis:913.4 Insect Bite, Nonvenomous Of Elbow, Forearm, And Wrist,\ 0 Dispensed Prescription Medication to Patient 
0 Dispensed Over-The-Counter Prescription 

0 Written Prescription given to Patient 

Patient Status: 

Regular Activity - Released from care 

Remarks: 

Employer Notice: 

Return to regular duty on 07/17/2007 

The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 
employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: Actual Date of Maximum Medical Improvement: 07/17/2007 

Next Visit(s): Patient Notice: It is essential to your recovery that you keep your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Activity Status Report © 1996 • 2007 Concentra Health Services, Inc. All Rights Reserved. AAIEEO Employer Revision Date: 10/31/2002 

EPAH0043000012 
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__ ._._,_ __ '""' .,., ....... .,.,_, _d ... ll!ll.lil1ill!iitiiii!J"'Il_U __ ,._.Q" .. _""'"' ~....,.,. """"'"-~~~---

07/16/07 ·13: 03 To: Dan Bowman 7136761676 l?g 001 

Employee- You are required to repon yourin1ury to your empklyer within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from 1he Texas Workers' Compensation Commission and may be entitled 

to certalr') med1cal and 1ncorne benefits. For further mbrma11on call your local 
CommisSion field office or 1(800)-252-703\. 

Traba1ad0r ~ Es necesario que usled reporle su leSIOn a su em pleader dentm de 30 dias a partir 
del dia en que se les10n6, s1 su empleador bene seguro de compensaa6n para traba1adores. Ia 

Comisi6n Te1anade CornpensaciOn para TrabaJadores leofr&cea&istenciagratuita, tambiBn 

Pr,~g~,.g:.',~ ~~~ ~f,i'&f,c~~~ 0: 1~i~~,.,~1~~o"2~edJ~ Y monetarios. Para mayor 

TEXAS WORKERS' COMPENSATION WORK ST 
1 

PART 1: GENERAL INFORMATION 
5. Docto~s Name and Degree 

John M. Sanchez, MD 

(713)973-7947 
. Employee's Description of ::'1 ~:l:~~----"tcr~:fa;~if[i;do;:'A;;i;;;;;;S('M;;t;;;;dr:;;;:}-------.7;':~;;:;;;;;;;;;c;;;;;;;;;------------'ll 

Patient states :"Patient was at work and brtten by a 
spider" 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
O(a) will allow the employee to return to work as of (date) without restrictions. 
0(b) will allow the employee to return to work as of 0711612007 (date) with the restrictions identified In PART Ill, which are 

expected to las! through 0713012007 (date). 
O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 

through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 6 B Other 

00000_ 
00000_ 
DDDDO_ 
DDDOO_ 
00000_ 

00000_ 
00000_ 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 B Other 

Walking 00000 -

Climbing stairs/laddersOOOOO __ 

Grasping/Squeezing 00000 __ 

Wrist flexion/extension 00000 __ 

Reaching 00000 __ 

Overhead Reaching 00000 __ 

Keyboarding 00000 --

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 SiVStretch breaks of ____per __ 

0 Must wear splinVcast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 __ hours/day work: 

15. RESTRICTIONS SPECIFIC TO (if applicable):~O::t::.:;he:::,r;;;;;: ====-...!:0::::!..!:0:::!..!:0:::!.!::0:::!..!::0~-=-=-=--~ 
0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 L Hand/Wrist 

OL Arm 

OL Leg 

0 L Foot/Ankle 

00ther: 

0 R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 R Arm 0 Neck 0 May not lilt/carry objects more than __ lbs 

0 R Leg 0 Back for more than __ hours per day 

0 R FooVAnkle 0 May not perform any lifting/carrying 

0 Other: __________ _ 

16. OTHER RESTRICTIONS (if any): 

no driving. no working around electidty, no operating any machines, 

[E) Must keep....:w.:..:o:.::u::..:n.::cd _______ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact with:. _____ _ 

0 Dressing changes necessary at work 

0 No running 

·These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patien 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

20. MEDICATION RESTRICTIONS(if any): 

0 Mus! lake prescription medication(s) 

0 Advised to lake over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

DWC FORM-73 (Rev. 10/05) Page 1 
111111111111111111111111111111111111111111111111111111111111 

of Doctor: 
Designated doctor 

Carrier-selected RME 
DWC-selected RME 

'-------- am/pm 
. _____ am/pm 

Consulting doctor 
Other doctor 

DIVISION OF WORKERS' COMPENSATION 
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Cla1m Number: 

Patient: Hessom, Kirk C. 
SSN: 
Add 

Home: 
Work: Ext.: 

Concentra Medical Centers 
109091-10 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physician Activity Status Report 

Employer Location: CES Environmental 
Address: 4904 Griggs Rd 

HOUSTON, TX 77021 
Auth. by: Health Safety Manager 

Service Date: 07/16/2007 
Case Date: 07/16/2007 

Contact: Marlin Moser 
Role: Primary Contact 
Phone: (281) 785-0764 Ext.: 
Fax: (713) 676-1676 

This Visit: Time In: 11 :05 am Time Out: 12:51 pm Recordable: No Visit Type: New 

Treating Provider: John M. Sanchez, MD Medications: 

Diagnosis:913.4 Insect Bite, Nonvenomous Of Elbow, Forearm, And Wrist,\ D Dispensed Prescription Medication to Patient 
D Dispensed Over-The-Counter Prescription 

D Written Prescription given to Patient 

Patient Status: 

Modified Activity - Returning for follow-up visit 

Restricted Activity (In effect until next physician visit): 

Return to work on 07/16/2007 with the following restrictions 
Keep wound clean and dry 

Remarks: No driving, No working around electricity, No operating any machines. 

Employer Notice: The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 
employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: 07/30/2007 Actual Date of Maximum Medical Improvement: 

Next Visit{s}: Patient Notice: It is essential to your recovery that you keep your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Visit Date: Tuesday July 17, 2007 8:00am 
Provider/Facility: John M. Sanchez, MD 

Activity Status Report © 1996- 2007 Concentra Health Services. Inc. All Rights Reserved. AAIEEO Employer Revision Date: 10/31/2002 

EPAH0043000014 



Date of Service:07/16/2007 
Date of Injury: 07/16/2007 

Attn: Marlin Moser 
CES Environmental 
4904 Griggs Rd 
HOUSTON, TX 77021 

Dear Marlin Moser : 

.~ CONCENTRA 
~· HEALTH SERVICES 

Your employee Kirk C. Hessorn received treatment for a new work 
related injury at our CMC- Houston 1-10 East clinic on 07/16/2007. 

The billings for this injury care will be sent to Texas Mutual Insurance Company . Please help us provide 
the best care to your injured employee by filing the Employer's First Report of Injury with 
your carrier, if not already filed. This will ensure timely reporting and management of 
this workers' compensation claim. 

If you have any questions or the above information is incorrect, please call our office or 
fax any changes to the attention of the Billing Department. 

Sincerely, 

CMC- Houston 1-10 East 
Central Business Office 
800-733-7098 
972-458-7678 

EPAH0043000015 
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I 

Employee- You are required to report your injury to your employer within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from the Texas Workers' Compensation Commission and may be entitled 
to certain medical and income benefits. For further information call your local 
Commission field office or 1(800)-252-7031. 

Trabajador - Es necesario que us ted reporte su lesiOn a su empfeador dentro de 30 dias a partir 
de! dia en que se lesion6, si su empleador tiene seguro de compensaci6n para trabajadores. Ia 

Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistencia gratuita. tambien 

fn~~~a~~~ ~~::;~ atT~%~ci~';,'fg~a'j d~ 1~i~~~isftnn~~~b~~2~f-~gg~. Y monetarios. Para mayor 

TEXAS WORKERS' COMPENSATION 
PART 1: GENERAL INFORMATION 
1. Injured Employee's Name 

Kirk C. Hessom 

Number 

5. Docto~s Name and Degree 
John M. Sanchez, MD 

Sent 

lnjury/Ace~id·de;;iniit-----1t"'Ciir~:acihlvi'i50c:im";;;ddifes:S(s'i;001a;:id,;Ss)-------1t1u;m;-;a;;:Ce(;a;;;;,:------------IJ 

Patient states :"Patient was at work and bitten by a 
spider" State Zip 

TX 77029 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

O(a) will allow the employee to return to work as of (date) without restrictions. 

0(b) will allow the employee to return to work as of 07/16/2007 (date) with the restrictions identified in PART Ill, which are 

expected to last through 07/30/2007 (date). 

O<c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing 00000 __ 
Sitting 00000 __ 
Kneeling/Squatting 0 0 0 0 0 __ 
Bending/Stooping 0 0 0 0 0 __ 
Pushing/Pulling 0 0 0 0 0 __ 
Twisting 00000 __ 
Other: DDDDD 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 __ 
Climbing stairs/ladders 0 0 0 0 0 __ 
Grasping/Squeezing 0 0 0 0 0 __ 
Wrist flexion/extension 0 0 0 0 0 __ 
Reaching DDDDD_ 
Overhead Reaching 0 0 0 0 0 __ 
Keyboarding 0 0 0 0 0 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable):~O:::t::,:he~r.:::: ====-' !::D:::!..!::D::!.D!::::!.!D~D=:!..:==---1 
0 L Hand/Wrist 0 R Hand/Wrist 

0 L Arm 0 R Arm 0 Neck 

0 L Leg 0 R Leg 0 Back 

0 L Foot/Ankle 0 R Foot/Ankle 

Oother: 

16. OTHER RESTRICTIONS (if any): 

18. LIFT/CARRY RESTRICTIONS (if any): 

0 May not lift/carry objects more than __ lbs 

for more than __ hours per day 

0 May not perform any lifting/carrying 

0 Other:. __________ _ 

no driving, no working around electicity, no operating any machines, 

'These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

21. Work Injury Diagnosis Information: 22. Expected Follow-up Ser.vices Include: 

913.4 Insect Bite, Nonvenomous Of Elbow, For 
~Evaluation by the treating doctor on __ 0711712007 

0 Referral to/Consult with on 

0 Physical medicine __ X per week for _weeks starting on 

0 Special studies (list): on 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of __ per __ 

0 Must wear splint/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

~ Mustkeep_w~o_u_nd ______________ __ 

0 Elevated 0 Clean & Dry 

0 No skin contact with: _____ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

D Medication may make drowsy (possible 

safety/driving issues) 

(date) at~OB_:O_(l__<ll1'1__ am/pm 

(date) at~.-- am/pm 
(date) at _____ am/pm 

(date) at am/pm 

0 None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated 

Date I Time of Visit EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: KJ Treating doctor 
07/16/2007 11 :25 !Ill ~ Initial 0 Designated doctor 0 Referral doctor 
Discharge Time 

0 
0 Carrier-selected RME 0 Consulting doctor 

07/16/2007 12:51 prr Follow-up 0 DWC-selected RME 0 Other doctor 

DWC FORM-73 (Rev. 10/05) Page 1 
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(b) (4)

01/17 /0'7 'og: 10 To: Dan Bowman 7136761676 Pq 001 

Employee - You are required to report your inJury to your empk>yer within 30 days if 

your employer has workers' corrpersation insurance. You have the right to free 
assiS1ance from the Texas Workers' Compensation Commission and may be entitled 

to certarn medrcal and incorre bene!ts. For funher information call your local 
Commission field offrce or 1(800)-252-7031. 

TrabaJador- Es necesano que usted repone su lesion a su empleadordentro de 30 dias a panir 
del dia en que se lesron6, sr su empleador bene seguro de corrpersaci6n para trabajadores. Ia 

Comisi6n Te1ana de Compensacl6n para Traba.Jadores le ofrece asistencia gratuita, tambi&n 

fn=~l/;~ 1~:,i,~ atfa"%f,c~f~~ d! 1 ~i~~1.,b~1fi~~2~.f!J&3i y monetanos. Para mayor 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

Patient states :"Patient was at work and bHten by a 
spider" 

5. Doctofs Name and Degree 

John M. Sanchez, MD 

State Zip 

TX 77017 

(for transmission 
purposes only) 

9. Employer's Name 

C ES Environmental 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
(g](a) will allow the employee to return to work as of 07/17/2007 (date) withoyt restrictions. 
O(b) will allow the employee to return to work as of (date) with the restrictions Identified in PART Ill, which are 

expected to last through (date). 

0 (c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squalling 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 6 8 Other 

00000_ 

00000_ 

000[]0_ 

00000_ 

00000_ 

00000_ 

00[]00_ 

17. MOTION RESTRICTIONS (ifany): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 _ 

Climbing stairs/ladders0[]000 __ 

Grasping/Squeezing 00000 __ 

19. MISC. RESTRICTIONS (H any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of __per __ 

0 Must wear splint/cast at work 

0 Must use crutches at all times 

Wrist flexion/extension 0 0 0 0 0 __ 0 No driving/operating heavy equipment 

Reaching 0 0 0 0 0 __ 0 Can only drive automatic transmission 

Overhead Reaching 00000 __ 0 No work/ 0 _hours/day work: 

Keyboarding 00000 __ Din extreme hot/cold environments 

15. RESTRICTIONS SPECIFIC TO (H applicable): j..;O::.t::.:h:::er,;;;: ====::......!O::::!..!D:::!..!0::::!..!0:::!..!0:::::!..:==-=-=--4 D at heights or on scaffolding 

D L Hand/Wrist 

OL Arm 

OL Leg 

0 L Foot/Ankle 

00ther: 

0 R Hand/Wrist 

0 R Arm 0 Neck 

0 R Leg 0 Back 

0 R Foot/Ankle 

16. OTHER RESTRICTIONS (if any): 

REGULAR ACTIVITY RELEASED FROM CARE. 

18. LIFT/CARRY RESTRICTIONS (if any): 

0 May not lift/carry objects more than __ ibs 

for more than __ hours per day 

D May not perform any lifting/carrying 

0 Other:. __________ __ 

[] Mustkeep __________________ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact with: __________ _ 

D Dressing changes necessary at work 

0 No running 

•These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 

restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patien 
should be considered to be off work. Note • these restrictions should be followed outside of work as well as at work. 

20. MEDICATION RESTRICTIONS(H any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

DWC FORM-73 (Rev. 1 0/05) Page 1 
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of Doctor: 
Designated doctor 

Carrier-selected RME 
DWC-selected RME 

. _________ am/pm 
_ am/pm 

'--------- am/pm 
, _________ am/pm 

1KJ Treating doctor 
0 Referral doctor 

Consulting doctor 
Other doctor 

DIVISION OF WORKERS' COMPENSATION 
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(b) (4)

(b) (4)

.~ 
~· 

CON CENTRA 
MEDlCAL CENTERS 

EMPLOYER'S AUTHORIZATION FOR EXAMINATION OR TREATMENT 

(MUST PRESENT PHOTO 10 AT TIME OF SERVICE) 

Patient Name: /5 ;91ft HesS oW) SSN: 

Company Name: c:ES lf:.nv~hon~~ 5"e,w";Ce( .J JrL- Date of Birth: 

Location #/Street Address: L{qOLf Gn1'JS f2(}txl.> 4-tJ~ ;TX ??tJZ/ Date of Injury:-----

Temporary Staffing Agency: 

WORK-RELATED INJURY ILLNESS 
Post-Accident Substance Abuse Testing: ::...1-

--'Drug Screen SplcJU\ h1 LL 
Breath Alcohol 

__ Drug Screen and Breath Alcohol 

__ Urine Collection Only 

__ DOT Regulated 

__ Non-regulated 

PRE-PLACEMENT EVALUATION 

Job Title:-----------------
-- Physical Exam 

HPE 

__ Regulated Drug Screen 

__ Non-regulated Drug Screen 

__ Urine Collection Only 

Hair Collection 

__ Audiogram 

SPECIAL PHYSICAL EXAMINATIONS 

,il.sbestos 

__ Respirator 

Hazmat 

Baseline 

./ Other ---------------::....' ----

Authorized By: ~(j/_~ .....A:.---

Phone: ~8/ -4-53 -q7qz__ 

DOT PHYSICAL 
__ Preplacement 

Recertification 
__ Exit 

__ Audiogram 

__ Regulated Drug Screen 

__ Urine Collection Only 

Breath Alcohol 

SUBSTANCE ABUSE TESTING 
__ Regulated 

__ Non-regulated 

__ Urine Collection Only 

__ Rapid Test 

__ Pre-placement 

__ Reasonable Suspicion 

Random 

Periodic 

Post -accident 

__ Follow-up 

Breath Alcohol 

BtLLING 
__ Employee to pay charges at time of service 

__ Workers' Compensation 

Insurance Co: --------r---
Policy 1#: 

Phone#:----------------------

Title: _-l}.Jt..J..::!.%!::::....:...01Acv_;:.__£j _____ ,_~ ____ _ 

Date: 'j-Jb-o7 

(copies of this form available at www.concentra.com) 

,.... .. ,..,..."tAIITII 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: ;15. Ang~ &lde~~s 

Fax: 512- '2 '2'-l-388q 

Phone: '5 12 - 22 4 - 3& /}/) 

Ms. BvJ ~e'W. s • 

From: 

Pages: 

Date: 

Prabhakar R. Thangudu 

 

'i2 J: : K ~h.i'C He~So ~ ..> r "-J ",__t !V or~ d~ 4W\ th~ 
554== 

a~~€1\. cl~~ m .:tt: 

Pleo.t>t CPJ1 ~f '(OJ). Vlfl.at( ~':];ore.{ ~~~;~ 

l~~ 
~ 

~ 
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EmpiO)'Ce Acknowledgment of Workers' Compensation Network 

I have received information that tells me hovv to get health care under my employer's workers· 
compensation insurance. - -

If I am hurt ory.,-the jopnd live in a service area described in this inforn~51tion. ~understand that: 

I. I must choose a treating doctor from the list of doctors in the network. Or, I may ask my 
HMO primary care physician to agree to serve as my treating doctor. If I select my HMO 
primary care physician as my treating doctor, 1 will call Texas Mutual at (800) 859-5995, 
extension 2880 to notify them of my choice. 

2. I must go to my treating doctor for all health care for my injury. If I need a specialist, my 
treating doctor will refer me. I fi need emergency care, I may go anywhere. 

3. The insurance carrier will pay the treating doctor and other network providers. 
4. I might have to pay the bill if I get health care from someone other than a network doctor 

without network approval. 
5. Making a false or fraudulent workers' compensation claim is a crime that may result in 

fines and or imprisonment. 

~ 
Signature 

Printed Name 

I live at: 
~ Street Address 
'· o . ~of'<..- o7d-5/ 

City 

Name of Network: Texas Star NetworksM 

Network service areas are subject to change. 

State 

2 ·- O;l- - {) 7 
Date 

Zip Code 

Call (800) 381-8067 if you need a network treating provider. 
Please indicate whether this is the: 

fjll Initial Employee Notification 

~ Injury Notification (Date of Injury: tJ7 I_!]_ I 'ZtJo7) 

DO NOT RETURN THIS FORM TO TEXAS MUTUAL 
INSURANCE COMPANY UNLESS REQUESTED 

Employee Notice of Network Requirements- 03/06 Page 8 of8 
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ttttttttttttttt -IND. XMT JOURNAL- tttttttttttttttt DATE AUG-10-2007 ttttt TIME 10:17 tttttttt 

DATE/TIME = AUG-10-2007 10:17 

JOURNAL No. = 055 

COMM. RESULT = OK 

PAGE(S) = 002 

DURATION = 00:00:19 

FILE No. = 718 

MODE = MEMORY TRANSMISSION 

DESTINATION = 15122243889 

RECEIVED ID = 
RESOLUTION = STD 

-CES Environmental svcs. -

- ttttt - 7137488664- ttttttttt 
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Marl.in Moser 1 · 07 ! tsoo 1 
cEs Environme~rgy;:c· I!:D 
4904 Griggs Ad G 0 l ZO 
HOUSTON, TX 7 .021 HEALTH INSURANCE CLAIM FORM 

APPROVED BY NATIONAL UNIFORM CLAIM COMt.tTTEE 08/05 

ITTl PICA PICA ITTl 
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER 1A INSURED'S 1.0. NUMBER (FOR PROGRAM IN ITEM 1) 

h (Medicare#) __ O_(rvtedicaid #) n (Spo=~~N) n _0 
f£1\LTHPLAN nBLKLUNG ~ 

(Marmer lOll) ((SSN or ID) (SSN) 1 X 1 (I D) 4 4 8-8 6-2 9 8 7 

2. PATIENTS NAME (Last Name, Rrst Name, fv'iddle Initial) 

Hessom, Kirk C 

3. PAnENTS BIRTH DATE SEX 4. INSUREDS NAME (Last Name, Rrst Name, fv'iddle Initial) 

MIXl F~ CES Environmental. 

5. PATIENTS ADDRESS (No Stree~ 

CITY 

Z

9. OTHER INSUREDS NAME (Last Name, Rrst Nam.v, Mddle Initial) 

N I A 

a. OTHER INSUREDS POLICY OR GROUP NUMBER 

N I A 
b. OTHER INSUREDS DATE OF BIRTH 

e. PATIENTS RELATIONSHIP TO INSURED 

B. PATIENTSTATUS 

Single D Married D Other D 
, rl Full-Time II Part-Time r-l 

ErllJioyed 1 _ 1 student J J Sb.Jdent J J 

10. PAnENTS CONDITION RELATED TO: 

a. EMPLOYMENT? (CURRENT OR PREVIOUS) 

~YES DNO 

7. INSUREDS ADDRESS (No Stree~ 

4904 Griggs Rd 
CITY 

HOUSTON 

ZIP CODE 

I
TELIEPHONE (INCLUDE AREA CODE) 

936 632-1925 77021 

11. INSUREDS POLICY GROUP OR FECA NUMBER 

a. INSURED·s DATE OF BIRTH 
M\11

1
DD

1
YY 

N i A • 
b. EMPLOYERS NAME OR SCHOOL NAME 

SEX 

MM, · 00 YY 
N :; A: 

b. AUTO ACCIDENT? 

DYES DNO TE(Star N I A 
rc-.INS--URANC--E~PLAN~~NAM~E~O~R~PROGRAM~~NAM~E------------------~ 

c. EMPLOYERS NAME OR SCHOOL NAME c. OTHER ACCIDENT? 

N I A DYES DNO N I A 

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAIL USE d. IS THERE ANOTHER HEALTH BENEAT PLAN? 

N I A If YES, return to and COI"f1)lete items 9a-d. 

READ BACK OF FORM BEFORE COMPL.ET1NG & SIGNING THIS FORM 13. INSUREDS ORAUfJ-ORIZEO PERSONS SIGNATURE I authorize payrnant of medical 

12. PATIENTS OR AUTHORIZED PERSONS SIGNATURE. 1 authorize the release of any medical or other information necessary to process this daim. benefits to the undersigned physician or supplier for services described below. 
I also request payment of government benefits either to myself or to the party who accepts assignment below .. 

SIGNED SIGNATURE ON FILE DATE N I A 

14 DATE OF CURRENT .... ILLNESS (ARSTSYMPTOM) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, 
MM 0 00 0 YY INJURY (ACCIDENT) OR 

0 7• 16 '2 0 0 7 PREGNANCY (LMP) 
,GIVEARSTDATE 

07
: 

1
G :

2
QC)7 

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 

~;:1~~~t------------------------------
10. RESERVED FOR LOCAIL USE 

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1 ,2,3 OR 4 TO ITEM 24E BY LINE) 

1.1 913 .. _4 __ __ 3l___. ___ _ 

2.L_. __ 4. L__. ____ _ 
A DATE(S) OF SERVICE I B C D 

I Place I I PROCEDURES, SERVICES OR SUPPLIES 
FROM TO of EMG I ........... ~ j~ain ulu.sual Cirwmst~~~~-... 

MM DD vvvv '"' nn YYYY I Service I u~H~~ _l_ 1\/r.JUiello.t< 

24. 

1 
E 

DIAGNOSIS 
POINTER 

SIGNED 
SIGNATURE ON FILE 

18. OATES PAl'IENT UNABLE TO WORK IN CURRENT OCCUPATION 
MMI j DO i YY TO MM /i DD 

FROM N •A ' N 'A 
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 

MM .DD YY MM .DD 

FROM N I :A : TO N /: A 
20. OUTSIDE LAB? $CHARGES 

I 
22. MEDICAID RESUBMISSION 

,YY 

' 
yy 

CODE NIA I ORIGINAL REF. NO. N I A 
23. PRIOR AUTHORIZATION NUMBER 

N I A 

F I G I H 

I DAYS I EPSDT 
$CHARGES OR Family 

I UNITS I Plan 

I D. 
QUAL 

RENDERING 
PROVIDER I D. # 

T 
a: 
w 
a: 
a: 
<( 
0 

z 
0 
i= 
~ 
a: 
f2 z 
0 
w 
a: 
::J 
(/) 
z 
0 z 
<( 

1-z 
w 

i 

z 
0 
i= 
<( 
~ 
a: 

1 o7 l 17 io7: o7l 11i o7: 11: : 99oaol 73: 1 
I 
I 

OB_ _________ MDHO:ZS4. f2 
~I z 

, I 

15: 00 
2 Reguired 1 report char<Ye/~WC 73 1 

rn:·17 :n71n7• 17; n71 111' I QQ?1~1 

4 

5 

6 I 
I 

25. FEDERAL TAX LD. NUMBER 

752014828 

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 
INCLUDING DEGREES OR CREDRNTALS 

I 
I 

(I certify that the statements on the reverse apply to this 
bill and are made a part thereof.) 

I 
I 

I 

I 

I 

1 

26. PAnENTS ACCOUNT NO. I. 27.ACCEPT ASSIGNMENT? 

ln=·drr~·ck) 
32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 

RENDERED (H other than home or office) 

CMC - Houston Hobby 

Concentra Medical. Centers 

8505 Gul.f Frwy Ste F 

I 
I 

I 
I 
I 

I 

I 
I 

I 
I 

NPI 
OB- ---------MDR0-184- ffi 

:::i 
a.. a.. 
::J 
(/) NPI 

NPI 

NPI 

NPI 

a: 
0 
z 
<( 

0 
---------------------- U) 

> 
J: 
a.. 

28. TOTAL CHARGES 129. AMOUNT PAID 
0 

30. BALANCE DUE 

$ 101;06 $ o:oo $ 101;06 

33. PHYSICIANS, SUPPLIERS BIWNG NAME, ADORESSt ZIP CODE 
&PHONE#. BOO) 733-7098 

Occupational. Heal.th Centers 

of the Southwest, P.A. 

PO Box 9005 

Addison, TX 75001-9005 
John M Sanchez, MD Rntud:nn TX 7701 7 
SIGNED O 7 I 2 7 I ~T~ O 7 l:a~1=2u7.u::o5u5w41.l.L2L2,_5..JO'-""-Lf.lb:". L.L-1----------+-.-. ------,-.-.-----rb-. MD __ H_0_7_8_4-------I 

NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05) 
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(b) (4)

~ 
Con centra® Transcription 

~ 
8505 Gulf Frwy Ste F Houston, TX 77017 (713) 944-4442 

Patient: 
Soc. Sec.# 
Date of Birth: 
Service Location: 
Service ID #: 

Claim#: 
Dictator: 

Age: 36 
CMC - Houston Hobby 
42821714 

Richard Patrick, PA-C 

Service Date: 
Injury Date: 

Employer: 

07/17/2007 
07/16/2007 
CES Environmental 
4904 Griggs Rd 

HOUSTON, TX 77021 

Diagnosis: 913.4 Insect Bite, Nonvenomous Of Elbow, Forearm, And Wrist, Withoutmention 

Notes: ********** PROGRESS NOTE ********** 

Vital Signs: BP: 128/88. P: 80 regular. R: 16. T: 98.0 degrees F orally. 
The vitals were taken at: 8:57AM by: T A. 

Patient returns for a recheck for the injury stated above. 

HISTORY OF PRESENT ILLNESS: 
He feels the pattern of symptoms is improving and feels better. 

PE: Forearm, right 
APPEARANCE: Well nourished, well developed, in no acute distress. 
VITAL SIGNS: See above. 
SKIN: 1mm macular lesion is seen at the distal anterior forearm. No erythema, bleeding 
or exudate is seen. 
PERIPHERAL VASCULAR: Normal pulses distal to injury. 
NEUROLOGIC: Normal distal neurovascular. 
MUSCULOSKELETAL: No deformity. No swelling. Full ROM. 

DIAGNOSIS:1. Insect bite forearm. 913.4. 

MEDICAL DECISION MAKING: 
Activity Status: 
Regular activity release from care today. 

Dictated But Not Read 

Dictated On: Jul 17 2007 9:08AM 

Dictated By: Rlchard Patrick, PA-C 
Supervised by Presiding Physician: John M Sanchez, MD 

Printed Date: 07/27/2007 Page: 1 
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(b) (4)

Employee - You are required to report your injury to your employer within 30 days if your employer 
has workers• compensation insurance. You have the right to free assistance from the Texas Workers' 
Compensation Commission and may be entitled to certain medical and income benefits. For fiuther 
information call your local Commission field office or 1(800)-252-7031. 

Trabajador - Es necesario que usted reporte su lesiOn a su empleador dentro de 30 dias a partir del dia 
en que se lesion6, si su empleador tiene seguro de compensaci6n para trabajadores. la Comisi6n Tejana 
de Compensaci6n para Trabajadores le ofrece asistencia grattuta, tarnbiC::n puede que usted tenga 
derecho a ciertos beneficios medicos y monetarios. Para mayor informaciOn llame ala oficina local de 
Ia Comisi6n 1-800-252-7031. 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 

PART I GENERAL INFORMATION 
5. Docto(s Name and Degree 

John M Sanchez, MD 
(for transmission purpose only) Date Being Sent 

07/27/2007 

1. Injured Employee's Name 

Kirk C Hessom 

2. Date of Injury 

07/16/2007 

6. Clinic/Facility Name 
CMC - Houston Hobby 

. Clinic/Facility/Doctor Phone & Fax 

(713)944-4442 (713)944-4582 

4. Employee's Description of Injury/Accident 8. Clinic/Facility/Doctor Address (Street Address) 

9. Employe(s Name 

CES Environmental 

or Email Address(~ known) 

Patient states :"Patient was at work and bitten by a 8505 Gulf Frwy Ste F CES Environmental 
spider" ~----------~------------------------~~----------------------------------------~ City State Zip 12. Carrie(s Fax# or Email Address (if known) 

Houston, TX n011 (713)676-1676 

PART II. WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

[!] (a) will allow the employee to return to work as of07/17/2007 (date) without restrictions. 
D (b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 

expected to last through (date). D (c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill. ACTIVITY RESTRICTIONS* (ONLY COMPLETE IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any): 17. MOTION RESTRICTIONS (if any): 

~ Hours per day: 0 2 4 6 8 Other Max Hours per day: 0 2 4 6 8 Other 

Standing DDDDD -----
Walking DDDDD -----

Sitting DDDDD Climbing stairs/Ladders DDDDD 
DDDDD ----

Kneeling/Squatting 
-----

---
Grasping/Squeezing DDDDD -----

Bending/Stooping DDDDD ----
Wrist flexion/extension DDDDD ---

Pushing/Pulling DDDDD --- Reaching DDDDD -----
Twisting DDDDD --- Overhead Reaching DDDDD ---
Other: DDDDD Keyboarding DDDDD ---
15. RESTRICTIONS SPECIFIC TO (if applicable): Other: DDDDD 
D L Hand I Wrist D R Hand I Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

D LArm D RArm D Neck 

D L Leg D RLeg D Back 

D May not lift/carry objects more than lbs 
for more than _____ hours per day--

D L Foot/ Ankle 0 R Foot/Ankle 0 May not perform any lifting/carrying 

D Other: D Other: 

16. OTHER RESTRICTIONS (if any): 
REGULAR ACTIVITY, RELEASED FROM CARE. 

* These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a 
particular restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not 
available, the patient should be considered to be off wor~. Note - these restrictions should be followed outside of work 
as well as at work 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: ___ _ 

0 Sit/Stretch breaks of ______ per ____ _ 

0 Must wear splint/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic Transmission 

0 No work I 0 ______ hours/day work 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Must keep : 

0 Elevated Oclean &Dry 

0 No skin contact with: _____ _ 

0 Dressing changes necessary at work 

0 NoRunning 

20. MEDICATION RESTRICTIONS (if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy 
(Possible safety/driving issues) 

21. Work Injury Diagnosis Information: 
913.4 Insect Bite, Nonvenomous Of Elbow, 
Forearm, And Wrist, Withoutmention 

22. Expected Follow-up Services Include: 
D Evaluation by the treating doctor on------------------------------------- (date) at ____ am/pm 

D Referral to/Consult with, ________________________________ on _______ (date) at am/pm 

D Physical medicine __ X per week for __ weeks starting on (date) at am/pm 

D Special studies (list):------------------------------------ on _____ (date) at am/pm 

[!] None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated. 

Date I Time of Visit 

07/17/2007 8:47AM 

Discharge Time 
07/17/2007 9:00AM 

EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: of Doctor 
Designated doctor 
Carrier-selected RME 
DWC-selected RME 

Treating doctor 
Referral doctor 
Consulting doctor 
Other doctor 

Olnitial 
fX] Follow-up 

1111 II 
DWC FORM-73 (Rev. 10/05) Page 1 DIVISION OF WORKERS' COMPENSATION 

EPAH0043000024 



Employee - You are required to report your injury to your employer within 30 days if 
your employer has workers' compensation inswance. You have the right to free 
assistance from the Texas Department of Insurance, Division of Workers' Compensation 
and may be entitled to certain medical and income benefits. For fiuber information call 
your local Division field office or 1-800-252-7031. 

Empleado - Es necesario que usted reporte su lesiOn a su empleador dentro de 30 dias a partir de la 
fecha en que se lesion6 si es que su empleador cuenta con nn seguro de compensaci6n para 
trabajadores. Usted tiene derecho a recibir assistencia gr:atuita por porte de Ia Division de 
Cornpensaci6n para Trabajadores, y tambiciD puede tener derecho a ciertos beneficios medicos y 
monetarios. Para mayor informaciOn comnniquese con Ia oficina local de la DivisiOn al tetefono 
1-800-252-7031. 

REPORT OF MEDICAL EVALUATION 
PART 1 GENERAL I~"FORMATIOI" 

1. Workers' Compensation Insurance Carrier 
CES Environmental 

2. Employe(s Name 
CES Environmental 

3. Employe(s Address 
4904 Griggs Rd. 

4. Injured Employee's Name (last, First, Ml) 
Hessam, Kirk c 

5. Date of Injury 
07/16/2007 

7. Employee's Phone# 

8. Employee's Address 

6. Social Security Number 

Zip City State Zip 

CLAIM#: 
9. Certifying Docto(s Name and Licensure 

Sanchez, MD, John M 

10. Certifying Docto(s License Number and Jurisdiction 
MDH0784 

11. Certifying Docto(s Phone and Fax #s 
(800)733-7098 (972)458-7678 

12. Certifying Docto(s Address 
PO Box 9005 15810 Midway Rd. 

State Zip 

TX 

City 
HOUSTON 

State 
TX 77021 

City 
ADDISON TX 75001-9005 

PART II DOCTOR'S ROLE AND CERTIFICATION 

13. Indicate which role you are serving in the claim in performing this evaluation. Only a doctor serving in one of the following roles is authorized to evaluate 
MMI/impairment and file this report (Workers' Compensation Rule 130.1 governs such authorization): 

[:] Treating Doctor D Doctor Selected by Treating Doctor acting in place of the Treating Doctor D Designated Doctor Selected by the Division 

D carrier-Selected RME Doctor approved by the Division to evaluate MMI and/or permanent impairment after a Designated Doctor examination 
NOTE -If ou are not authorized b Rule 130.1 to file this re or! ou will not be aid for this re rt or the MMI/Im irment examination. 
14. I HEREBY CERTIFY THAT THIS REPORT OF MEDICAL EVALUATION is complete and accurate and complies with the Texas Workers' Compensation Act and 
applicable rules, and I understand that making a misrepresentation about workers' compensation claim is a crime that can result in fines and/or imprisonment. 

IN l\EU tlF TRE~1'1NG il~YSlctAk SIGNATURE 
Signature of Certifying Doctor: ... , Date of Certification: __ 0_7_/_17_1_2_0_0_7 ______ _ 

"""' 

17. Indicate whether the employee has reached Clinical or Statutory MMI based upon the following definitions: 

Clinical Maximum Medical Improvement (Clinical MMI) is the earliest date after which, based upon reasonable medical probability, further material recovery 
from or lasting improvement to an injury can no longer reasonably be anticipated. 

Statutory MMI is the later of: (1) the end of the 104th week after the date that temporary income benefits (TIBs) began to accrue; or (2) the date to which MMI was 
extended by the Division through operation of Texas Labor Code §408.1 04. 

a)0 Yes, I certify that the employee reached D STATUTORY I~ CLINICAL (mark one) MMI on °7/17/2007 (may not be a prospective date) and 
in~ed documentation relating to this certification in the attached narrative. OR 
b)U No, I certify that the employee has NOT reached MMI but is expected to reach MMI on or about . The reason the employee has not reached MMI 
documented in the attached narrative. 

NOTE - The fact that an reaches either Clinical MMI or that the is no benefits. 

PARTIV PERMANENT IMPAIRMENT 

18. If the employee has reached MMI, indicate whether the employee has permanent impairment as a result of the compensable Injury. 
" Impairment • means any anatomic or functional abnormality or loss existing after MMI that results from a compensable injury and is reasonably presumed to be 
permanent. The finding that impaired exists must be made based upon objective clinical or laboratory findings meaning a medical finding of impairment resulting from a 
compensable injury, based upon competent objective medical evidence that is independently confirmable by a doctor, including a designated doctor, without reliance on 
the subjective symptoms perceived by the employee. 

a)E] I certify that the employee does not have any permanent impairment as a result of the compensable injury OR 

b)D I certify that the employee has permanent impairment as a result of the compensable injury. The amount of permanent impairment is %, which was 
determined in accordance with the requirements of the Texas Workers' Compensation Act and Commission Rules. The attached narrative provides documentation 
involved in the calculation of the impairment rating assigned using the following edition of the Guides to the Evaluation of Permanent Impairment published by the American 
)'lllf1dical Association (AMA): D third edition, second printing, February 1989. OR 
U fourth edition, 1st, 2nd, 3rd, 4th printing, including corrections and changes issued by the AMA prior to May 16, 2000. 

PARTV TREATING DOCTOR'S AGREEMENT OR DISAGREEMENT WITH ANOTHER DOCTOR'S CERTIFICATION 

19. Treating Docto(s Name and Degree 22. 

D I AGREE I D I DISAGREE with the certifying doctor's certification of MMI. 

20. Treating Docto(s License Number and Jurisdiction 

D I AGREE I D I DISAGREE with the certifying doctor's finding of no impairment. 

21. Treating Docto(s Phone & Fax #s 

(Ph) (Fax) D I AGREE I D I DISAGREE with the impairment rating assigned by the certifying doctor. 

24. I understand that making a misrepresentation about a workers' compensation claim is a crime that can result in fines and/or imprisonment 

Signature of Treating Doctor: Date: 

NOTE: With few exceptions, you are entttled by law to know, revtew, and correct infonnation that DWC collects on its fonns about you. 
For more infonnation, call our Open Records section at 512-804-4437. 
NOTA: Usted tiene derencho por ley de saber, revisar y corregir infonnaci6n que Ia Divisi6n ha recogido en sus fonnularios con algunas 

::::~·::::~:~ iiil' ifi iiiii"iirUiil ifU-fiTH·r::o.;::~ co··~noo 
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---------·-~~ ·----------· ··~~······~ 
NARRATIVE HISTORY 

Patient: 
Hessom, Kirk C 

OX: 
Insect Bite, Nonvenomous Of Elbow, Forearm, And Wrist, Withoutmention 

Physician: 
Sanchez, MD, John M 

Location: 
CMC - Houston Hobby 

The patient's injury occurred on 07/16/2007. The patient stated, 
I was at work when I got bit by a spider. 

The patient was evaluated on 07/17/2007. 

Date of MMI 07/17/2007. 

The treatment plan included: Regular activity. 

Findings of the certifying examination/explanation of performed analysis are 
913.4, Insect Bite, Nonvenomous Of Elbow, Forearm, And Wrist, Withoutmention 

Lab and X-Ray tests: None 

Description of the results of the most recent clinical evaluation of the employee 

Current Clinical Status: On the most recent evaluation, the exam was normal. The 
patient was returned to regular activity and released from care on 07/17/2007. 

Diagnosis and clinical findings of permanent impairment: Employee does not have 
any permanent impairment as a result of the compensable injury. 

AMA Guides to the Evaluation of Permanent Impairment Edition: 
None 
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CES Environmental 
Marlin Moser 

--- ~v y-'"D'· 
f,,,~~"'-;1-Ai 

AUG 0 1 2007 ~ tsoo 1 
4904 Griggs Rd 
HOUSTON, TX 77021 [ 

-:: ' ) ' f--.. ' ,"' iT ~ ' 

HEALTH INSURANCE CLAIM FORM 
~--.~-.,/ ~ APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 

ITTl PICA PICA ITIJ 
1. t.IEDICARE t.IEDICAID TRICARE CHAMPVA GROUP FECA OTHER 1A. 11\SURED'S 1.0, NUMBER (FOR PROGRAM IN ITEM 1) 

h (Medicare II) n (Medicaid II) n CHAMPUS 
(Sponsor· s SSN) n n HEALTHPI.AN ,--,~KLUNG rvJ 

(MeiTbariD#) ((SSNoriD) I I(SSN) 1X1 (ID) 448-86-2987 
2. PATIENTS NAME (Last Name, Rrst Name, Mddle Initial) 3. PATIENTS BIRTH DATE 4. INSUREDS NAME (Last Name, Rrst Name, Mddle Initial) 

Hessom, Kirk C  CES Environmental 
5. PATIENTS ADDRESS (No StraaQ e. PATIENTS RELATIONSHIP TO INSURED 7. INSUREDS ADDRESS (No StraaQ 

self 0 spousen Childn Olh••n 4904 Griggs Rd 
CITY B. PATIENTSTATUS CITY 

Single D Married D Other D HOUSTON 

!
TELEPHONE (INCLUDE AREA CODE) 

936 632-1925 

21PCODE TELEPHONE (lnduda Area Coda) 21PCODE 

' .---, R.JII·Time n Part· Time II 
Erl1:11oyed l. .. 1 Student Student 1 1 77021 

9. OTHER INSUREDS NAME (Last Nama, Rrst NarnM, Mddlo Initial) 10. PATIENTS CONDITION RELATED TO: 11. INSUREDS POLICY GROUP OR FECA NUMBER 

N I A 

N I A 

a. OTHER 11\SURED S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) 

[Bves DNO 
a. INSUREDS DATE OF BIRTH 

MM DD·YY 

N LA: Mn SEX Fn 
b. OTHER INSUREDS DATE OF BIRTH b. EMPLOYERS NAME OR SCHOOL NAME SEX b. AUTO ACCIDENT? 

MM· DD· YY 

N;/ A: DNO ~E(Sml"' ~----------N~I~_A ______________________________ ~ 
c. EMPof::lYER S NAME OR SCHOOL NAME c. INSURANCE PLAN NAME OR PROGRAM NAME 

N I A DNO N I A 

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE 

N I A 
READ BACK OF FORM BEFORE COIIIPLEilNG & SIGNING THIS FORM 

12. PATIENTS OR AUTHORIZED PERSONS SIGNATURE. I authorize the release of any medical or other information necessary to proce98 this claim. 
I also request payment of government benefits either to myself or to the party who accepts assignment below .. 

SIGNED SIGNATURE ON FILE DATE N I A 

14 DATE OF CURRENT .... ILLNESS (ARSTSYMPTOM) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, 
MM i DO i YY INJURY (ACCIDENT) OR 
0 7• 16 '2 0 0 7 PREGNANCY (LMP) 

,G/VEARSTDATE 
07

: 16 :
2007 

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 

~;:1-~-t------------------------------
19. RESERVED FOR LOCAL USE 

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1 ,2,3 OR 4 TO ITEM 24E BY LINE) 

1. 1 913_._4 __ 3L__ ___ _ 

2.L_ __ _ 4L__, __ _ 
24. DATE(S) OF SERVICE A I B I C I D 

I Place I I PROCIEDURES, SERVICES OR SUPPLIES 

FROM TO of EMG I --·· _!~ain Un"""al Circu~~~~-
MM DO YYYY MM DO YYYY 1 Service I <A"O/K;K;S I ovuuot-rtoH 

1 
E 

DIAGNOSIS 
POINTER 

d. IS THERE ANOTHER HEALTH BENEAT PLAN? 

lf YES, return to and CO"lJiete items 9a-d. 

13. INSUREDS OR AUTHORIZED PERSONS SIGNATURE I authorize payment of medical 
benefits to the undersigned physician or supplier for services described below. 

SIGNED SIGNATURE ON FILE 

1e. DATES PATIENT UNABLETOWORKINCURRENTOCCUPATION 

FROM NMM I : io : YY TO ;t / : A 
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 

MM.DD YY MM.DD 

FROM N I :A : TO N 1: A 
20. OUTSIDE LAB? $CHARGES 

I 
22. MEDICAID RESUBMISSION 

,YY 

' 
yy 

COOE NIA I ORIGINAL REF. NO. N I A 

23. PRIOR AUTHORIZATION NUMBER 

N I A 

F I G I H 

I DAYS I EPSDT 

$ CHARGES I u~iis I ~":~Y 
10. 

QUAL 

RENDERING 
PROVIDER I D. N 

i 
cr:: 
w 
a: cr:: 
<3 

z 
0 
i= 
~ cr:: 
f2 
~ 
0 
w cr:: 
::l 
en z 
0 z 
<( 

1-z 
w 

~ 

z 
0 
i= 
<( 
:::& cr:: 

1 07! 16 !o7: o1! 16! o7: 11: : 904711 1 
OR _________ MDHO.:ZS4. o 

NPI 1578605648 ~ 
' 1 1 

30: 421 11 
2 Immunization admihistration one vaccine 

n7:,f\:n71n7:,f\:n71111 1 QQ?n.4l ::: 

3 Level 4 *ew Complkx yis~t _ 
01: 16 :o7 o7: 16: 07

1 
11 9908ol 73: 

4 Required 1 report cParqe/Ij)WC 73 
01: 16 :o71 o7: 16: 011 111 1 907151 

5 Ad.acel T<liap 7yrs or <1>lder 
: : I : : I I I 

6 I 
I 

1 
I 

I 
I 

I 

I 

, 
1 

1 

25. FEDERAL TAX 1.0. NUMBER 

752014828 

2tl. PATIENTS ACCOUNT NO. I 27.ACCEPT ASSIGNMENT? 

I01-0041823983 In:: d·n;;·d<) 
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 

INCLUDING DEGREES OR CREDRNTALS 
(I certify that the statements on the reverse apply to this 
bill and are made a part thereof.) 

John M Sanchez, MD 
07127/2007 

SIGNED DATE 

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 
RENDERED (If other than home or office) 

CMC - Houston I-10 East 
Concentra Medical Centers 
10909 I-10 East Frwy 

"Rn1H::t-nn 'I'Y 770?Q 
"1467 461871 I b, 

NUCC Instruction Manual available at. www.nucc.org 

1 
I 

I 
I 
I 

I 

I 

??.4: R.R 
I 

1s: od 
' 
: I 

so:. 05 

28. TOTAL CHARGES 

I 

I 

I 

1 

11 
I 

11 

1 
1J 

1 

1 

I 

1 
I 

OB- ---------MDH04-84. ffi 
NPI , 1:\78605648 ::::i c. o.e __________ MP_JJ_o:z~4- ~ 

1578605648 en cr:: 
MDH0784 o 

NP1 

OB 
--~- ---Is7-Ef6os6.ra ~ 

NPI 

NPI 

0 
Ci3 
> 
::t: 
c. 

1

29. AMOUNT PAID ; 30. BALANCE DUE 

$ 0: 00 $ 320; 35 
33. PHYSICIANS, SUPPLIERS BILLING NAME, ADDRESS, 21P C00E 

&PHONE#. (800) 733-7098 
Occupational Health Centers 
of the Southwest, P.A. 
PO Box 9005 
Addison, TX 75001-9005 

b.MDH0784 
APPROVED OMB-0938-0999 FORM CMS-1500 (08/05) 
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(b) (4)

~ 
Concentra® Transcription 

~ 
10909 I-10 East Frwy Houston, TX 77029 (713) 973-7943 

Patient: 
Soc. Sec.# 
Date of Birth: 
Service Location: 
Service ID #: 

Claim#: 
Dictator: 

c 

Age: 36 
CMC - Houston I-10 East 
42820729 

John M Sanchez, MD 

Service Date: 
Injury Date: 

Employer: 

07/16/2007 
07/16/2007 
CES Environmental 
4904 Griggs Rd 

HOUSTON, TX 77021 

Diagnosis: 913.4 Insect Bite, Nonvenomous Of Elbow, Forearm, And Wrist, Withoutmention 

Notes: CHIEF COMPLAINT: 
Patient is a 36 year old male employee of CES Environmental who complains a 

HISTORY OF PRESENT ILLNESS: 
The bite is located on the right forearm. Denies bleeding. 

SOCIAL HISTORY: Noncontributory based upon review of comprehensive questionnaire. 

FAMILY HISTORY: Noncontributory based upon review of comprehensive questionnaire. 

PAST MEDICAL HISTORY: 
PMH: Noncontributory. 

Current Medications: None. 

Allergies: Denies known allergies. 
Immunizations: Not up to date. 

ROS: ROS:GENERAL: No chills. No fever. Denies weakness.SKIN: No lesions. Denies 
rash.HEENT: No blurred vision. No headache. Denies hearing loss.CHEST: No cough. 
Denies chest pain. Denies shortness of breath.CARDIOVASCULAR: Denies palpitations.ABDOMEN: 
No abdominal pain. No constipation. No diarrhea. Denies nausea. Denies vomiting.HEMATOLOGIC 
No anemia. No easy bruisability.PERIPHERAL VASCULAR: Denies thrombophlebitis. Denies 
varicose veins.MUSCULOSKELETAL: See HPI. 

PE: 
VITAL SIGNS: See nurses notes. 
CHEST: Lungs clear to auscultation. 
CARDIOVASCULAR: Normal S1, S2. No murmurs or gallops. 
Area of redness marked on the right forearm. 
ASSESSMENT:Spider bite. Depomedrol 40 IM, Benadryl 25 mg q 8 hours prn, light duty. 
Follow up tomorrow. To ER for any SOB or change in the condition of the arm. 

PLAN:Above. 

Diagnosis, treatment plan and expectations were discussed with the patient. The signs 
and symptoms of infection were discussed with the patient. The patient was instructed 
to RTC or go to the ER for any signs of infection. The patient expressed understanding 
of the instructions. 

bout his arm which was injured on 07/16/2007 9:30:00 AM. 

PATIENT STATEMENT: 
Patient states :"Patient was at work and bitten by a spider " 

Vital Signs: BP: 122/88. P: 72. R: 16. T: 98.1 degrees F orally. 

Dictated But Not Read 

Dictated By: John M Sanchez, MD 

Dictated On: Jul 16 2007 12:05PM 

Printed Date: 07/27/2007 Page: 1 
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~ 
Concentra® Transcription 

~ 
10909 I-10 East Frwy Houston, TX 77029 (713) 973-7943 

Patient: 
Soc. Sec.# 
Date of Birth: 
Service Location: 
Service ID #: 

Claim#: 
Dictator: 

c 

Age: 36 
CMC - Houston I-10 East 
42820729 

John M Sanchez, MD 

Service Date: 
Injury Date: 

Employer: 

07/16/2007 
07/16/2007 
CES Environmental 
4904 Griggs Rd 

HOUSTON, TX 77021 

Diagnosis: 913.4 Insect Bite, Nonvenomous Of Elbow, Forearm, And Wrist, Withoutmention 

Notes: Time:11:49 AM by: N L. 

Dictated But Not Read 

Dictated By: John M Sanchez, MD 

Dictated On: Jul 16 2007 12:05PM 

Printed Date: 07/27/2007 Page: 2 
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(b) (4)

I 

Employee- You are required to report your injury to your employer within 30 days if your employer 
has workers' compensation insUiance. You have the right to free assistance from the Texas Workers' 
Compensation Commission and may be entitled to certain medical and income benefits. For further 
infonnation call your local Commission field office or 1(800)-252-7031. 

Trabajador - Es necesario que usted reporte su lesiOn a su empleador dentro de 30 dias a partir del dia 
en que se lesiom), si su empleador tiene seguro de compensaci6n para trabajadores. la Comisi6n Tejana 
de Compensaci6n para Trabajadores le ofrece asistencia gratuita, tambj6J puede que usted tenga 
derecho a ciertos benefi.cios medicos y monetarios. Para mayor informaciOn llame a 1a oficina local de 
Ia Comisi6n 1-800-252-7031. 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 

PART 1: GENERAL INFORMATION 

1. Injured Employee's Name 

Kirk C Hessom 

2. Date of Injury 

07/16/2007 

5. Docto~s Name and Degree 

John M Sanchez, MD 

6. Clinic/Facility Name 
CMC- Houston 1-10 East 

7. Clinic/Facility/Doctor Phone & Fax 

(713)973-7943 (713)973-7947 

4. Employee's Description of lniLiry/,~cc:ident 8. Clinic/Facility/Doctor Address (Street Address) 

(for transmission purpose only) 

9. Employe~s Name 

CES Environmental 

Date Being Sent 

07/27/2007 

1 0. Employe~s Fax# or Email Address (if known) 

(713)676-1676 

11. Insurance Carrier 

CES Environmental Patient states :"Patient was at work and bitten by a 10909 1-10 East Frwy 
spider" f----------------------+--------------------------1 

City State Zip 

Houston, TX 77029 

12. Carrie~s Fax# or Email Address (if known) 

(713)676-1676 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

0 (a) will allow the employee to return to work as of (date) without restrictions. 
[K] (b) will allow the employee to return to work as of07116/2007 (dale) with the restrictions identified in PART Ill, which are 

expected to last through 07/30/2007 (date). _ 
0 (c) has prevented and still prevents the employee from returntng to work as of (dale) and is expected to continue 

through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (ONLY COMPLETE IF BOX 13(b) IS CHECKED) 

1~. POSTURE RESTRICTIONS (if any): 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

other: 

0 2 4 6 8 

00000 
00000 
00000 
00000 
DDDDD 
00000 
00000 

other 

15. RESTRICTIONS SPECIFIC TO (if applicable): 

R Hand I Wrist 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 

Walking 00000 
Climbing stairs/Ladders 00000 
Grasping/Squeezing 00000 
Wrist flexion/extension 00000 
Reaching 00000 
Overhead Reaching 00000 
Keyboarding 00000 
other: 00000 
18. LIFT/CARRY RESTRICTIONS (if any): 

other 

0 L Hand I Wrist 

0 LArrn 

0 
0 RArm O 

RLeg 0 
Neck 0 May not lift/carry objects more than lbs 

for more than ___ hours per day--0 LLeg 

0 L Foot/Ankle 

0 other: 

0 
0 R Foot/Ankle 

16. OTHER RESTRICTIONS (if any): 

Back 

0 May not perform any lifting/carrying 

0 other: 

no driving, no working around electicity, no operating any machines, 

• These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a 
particular restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not 
available, the patient should be cons1dered to be off worl<. Note - these restrictions should be followed outside of work 
as well as at work 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: ___ _ 

0 Sit/Stretch breaks of ___ per __ _ 

0 Must wear splint/cast at work 

0 Must use crutches at all limes 

0 No driving/operating heavy equipment 

0 Can only drive automatic Transmission 

0 No work I 0 ___ hours/day work 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

[]) Must keep -..!lw._,o,_,uL!.!n,.d ___ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact with: ____ _ 

0 Dressing changes necessary at work 

0 NoRunning 

20. MEDICATION RESTRICTIONS (if any): 

0 Must take prescription medication(s) 

0 Advised to lake over-the-counter meds 

0 Medication may make drowsy 
(Possible safety/driving issues) 

21. Work Injury Diagnosis Information: 
913.4 Insect Bite, Nonvenomous Of Elbow, 
Forearm, And Wrist, Withoutmention 

22. Expected Follow-up Services Include: 
W Evaluation by the treating doctor on 07/17/2007 (date) at 8:00AM am/pm 

Date I Time of Visit 

07/16/2007 11 :26AM 

Discharge Time 
07/16/200712:52PM 

0 Referral to/Consult with on (date) at am/pm 

0 Physical medicine __ X per week for __ weeks starting on (date) at am/pm 

0 Special studies (list): on (dale) at am/pm 

O None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated. 

EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: 

~ff-r;LIEU~ f TREATING PHYSICIAN SIGNATUR! ~ ~~~i~~~-up 
""'~- .. 

~~.7/~ 

Role of Doctor 00 Treating doctor 

8 Designated doctor 8 Referral doctor 
Carrier-selected RME Consulting doctor 

0 DWC-selected RME 0 other doctor 

1111 1111 II II Ill I 
DWC FORM-73 (Rev. 10/05) Page 1 DIVISION OF WORKERS' COMPENSATION 
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1exasMutuar 
07/26/2007 

C E S ENVIRONMENTAL SERVICES I 

4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Insurance Company 

FOR FAST AND EASY CLAIM REPORTING, FILE YOUR CLAIMS ON-LINE AT 
www.texasmutual.com 

Texas Mutual Insurance Company has received notice of an injury that 
occurred on 07/16/2007 to HESSOM, KIRK C. 
The carrier claim number assigned to this claim is 99H0000497534. 

FOR POLICYHOLDERS WHO HAVE SELECTED THE NETWORK OPTION ONLY - If you 
have network coverage at the time of the injury, you are required to 
obtain a second Employee Acknowledgement of Workers' Compensation 
Network Form. Please submit a copy of the second acknowledgement form 
to Texas Mutual. If you wish to speak to a TMI representative please 
call 1-800-859-5995. You may also refer to www.texasmutual.com for 
more information. 

To review specific claim information, you may use our online system 
available through our website, http://www.texasmutual.com. If you do 
not have a Texas Mutual on-line services ID, please call Texas Mutual 
at (800) 859-5995 to obtain an ID. 

Please refer to the Texas Department of Insurance, Division of 
Workers' Compensation at http://www.tdi.state.tx.us for additional 
information including employer and employee rights and responsibilities. 

Texas Mutual has contracted with ScripNet to ensure your employees 
obtain the prescription drugs needed to treat their work related 
injury. ScripNet is available seven days a week at 1-888-880-8562 to 
obtain a list of network pharmacies in your area or log on to 
http://www.scripnet.com. 

For your records, below is a copy of the information used to establish 
this claim. Any additional claim, payment or employee wage information can be 
can be faxed to us at (512) 224-3889. 

Policy Number: TSF0001086044 
Employee Name: KIRK HESSO~l 

Social Security Number: 
Date of Birth: 
Marital Status: Unknown 
Gender: M 
Dependents: 
Spoken Language: English 
Home Phone: ( ) 
Employee Address 1: 
Employee Address 2: 
City/State/Zip: HOUSTON, TX 77087 
County: HARRIS 
Email Address: 
Hire Date: I /0 
Hire State: 
Partner/Officer/Owner?: 
Occupation: 
Rate of Pay: 
Frequency of Payment: 
Work Week: 
Last Pay Check: 
Check was for: 

Texas Mutual insurance Company 
6210 E Highway 290, Austin, Texas 78723-1098 

512.322.3800 1800.859.5995/fax 877.404.7999/www.texasmutual.com 

JUL 3 0 2007 

'" / ___ ·-- _ _::.:.::.__-..:._=-.__._ __ 

EPAH0043000031 
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Check Period Start Date: I /0 
Check Period End Date: 
Is Employer planning to continue Employee's salary ?: 
If Yes, Gross Amount of Continued Salary: 000000 
Attorney/Representation ?: N 
Date of Injury: 07/16/2007 
Time of Injury: 00:00:00 
Date Lost Time Began: 00:00:00 
Date Reported to Employer: 07/16/2007 
Employee Working Regular Job: 
Return to Work Date: I /0 
Body Part: UNKNOWN/ NOT REPORTED 
Nature: UNKNOWN/NOT REPORTED 
Cause: MISC. CAUSES-OTHER MISCELLANEOUS, NOC 
Description: CLAIM CREATED FROM DWC-66. 
InJury Address: 
City/State/Zip:
County: 
Witness Name: 
Witness Phone: 
Fatality?: N 
Physician Name: JOHN M SANCHEZ MD 
Physician Phone: (713) 973-7943 
Physician Email: 
Tax ID Number: 76-0592985 
Customer Location ID: 
Business Name: C E S ENVIRONMENTAL SERVICES I 
Business Address 1: 4904 GRIGGS RD 
Business Address 2: 
City/State/Zip: HOUSTON TX 77021-3208 
Employers Phone: (713) 676-1460 
Supervisor's Name: 
Supervisor's Phone: 
Supv.Email: 
Preparer's Name: 
Preparer's Phone: 
Prep Email: 

EPAH0043000032 
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CES Environmental Services, Inc. 

INCIDENT REPORT 
D Near Miss Cir'Accident 

DATE OF INCIDENT: f-{)-{1 / TIME: ___ --+~-----P·m. 

RESULT OF INCIDENT: For Accidents check all that apply, for Near Misses ONLY 6 & 7 may be checked. 

1)0 FIRE 2)0 EXPLOSION 3)cgEQUIPMENT DAMAGE 4)0PROPERTY DAMAGE 

5)0 PRODUCT LOSS 6)0 PRODUCTION LOSS 7)0 EMPLOYEE ENDANGERMENT 

8)00THER ______________________________________________ __ 

PERSON(S) DIRECTLY INVOLVED: 

Name: AJ l~u 1- 1/a I I 
Name: ----------------------------

WITNESSES (Print): 

Name: ---------------
Name: --------------------

Name: -----------------
Name: --------------------

Name: ---------------
Name: 

--------------~ 

~·· ,1.1 
In it i a Is: -L-/ ,._,_,-1-/'/----c----_ . -----
Initials: --'-JJZ--'-"'-. I __ 

P,..pared by (Print): •4i. :r, ~ f1 " nle: j2z; 'o/Nv ' 

Approved by (Print): ~~::ttt-e"/' t2c:: T1tle: }\ ~f N\C.::.V"U!;ff--= 

Safety Representative Notified (Name): Pc-v.~~~,..., 

Rev 8.01 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: Lafor1~ ca. rJ, rcc.Lj 

Fax: 5'12 -224-- 388q 

Phone: 

/VIs . Qc-'1 : 

From: 

Pages: 

Date: 

r< [ ' t( 0 n n ', e ,.1,1\cfz~l ej 

PrabhakarR.Thangudu 

Mobile:  

%Jr 3 
s-zq-o7 

ss:it

Pl.eoAL CD-U 

~~~\{1(\. 

~+ y&u. Med add;ti7YI~/ 

~nk/l 
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Send the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injured employee. 

*Employers - Do not send this form to the 
Texas Department of Insurance, Division of Workers' Compensation, 
Unless the Division specifically requests a direct filling. CLAIM# 

CARRIER'S CLAIM# 

EMPLOYERS FIRST REPORT OF INJURY OR ILLNESS 
1. Name (Last, First, M.l.) 

MORAL£.$ KOtJN IE L \ 
2.Sex FO MN 15. Date of Injury (m-d-y) 16. Time of Injury 17. Date Lost Time Began 

(m-d-y) 

()8 -zci - z. 0 c} /D •fl)am ~ pm 0 l'lj-A.-
5. Date of Birth (m-d-y) 3. Social Security Number 4. Home Phone 18. Nature of lnjurYA"-s}; 19. Part of Body Injured or Exposed• 

I)I)S ~-') ~ f\ 1-c voctJ rA<riea.-
ak English? If No, Specify Language 

YESJB NOD 

20. How and Why Injury/Illness Occurred• 

lao ;;e.. 5f/IY:f,· "5 (C;t~AstiC .-h.ose b9-10 Ke 
co,.Jt I\ Ts tl f.e'.Jt_ v tJ a:J C,1-z-e.A. 

7. Race 8. Ethnicity H' . l'll 1spamc ,..,._ 

Native American D Other 0 
White f:ii 

Black 0 Asian D 

21. Was employee til 22. Worksite Location of Injury (stairs. dock, etc.)' 
doing his YES I-J0'1z£ htJV\.)e__. 
regular job? NO 0 

23. Address Where Injury or Exposure Occurred Name of business if incident 
occurred on a business site 

Roe-d uqc4 f!;n~crr~ 
C Street or P.O. Box County 

1 D. Marital Status 

Marrie~E Widowed 0 Separated 0 Single 0 Divorced 0 
City ·-w State Zip Code 

H V V\. C:, U'() n '7702-) 
11. Number of Dependent Children 12. Spouse's Name 24. Cause of lnjury(fall, tool, machine, etc.)' 

-0- f\114/(JANI Awe bhoke {ooSe 
13. Doctor's Name 25. List Witnesses 

Ro}c-V~cJo 5 v fo 
14. Doctor's Mailing Address (Street or P.O.Box) 26. Return to work 27. Did employee 28. Supervisor's 29. Date Reported 

date/or expected die? Name (m-d-y) 

City State Zip Code 

(m-d-y) 
B9?~ a() 

Ai_/A_ YESD Na,.KJ t.Jev..~e9JS 08 -Ztf- D7 

30. Date of Hire (m-d-y) 131 Was employee hired or recrUited 1n Texas? 132. Length of Service in Current Position 

YES £I NO D Months 2. Years Q 
I 33. Length of s;rvice in Occupation I 

_l Months L/ Years~ 
34. Employee Payroll Classification Code 135. Occupation of Injured Worker 

H£L Pf'IQ 
36 Rate of Pay at this Job 137. Full Work Week is• _ 138. Last Paycheck was• 

Hourly $~Weekly 4 0 Hours _.!z_ Days $~for ~ours 1

39. Is employee an Owner, Partner, 
or Corporate Officer? 

or-- Days YES D NO 1.\J 

40. Name and Title of Person Completing Form 41. Name of Business it I 5( . $; lr)( , A-ta bAt:.. ka_~-z. R . %e-f'lf1 \/'.. 21 ....._ CE<; E11V~non men t'~ f''f-Jv,ce -' 
42. Business Mailing Address and Telephone Number 43. Business Location (If different from mailing address) 

Street or P .0. Box /2rc., ~ Telephone Number and Street 

4q04 t$?,~ggs c113> 6'7 6 -J4 6 D 
City State Zip Code City State Zip Code 

ttO U STorJ IV.. /?Ol \ 
44. Federal Tax Identification Number 145. Primary North American Industry Classification System 146. Specific NAICS Code 147. Texas Comptroller Taxpayer No. 

?6-o5'qzqs:; Code (6 digit) J 5 "-- 2- c6 digit) 6'6ZZ1q /76 Oi:J'-1 zq8s-Lf 
48. Workers' Compensation lnsuranc~omp~y 49. Policy Number 

Tt.,._o,s A11A 1.---.0 TSF 0{)01086011-L/ 
50. Did you request accident prevention services in past 12 months? 

YES[! NOD lfyes. did y2u receive them? YES (:il NOD 
51. Sif)ture and Titi~RUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING) 

X "- A J~ -i2 ... +.1L-- Date <?;-'21 -"ZoP7 

DWC FORM-1 (Rev. 10/05) Page 3 1111 n1111 ~ lllllllllllllllllll DIVISION OF WORKERS' COMPENSATION 
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Employee Acknowledgment of Workers' Compensation Network 

I have received information that tells me hov, to get health care under my employer's workers· 
compensation insurance. 

- -

If! am hurt ot;,)hejopnd live in a service area described in this inforn~_9tion. ~understand th.at: 

I. I must choose a treating doctor from the list of doctors in the network. Or, I may ask my 
HMO primary care physician to agree to serve as my treating doctor. If I select my HMO 
primary care physician as my treating doctor, 1 will call Texas Mutual at (800) 859-5995, 
extension 2880 to notify them of my choice. 

2. lmust go to my treating doctor for all health care for my injury. If I need a specialist. my 
treating doctor wi II refer me. If I need emergency care, I may go anywhere. 

3. The insurance carrier will pay the treating doctor and other network providers. 
4. I might have to pay the bi II if I get health care from someone other than a network doctor 

without network approval. 
5. Making a false or fraudulent workers' compensation claim is a crime that may result in 

fines and or imprisonment. 

Signature Date 

Printed Name 

1 live at: 
Street Address 

City State Zip Code 

Name of Employer: CE~ Env< ~~cnrnt~;~ SeC\,,:~ Q/); Inc, 

Name of Network: Texas Star Network,,.,,,, 

Network service areas are subject to change. 
Call (800) 381-8067 if you need a network treati~_Qrovider. 
Please indicate whether this is the: 

W Initial Employee Notification 

rlJ Injury Notification (Date of Injury: Q2__/ zq I ZOo/) 

DO NOT RETURN THIS FORM TO TEXAS MUTUAL 
INSl1RJ\NCE COMPANY UNLESS REQUESTED 

Employee Notice of Network Requirements- OJ/06 Page 8 of8 

EPAH0043000040 
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DATE/TIME = AUG-29-2007 14:40 

JOURNAL No. = 115 

COMM. RESULT = OK 

PAGE(S) = 003 

DURATION = 00:00:28 

FILE No. = 036 

MODE = MEMORY TRANSMISSION 

DESTINATION = 15122243889 

RECEIVED ID = 
RESOLUTION = STD 

-CES Environmental svcs. -

EPAH0043000041 



(b) (4)

08/29/07 14:26 To: Dan Bowman 7136761676 Pg 001 

Employee - You are required to report your inJury to your employer within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from the Texas Workers' Compensation Commission and may be entitled 

to cer1am med1cal and 1ncome benefits. For further 1nformat1on call your local 
Commission field office rY 1(800)-252-7031. 

Trabajador- Es necesano que usted reporte su lesiOn a su empleadordentro de 30 dias a partir 
del dia en que se les10n6, s1 su em~eador t1ene seguro de cornpensaa6n para traba13dores. Ia 

Comisi6n Te]ana de Compensaa6n para Traba.Jadores le ofrece asistencia gratu1ta, tambiOO 

Pn~g~a2~~ 1~;~~ 81f2ng~c~f~~ C: ~~~~~~~~~~3oot2~r~~l Y monetarios. Para mayor 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

5. Doc:..1or's Name and Degree 

John M. Sanchez, MD 
(for transmission 
purposes only) 

Being Sent 

1. ln1ured Emf>oyee's Name 

Ronnie L Morales 

6. Clinic/Facility Name 9 Employer's Name 

CES Environmental 

. Emf>oyee's Description of ln1ury/Accident 

Patient states :"I was working a hose busted and I 
got chemical on my face and neck" 

7947 

State 

TX 77029 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 1J(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
(g](a) will allow the employee to return to work as of 08/29/2007 (date) without restrictions. 

O(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 
expected to last through (date). 

O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing 00000 __ 

Sitting 00000 _ 

Kneeling/Squatting 0 0 0 0 0 __ 

Bending/Stooping 00000 __ 

Pushing/Pulling 0 0 0 0 0 __ 
Twisting 00000 __ 

Other: 00000 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 __ 

Climbing stairs/laddersOOOOO __ 

Grasping/Squeezing 00000 __ 

Wrist flexion/extension 0 0 0 0 0 __ _ 

Reaching 0 0 0 0 0 __ 

Overhead Reaching 0 0 0 0 0 __ 

Keyboarding 00000 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable): ~O::.t::.:h.:::.:er,;:;;: ====......!::::O:::!..!:::O:::!..!:::O:..!:::O:.!O!::::::!..==-~ 
0 L Hand/Wrist 

0 L Arm 

OL Leg 

0 L FooVAnkle 

00ther: 

0 R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 R Arm 0 Neck 0 May not lift/carry objects more than __ lbs 

0 R Leg 0 Back for more than __ hours per day 

0 R FooVAnkle 0 May not perform any lifting/carrying 

0 Other: __________ _ 

16. OTHER RESTRICTIONS (if any): 

•These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patien 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 
~1. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 SiVStrelch breaks of ____per __ 

0 Must wear splinVcast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 __ hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Must keep _________ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact with:. _____ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must lake prescription medicalion(s) 

0 Advised to lake over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

. . ~ Evaluation by the lreati ng doctor on 08/31/2007 (dale) at 11:45 am am/pm 
692.41 Contact dermat111s and other eczema du D 

Referral to/Consult with on (date) at_ _ am/pm 

I-----------------~FJ= Physical medicine __ X per week for_weeks starting on (date) at am/pm 
~Special studies (list): on (date) at am/pm 

I-----------------11'-,J None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated 

Dale I T1me of ViSit 

08/29/2007 11 :42 ar 
Discharge Time 

08/29/2007 02:13 pr 

EMPLOYEE'S SIGNATURE 

DWC FORM-73 (Rev. 10/05) Page 1 

DOCTOR'S SIGNATURE Visit Type: Role of Doctor: I&) Treating doctor 

~ Initial 0 Designated doctor D Referral doctor 
D Carrier-selected RME D Consulting doctor 

D Follow-up O DWC-selected RME D Other doctor 

111111111111111111111111111111111111111111111111111111111111 
DIVISION OF WORKERS' COMPENSATION 

EPAH0043000042 



(b) (4)
(b) (4)

Claim Number: Concentra Medical Centers 
109091-10 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physician Activity Status Report 

Service Date: 08/29/2007 
Case Date: 08/29/2007 

Patient: Morales, Ronnie L. 

SSN:
Address: 

Home: 

Work: Ext.: 

Employer Location: CES Environmental 
Address: 4904 Griggs Rd 

HOUSTON, TX 77021 
Auth. by: HSE Manager 

Contact: Prabhakar Thangudu 
Role: DER/Primary 
Phone: (713) 676-1460 Ext.: 

Fax: (713)676-1676 

This Visit: Time In: 11:40 am Time Out: 02:13pm Recordable: No Visit Type: New 

Treating Provider: John M. Sanchez, MD Medications: 

Diagnosis:692.41 Contact dermatitis and other eczema due to chemical expo D Dispensed Prescription Medication to Patient 
D Dispensed Over-The-Counter Prescription 

D Written Prescription given to Patient 

Patient Status: 

Regular Activity - Returning for follow-up visit 

Remarks: 

Employer Notice: 

Return to regular duty on 08/29/2007 

The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 
employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: 09/11/2007 Actual Date of Maximum Medical Improvement: 

Next Visit(s): Patient Notice: It is essential to your recovery that you keeiiJ your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Visit Date: Friday August 31, 2007 11:45 am 
Provider/Facility: John M. Sanchez, MD 

Activity Status Report © 1996- 2007 Concentra Health Services, Inc. All Rights Reserved. AAIEEO Employer Revision Date: 10/31/2002 

EPAH0043000043 



Date of Service: 08/29/2007 
Date of Injury: 08/29/2007 

Attn: Prabhakar Thangudu 
CES Environmental 
4904 Griggs Rd 
HOUSTON, TX 77021 

Dear Prabhakar Thangudu : 

.~ CONCENTRA 
~· HEALTH SERVICES 

Your employee Ronnie L. Morales received treatment for a new work 
related injury at our CMC- Houston 1-10 East clinic on 08/29/2007. 

The billings for this injury care will be sent to Texas Mutual Insurance Company. Please help us provide 
the best care to your injured employee by filing the Employer's First Report of Injury with 
your carrier, if not already filed. This will ensure timely reporting and management of 
this workers' compensation claim. 

If you have any questions or the above information is incorrect, please call our office or 
fax any changes to the attention of the Billing Department. 

Sincerely, 

CMC- Houston 1-10 East 
Central Business Office 
800-733-7098 
972-458-7678 

EPAH0043000044 



(b) (4)

Emplqyee- You are required to report your injury to your employer within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from the Texas Workers' Compensation Commission and may be entitled 
to certai~ medical and income benefits. For further information call your local 
Commission field office or 1 (800)-252-7031. 

Trabajador- Es necesario que usted reporte su lesion a su empleador dentro de 30 d1as a partir 
del dfa en que se lesion6, si su em pleader tiene seguro de compensaci6n para trabajadores. Ia 

Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistencia gratuita, tam bien 

puede que usted tenga derecho a ciertos beneficios medicos y monetarios. Para mayor 
Informacion llame a Ia oficina local de Ia Comision 1-800-252-7031. 

TEXAS WORKERS' COMPENSATION WORK ST 
PART 1: GENERAL INFORMATION 
1. Injured Employee's Name 

Ronnie L. Morales 

Date of Injury 

Employee's Description 

Patient states :"1 was working a hose busted and I 
got chemical on my face and neck" 

5. Doctor's Name and Degree 
John M. Sanchez, MD 

6. Clinic/Facility Name 

CMC - Houston 1-1 0 East 
. Clinic/Facility/Doctor Phone & Fax 

(713)973-7947 

Address (street address) 

10909 1-10 East Frwy 

State Zip 

Houston TX 77029 

(713)676-1676 

11. Insurance Carrier 

Texas Mutual Insurance Company 
#or Email Address (if known) 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

0(a) will allow the employee to return to work as of 08/29/2007 (date) without restrictions. 

O(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 

expected to last through (date). 

O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing 00000 __ 
Sitting 00000 __ 
Kneeling/Squatting 0 0 0 0 0 __ 
Bending/Stooping 0 0 0 0 0 __ 
Pushing/Pulling 0 0 0 0 0 __ 
Twisting 0 0 0 0 0 __ 
Other: 00000 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 __ 
Climbing stairs/ladders 0 0 0 0 0 
Grasping/Squeezing 0 0 0 0 0 __ 
Wrist flexion/extension 0 0 0 0 0 
Reaching 0 0 0 0 0 __ 
Overhead Reaching 0 0 0 0 0 __ 
Keyboarding 0 0 0 0 0 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable):t-0=-t::.:.he::.r.:.::: ====-=0=-.=0=-.=0=..:0===.20::::=..:==-----4 
0 L Hand/Wrist 

0 L Arm 

0 L Leg 

0 L Foot/Ankle 

Oother: 

0 R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 R Arm 0 Neck 0 May not lift/carry objects more than __ lbs 

0 R Leg 0 Back for more than __ hours per day 

0 R Foot/Ankle 0 May not perform any lifting/carrying 

0 Other: ' 

16. OTHER RESTRICTIONS (if any): 

'These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note -these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 
21. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 

~ Evaluation by the treating doctor on 08/31/2007 
692.41 Contact dermatitis and other eczema due D Referral to/Consult with on 

D Physical medicine __ X per week for _weeks starting on 

D Special studies (list): on 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of __ per __ 

0 Must wear splint/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Must keep _______ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact with: _____ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

(date) at 11:45 am am/pm 

(date) at am/pm 

(date) at am/pm 

(date) at am/pm 

D None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated 

Date I Time of Visit EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: KJ Treating doctor 
08/29/2007 11 :42 arr ~ Initial D Designated doctor D Referral doctor 
Discharge Time D Carrier-selected RME D Consulting doctor 
08/29/2007 02:13 prr D Follow-up D DWC-selected RME D Other doctor 

DWC FORM-73 (Rev. 10/05) Page 1 
111111111111111111111111111111111111111111111111111111111111 
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Advanced Toxicology Network 
4900 Outland Center Drive Ste 103 

MEMPHIS, TN 38118 
(888) 290-1150 

UDS Result Form 

Result Information 

Center: 
Address: 

City: 

Attn: 

Patient Name : 

Patient SSN : 

Profile: 

Reason: 

Rejection: 

CMC- Houston 1-10 East 
10909 1-10 East Frwy 
Houston, TX 77029 

CMC!TX-HOUSTON 1-10 EAST 

DRUG SCREEN: 10 PANEL 

Post Accident 

Date Collected : 08/29/2007 

Date Received : 08/30/2007 
Date Reported : 08/30/2007 

Time: 2:10PM 

Time: 12:10 AM 

Time : 3:06AM 

Screened Summary 

Drug Cutoff/GCMS Cutoff/Screen 

Amphetamine 500 1000 

Barbiturates 200 300 

Benzodiazepines 200 300 

Benzoyleogonine 150 300 

Carboxy-THe 15 50 

Methadone 200 300 

Methaqualone 200 300 

Opiates 2000 2000 

Propoxyphene 200 300 

Phencyclidine 25 25 

Result Summary 

Date Printed: 08/30/2007 07:35:30 

Specimen ID : 

Result: 
Status: 

Sub Acct: 

NEGATIVE 
Reported 

NDOT 

Contact Name : Prabhakar Thangudu 
Location : CES Environmental 
Mail Address: 4904 Griggs Rd 

HOUSTON,TX 77021 

Creatinine : 

Ph: 

Specific Grav : 

Comment Summary 

Comment 

Janet Putnam, 
Lab Director 

Page 1 of 1 

EPAH0043000046 

(b) (4)

(b) (4)



CUSTODY AND CONTROL FORM 
(DO NOT USE THIS FORM FOR D.O.T. COLLECTIONS) 

31 /: ··:p:: 7 ~64 
-~·r: 'U<j \..;:' : .,) 

ADVANCED TOXICOLOGY NETWORK, 
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE 3560 Air Center Cove, Memphis, TN 38118 (888)222-4894 

A. Employer Name, Address, J.D. No. B. MRO Name, Address, Phone and Fax No. 

... ~~ ..--'·:: '. ~"' ··: ;~ -s ~~ 1''1 . . :~):i 

.. . ~ 

l., 
C. Donor Information Note: Donor I1llll1 sign HIPAA authorization on back of copy 1 

SSN D. ~~~u~t~;:~v:~w • ":;;;· !-• 

First 
Name 

Last 
Name 

Alt. 
ID 

Donor 
Phone 

(Daytime) 

Donor 
Phone 

(Evening) 

() ("' r,. )('\ i .. LL 

f\: (.. . l r I' \ (\ .( ) 
"'lc- ·~~ 

(optional) 

":l r"\ 
'') ! ~:, 

(optional) 

Donor Certification: 

M.I.L 

I certify that I provided my urine specimen to the collector; that I have not 
adulterated it in any manner; that each specimen bottle used was sealed with a 
tamper-evident seal in my presence; and that the information provided on this 
form and on the label affixed to each specimen bottle is correct 

1 . t·)<,. "/( \ : Y1 
IX :J: ···. ·· .... c. ,...,·1!:.· \ • ...r 1J d'· • ..... 

E. Reason for Test 

D Pre-employment D Random D Reasonable Suspicion/Cause 

JX1 Post Accident D Post Injury D Return to Duty D Follow-up 

"\ . D Other(specify): _________________ _ 

8 }(;i)l.;fi: Cr.t\.~)\3- r?::::FtEZ:.M; :.ii t~ '·'i.!~T~ ~- ~·, E:tt~~~nl:,l 

' :{., '.~~:( ·r:~ ~:~ ;-... ~; rt;,r ... ~;) 'i~ ;i,.l~r:,~. ~ ~ ~' '•': . . ··~ t' 

·,~-~~--------S-ig-na-tu•re•o-ID•o-no•'----------------D•••'•-IM•M-/D_D_N_Y_I ____ ._ ________________________________________________________________________ -4 

G. Collection Site Information 

~~~:!..:· ·;:, ~, i. :!f-~S.:;~;:2~ 
t:J\. ••:, ~r !' Pll: ia: !;!;,<:\' 

> -~ l:.<); :i 

STEP 2: COMPLETED BY COLLECTOR 

Read specimen te~ature within 4 minutes. Is temperature between 
90° and 100° F? V'\J YES 0 NO, enter remarks , \ 
REMARKS: 

Site ID # 

I 
Speci!'Nln.,Collection: 

/JtfSingle 
r \ 

·.: 

STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). 
STEP 4· CHAIN OF CUSTODY -INITIATED BY COLLECTOR AND COMPLETED BY LABORATORY 

D Split 

Collection Site Phone No. 

Collection Site Fax No. 

I 
D Observed: 

(Enter Remarks Below) 

I ce'~ t~at:the sp~cim~n given to me by the donor identified above ~as collec~~· labeled, sealed and released to the Delivery Service noted, in accordance with applicable requirements. 

X . l \ i· 1 " ~ • '\) (~ SPECIMEN BOTTLE(S) RELEASED TO: 
• :_, ~ "' Sig~~turebfCollector .. ,,"Time o Collection .,..,, .. ., • ~ 

'J ', :11 ' i" \ \--Ct:, "" ), .• \J'bJ..'!~.-:1 .._ 1;Q:J~Ii!?. ; 
PRINT Collector'S Name (First Ml Last) Date (MM/DD!YY) Name of Delivery SeiVice Transferring Specimen to Laboratory 

RECEIVED AT LABORATORY 
Primary Specimen Bottle Seal 

SPECIMEN BOTTLE(S) RELEASED TO: 

X .. Intact? 

Signature of Accessioner Yes No .. D D ~·: ttr.-1 p'\·~r~:!r:~· ;~t-,··7r~:·.tt!! 
PRINT Accessioner's Name (First Ml Last) Date (MM/00/YY) enter remarks below 

COPY 4 - EMPLOYER COPY 

EPAH0043000047 
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(b) (4)

Alcohol Testing Form (Non-DOT) 
.... (The instructions for completing this form are on the hac ~'of Copy 3) 

STEP 1: TO BE COMPLETED BY ru."''"''-" .. .._....., 

(Print) 

B: SSN or Employee ID No. 

C: Employer Name 

Street 

City,STZIP 

DERNameand 

Telephone No. 
DERName 

D: Reason for Test: 0Random 0Reasonable Snsp. 

I 

~\~ lt1lfl ~~~ 0 
DER (Area Code & Phone Number) 

ost-Accident 0Return to Duty 0Follow-up 0Pre-employment 

STEP 2: TO BE COMPLETED BY EMPLOYEE 

I certify that I am about to submit to alcohol testing and that tbe identifying information provided on the form is 
true and correct. 

i~ of Employee Date 

f STEP 3: TO BE COMPLETED BY ALCOHOL TECHNICIAN l (If tbe technician conducting tbe screening test is not the same technician who will be conducting the 
· confirmation test, each technician must complete their own form.) I certify that I have conducted alcohol testing 

I on the above named individual, that I am qualified to operate the testing device(s) identified, and that the results 
are as recorded. 

I 
I 

TECHNICIAN:«BAT 0 STT DEVICE: 0 SALIVA ~KEATH* IS-Minute Wait: DYes o 

SCREENING~: (For BREATH DEVICE* write in the space below f1I1b! if the testing device is not designed to JlLim..) 

Test# Testing Device Name Device Serial# OR Lot# & Exp. Date Activation Time Reading Time Result 

CONFIRMATION TEST: Results MUST be affixed to each copy of this form or printed directly onto the form. 

REMARKS: _____________________________________________________________ ___ 

Compaj C\t3tate, en 
3 

l'\ tt 3 
Phone Number (Area Code & Nu~r I l 

=------:~-=:-~::-::---:--"'------------------- Date Month 

f STEP 4: TO BE COMPLETED BY EMPLOYEE IF TEST RESULT IS POSITIVE--

I
' I certify that I have submitted to the alcohol test, the results of which are accurately recorded on this form. I 

understand that I must not drive, perform safety-sensitive duties, or operate heavy equipment because the 
results are positive. 

L Signature of Employee 
----------.---.-----
nate i\lonth lla~ I Year 

471-FS-C3 (Rev. 6/01) 6363 

COPY 1 - ORIGINAL - FORWARD TO THE EMPLOYER 

'. ··'· ... _tt·iON I TOF: 

::XREEtHt·lG 
·:.-~1 OL 

, ";:.i!l AUTO 

TEST 
Tit1E 
14:05 
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l.exasMmuar 
08/30/2007 

C E S ENVIRONMENTAL SERVICES I 

4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Insurance Company 

FOR FAST AND EASY CLAIM REPORTING, FILE YOUR CLAIMS ON-LINE AT 
www.texasmutual.com 

Texas Mutual Insurance Company has received notice of an injury that 
occurred on 08/29/2007 to MORALES, RONNIE L. 
The carrier ~laim number assigned to this claim is 99H0000501942. 

FOR POLICYHOLDERS WHO HAVE SELECTED THE NETWORK OPTION ONLY - If you 
have network coverage at the time of the injury, you are required to 
obtain a second Employee Acknowledgement of Workers' Compensation 
Network Form. Please submit a copy of the second acknowledgement form 
to Texas Mutual. If you wish to speak to a TMI representative please 
call 1-800-859-5995. You may also refer to www.texasmutual.com for 
more information. 

To review specific claim information, you may use our online system 
available through our website, http://www.texasmutual.com. If you do 
not have a Texas Mutual on-line services ID, please call Texas Mutual 
at (800) 859-5995 to obtain an ID. 

Please refer to the Texas Department of Insurance, Division of 
' ers' Compensation at http://www.tdi.state.tx.us for additional 

,rmation including employer and employee rights and responsibilities. 

Texas Mutual has contracted with ScripNet to ensure your employees 
obtain the prescription drugs needed to treat their work related 
injury. ScripNet is available seven days a week at 1-888-880-8562 to 
obtain a list of network pharmacies in your area or log on to 
http://www.scripnet.com. 

For your records, below is a copy of the information used to establish 
this claim. Any additional claim, payment or employee wage information can be 
can be faxed to us at (512) 224-3889. 

Policy Number: TSF0001086044 
Employee Name: RONNIE MORALES 
Social Security Number:  
Date of Birth: 
Marital Status: Married 
Gender: M 
Dependents: 
Spoken Language: English 
Home Phone: 
Employee Address 1:  
Employee Address 2: 
City/State/Zip:  
County:  
Email Address: 
Hire Date: 
Hire State: TX 
Partner/Officer/Owner?: N 
Occupation: HELPER 
Rate of Pay: 
Frequency of Payment: Hourly 
Work Week: 

Pay Check:
L .k was for: 

Texas Mutual Insurance Company 
6210 E Highway 290, Austin, Texas 78723-1098 

512.322.3800 /800.859.5995/fax 877.404.7999/www.texasmutual.com 
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Check Period Start Date: I /0 
Check Period End Date: 
Is Employer planning to continue Employee's salary ?: 
If Yes, Gross Amount of Continued Salary: 000000 

rney/Representation ?: N 
L ~ of Injury: 08/29/2007 
Time of Injury: 10:15:00 
Date Lost Time Began: 10:15:00 
Date Reported to Employer: 08/29/2007 
Employee Working Regular Job: Y 
Return to Work Date: I /0 
Body Part: MOUTH 
Nature: UNKNOWN/NOT REPORTED 
Cause: MISC. CAUSES-ABSORB, INGEST OR INHALATION, NOC 
Description: VOCAL AREA. CAUSTIC HOSE BROKE LOOSE SPRAYING CO 
Injury Address: 4904 GRIGGS RD 
City/State/Zip: HOUSTON TX 77021-
County: HARRIS 
Witness Name: ROLANDO SOTO 
Witness Phone: ( ) 
Fatality?: N 
Physician Name: 
Physician Phone: 
Physician Email: 
Tax ID Number: 76-0592985 
Customer Location ID: 
Business Name: C E S ENVIRONMENTAL SERVICES I 
Business Address 1: 4904 GRIGGS RD 
Business Address 2: 
City/State/Zip: HOUSTON TX 77021-3208 
Employers Phone: (713) 676-1460 
Supervisor's Name: BRIAN WEATHERS 
Supervisor's Phone: 
Supv.Email: 
Preparer's Name: PRABHAKAR THANGUDU 
Preparer's Phone: (713) 676-1460 
Prep Email: 
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U.S. Postal Service . 
CERtiFIED MAIL' RECEJPT 
(Domestic Mail Only; No lnsu;ance "6!fterage Provided) 

;-::t·St"1D~YR TX 7?~1}'.:, 
~-------,· 

Postage I$ tO,i!L_~ ,-y,~.,.., ,."' .. ,:::::: r~2.65 ___ j f)( 

(Endorsement Requ1red1 ~ ·$-2~ 1.~3 -·-~--J 
Restricted Delivery Fee ! 

(Endorsement ReqLnred,l __ _!S~~YL ____ ] 
I 

Total Postage & Fees _$ __ .. ·~::'~Z_L ___ .]0'1/11/;;::007 

i::>ostmark 

Here 
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FOSTER PLACE STATION 
HOUSTON, Texas 

770219998 
4841490027-0097 

09/11/2007 (800)275-8777 01:17:58 PM 

====Sales Receipt ==== 
Product 
Description 

Sale Un'it 
Qty Price 

Final 
Price 

PASADENA TX 77506 $0.41 
Zone-1 First-Class 
Letter 
0.80 oz. 
Return Rcpt (Green $2.15 
Card) 
Certified $2.65 
Label #: 70021000000544232459 

Issue PVI: 

Total: 

Paid by: 
Cash 

Order stamP'- ,.t ,,~i'r 

ca 11 1--800-St a :•t ~ :l• 
USPS.con1,' I .. · '': , 'i' t1 
shipfJlti';J .,~ e r 

ot ht:' \• t 111\dl I 

~~~r [!SPJ 

i~ ·I I~. 10003002: · 
C1erk:06 

!t' 

A 11 sa 1 eb f ina 1 o; : :.:. ! 

' I . 

Refunds for guarant•:t :1, ' 

$5.21 

$5.21 

$5.21 

Thank you for ~~h.i bliSIIJess. 

************************************ 
*****·····~···~·+tt•·~·4·· i ' ''* 

HE:JP US SERVF ' 

TELL US ABOUT YOLR RECENT 
POSTAL EXPERI~NCE 

YOUR OPINION COUNTS 
************i*~****t•*************** 
**************•*;'••!*************** 

Customer Copy 
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SENDER: COMPLETE THIS SECTION 

• Complete items 1, 2, and 3. Also complete 
item 4 if Restricted Delivery is desired. 

• Print your name and address on the reverse 
• so that we can return the card to you. 
' · Attach this card to the back of the mailpiece, 

or on the front if space permits. 

· 1. Article Addressed to: 

~~s wwty~\uMe~ 
CUtld CUivt VOV\vt'l.ttrtld 

A tl.N CflJf(\l s V'J ClM;/ 
Kfl NY\'\~ 
·vtG~~·rx 11~1e 

3. Service Type 
0 Certified Mall 

0 Registered 
0 Insured Mail 

0 Express Mall 
0 Return Receipt for Merchandise 
0 C.O.D. 

4. Restricted Delivery? (Extra Fee) 0 Yes 

2. Article Number 

(Transfer from service labeQ 7002 1000 0005 4423 2459 
PS Form 3811, February 2004 Domestic Return Receipt 1 02595·02·M·1540 : 
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UNITED STATES POSTAL SERVICE 

I 
First-Class Mail 
Postage & Fees Paid 
USPS 
l?ermit No. G-10 

• Sender: Please print your name, address, and ~(P+4 in this box'• 

Gt;S r;n" 1 ro·n fn.un tz--e.f 
ti...a . ,, (1 

~~~·:~~au 

IiI" IiI I I I I i \l\ I I\, i Ill\\,, \i l\ I i ,\l i \IIi IIi I \\IIIIi\ I\ IIi Ill 
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September 7, 2007 

To: James Walls 

CES Environmental 
Services, Inc. 

Harris County Public Health & Environmental Services 
I 07 N; Munger 
Pasadena, Texas 77506 

From: Karl A. Guidry 
HSEManager 
CES Environmental Inc. 
4904 Griggs Rd. 
Houston, Texas 77021 

Re: Violation Letter Dated August 28, 2007 

CERTIFIED MAIL- RETURN RECEIPT REQUESTED 

Dear Mr. Walls, 

This response is submitted in reference to your letter dated August 28, 2007 regarding an August 
14,2007 violation ofthe Texas Water Code: Section 26.12 (a) and Harris County Storm Water 
Regulations PartE, Section 1.02 

Summary: 

A CES Environmental driver was on site at 6500 Brittmoore Rd to vacuum drums of gear oil. 

Total number of drums cleared was thirty (30) each containing~ fifty (50) gallons of gear oil. 

Upon completion of clearing drums of their content, the CES driver noticed gear oil product 

leaking from the main vacuum truck door seal. CES Environmental and facility personnel 

estimated~ seven hundred gallons of gear oil spilled onto the customers' property and entered 

into the facility drainage system. 

Immediate Corrective Action 

I. CES Vacuum truck 104 already onsite began clean-up operations. 

2. CES Account Manager Gary Brauckman on site, notified CES Dispatch of spill. 

3. 11 :30 am- CES Environmental Manager Karl Guidry arrived on site and began 

assessment of situation. 

4. 11 :30 am- CES Vacuum Tanker 259 arrived on site. 

EPAH0043000056 



5. II :3 0 am - CES Vacuum Trailer 204 arrived on site. 

6. CES personnel verified level in vacuum truck estimated to be ~ 800 gallons. 

7. CES personnel estimated ~ 700 gallons of gear oil spilled onto clients property. 

8. 11:45 am - CES Spill Response Crew began clean-up operations in spill area. 

9. CES and facilitY personnel assessed facility sumps and retention pond and found 

evidence of large volume of spill contents in sump near facility warehouse 2. 

10. No evidence of spill contents in retention pond. (Cole Creek) Preventative measures 

taken include placement of 12' and 6' oil booms at retention pond inlet and two sumps. 

11. Manhole on Brittmoore Road was pulled and no evidence of spill contents found. 

12. Karl Guidry notified David Buster of City of Houston Public Works and Engineering and 

Denise Hall of Harris County Pollution Control of the situation and need for assessment 

of impact on public water way. 

13. Facility personnel notified TCEQ and U.S. Coast Guard to apprise them of the situation. 

14. 2: 15 pm- Ground level clean-up complete. Approved by facility personnel. 

15. 2:30pm- CES staged equipment and began skimming process from facility sumps. 

16. CES 20.000 gallon capacity frac tank arrived on site. 

17. Maverick Thigpen, Environmental Investigator for City of Houston arrived to assess 

manholes on Brittmoore. Verified no spill product in manhole or public waterway. 

18. Lee Nunn, Emergency Response Specialist ofHarris County Public Health & 

Environmental Services arrived on site to assess situation. Verified no spill contents in 

manholes on Brittmoore and no spill content impact on nearest public waterway 

identified by Harris County as Cole Creek (facility retention pond). 

19. Line jetting truck arrived on site and staged for line jetting facility drains. 

20. 6:00 pm- Facility drains were jetted using 2.000 psi and 82 gpm - first time. 

Anthony Williams of U.S. Coast Guard arrived onsite to assess situation and informed 

CES and facility personnel no action will be taken by U.S. Coast Guard. Mr. Williams 

informed all persons involved in the cleanup the Coast Guard responded as part of the 

TCEQ protocol requiring Coast Guard notification when public waterways are at risk of 

being impacted by an environmental event. The Coast Guard determined the location of 

the spill was so far away from the Houston Ship Channel it required no action on their 

part. 
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Conclusion 

Approximately 98% of spill volume was removed from facility sumps using a vacuum skimming 
process over a two day period. CES Environmental also jet cleaned drainage pipes and resumed 
skimming operations. Clean-up efforts were approved and results accepted by facility 
management personnel. Total spill volume estimated to remain in facility drainage system is 14 
gallons, primarily material attached to concrete walls of drainage system. At no time did any gear 
oil from the spill ever reached Cole Creek, the nearest public waterway which could have been 
impacted. 

-If you have any questions regarding this response, please contact nie af713-676-1460 Office, 
832-287-0862 Cell or kguidy@cesenvironmental.com. 

Rlrs, , 
;..~uidry 
HSEmanager 
CES Environmental, Inc. 
4904 Griggs Rd. 
Houston, Texas 77021 
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Uorminia l'alacio. M.D .• \t,I'.H. 
L.xe~:uti\ ~ Dirc~:toJ 
2223 Wc~t l.tl(IP South 
lluu~Lon. T~:\as 77027 
rl'lc: ( 71 i 1 U9-6000 
Fa\ l 71.-..) I.W·Nl80 

Harris County 

HCPHES 
Public Health & Environmental Services 

August 28, 2007 

VIOLATION NOTICE 

CES Environmental Services, Inc. 
4904 Griggs Road 
Houston, TX 77021 

Dear Sir or Madam: 

B. Z. (Hud) Karachi" ala, \I.S ... \1.8 .. \. 
Dircclor 
Em ironnK·ntnl Public Hc<tlth [)j, 1s1on 
1071' . .\Iunger 
Pasadena. TX 77506 
Telc· (7i.l) 740-870.1 
hi\: (71.11-177-H%.\ 

The circumstances described below constitute violations of Chapter 26 of the Texas 
Water Code and Harris County Storm Water Regulations. You are requested to inform 
this office in writing within ten (1 0) days of the steps being taken to be in compliance 
with this law and to prevent recurrence. If the services of a consultant have been used in 
making your response, please provide us with their name and address. 

NAME OF OFFENDER: CES Environmental Services, Inc. 

PERSON(S) CONTACTED: Karl Guidry 

NATURE OF VIOLATION: 

On August 14, 2007 at 2:30 p m., Lee Nunn of this office conducted an 
investigation at the LeTourneau Technologies Facility located at 6500 Brittmoore 
Rd. As a result of this investigation, it was determined that CES Environmental 
Services, Inc. is in violation of the following section of the Texas Water Code: 

Section 26.121(a) 
may: 

Except as authorized by the commission, no person 

www.hcphes.org 
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VIOLATION NOTICE 
CES Environmental Services, Inc. 
August 28, 2007 
Page 2 

(1) discharge sewage, municipal waste, recreational waste, agricultural 
waste, or industrial waste into or adjacent to any water in the 
state; ... 

A CES Environmental Services, Inc. vacuum truck discharged approximately 700 
gallons of waste oil into the storm drain system at the LeTourneau Technologies 
Facility which empties into Cole Creek. 

Consequently, you are in violation of the following regulation: 

Harris County Storm Water Regulations PartE, Section 1.02 

(a) No person shall discharge or cause to be discharged into the Municipal 
Separate Storm Sewer System (MS4) anything that is not composed 
entirely of storm water except the following: 

1. A discharge authorized by, and in full compliance with, an 
NPDES or TPDES permit (other than an NPDES permit issued 
to a governmental entity for discharges from the MS4) ... 

25. 000 

Under the Texas Water Code you are subject to civil penalties of $50 to $25,000 per day, 
criminal penalties of up to $250,000 per day or more for each violation, and possible 
confinement up to 10 years or more. Under the Regulations of Harris County for Storm 
Water Quality Management, you may be subject to civil penalties up to $1,000 per day. 
A case-by-case review is conducted when each Violation Notice is issued. The ultimate 
disposition of each case is dependent upon factors such as the nature, magnitude and 
duration of this violation, steps taken to mitigate the violation, previous violations, and 
the contents of any response received. In the event that further enforcement action is 
appropriate, this office may file charges in a court of proper jurisdiction, as provided by 
law. Should you have any questions concerning this Violation Notice, or wish to arrange 
a conference to discuss any compliance plan, please call Lee Nunn at 713-740-8728. 

LN/tr 
I:}N-

~s=:,LvJlb 
.,f\:>1" . Z. Karachiwala, Director 

nvironmental Public Health Division 

www.hcphes.org 
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Contract No. Milstead Environmental 

ENVIRONMENTAL SERVICES CONTRACT 

This Contract ("Contract"") is effective as of the 5- fL day of _____ _,_A-.--".'-iPr('--."-1----'1--------------• 20-Ll,2by and between Milstead Environmental. ("Contractor" or "MILSTEAD 

ENVIRONMENTAL") and C£5;, E-1 £};
1

(pi1.Jtelf +o. I ("Customer"). 

WHEREAS. Customer desires to establish procedures by which it may expeditiously engage the services of MILSTEAD ENVIRONMENTAL to perform hazardous materials emergency response services, oil spill response, engineering, consulting, and 
remedial on services; and 

I. 

2. 

ENVIRONMENTAL desires to establish procedures by which it may expeditiously engage to perform hazardous materials emergency response services, oil spill response, engineering, consulting, and remediation services for 
gned parties hereby agree as follows: 

""'""'-'ll~"-"e"'rl!m"'-. This Contract shall apply for the applicable term indicated below: 

[ ] Through period ending on the -------------day of -------------------------• 20 __ . 

When no option is selected above, the Contract will remain in effect for one (I) year from the date hereof and shall continue on a year to year basis unless either Party cancels it prior to that time by written notice to the other; provided, however, 
the cancellation or expiration of the term of this Contract shall not affect either Party's obligations under any Orders issued and accepted prior to such expiration or cancellation. 

Orderin~:. _ ,. 
a. In the event Customer dcsjrcs MILSTEAD ENVIRONMENTAL to perform emergency work, Customer sha&inrtiate an Order by calling MILSTEAD ENVIRONMENTAC's 24-hour emergi,ncy response tclcpiiO'n<e n;7,;;bc;:(888-942-%i8). 

or local office and identify the general scope, location and nature of the services requested. After receipt of such telephone call, a MILSTEAD ENVIRONMENTAL on-call supervisor will be contllcted and will call the Customer back and 
advise Customer of MILSTEAD ENVIRONMENTAL's response schedule. 

b. For emergency and non-emergency work, as soon after telephone notification as possible, and no later than 24 hours thereafter, Customer shall deliver the attached, executed Work Order to MILSTEAD ENVIRONMENTAL either in person 
or by telephone facsimile transmission. 

c. Customer may utilize its own Purchase Order form in lieu of the MILSTEAD ENVIRONMENTAL Work Order if the form used by Customer contains the same information as the MILSTEAD ENVIRONMENTAL Work Order, the form 
specifically incorporates all of the terms and conditions of this contract by reference and the form provides that the terms of this Contract will be incorporated therein and will supersede any conflicting terms or conditions printed on the 
Purchase Order. 

d. Failure by the customer to submit a written Work Order in accordance with sections 2. b. or 2. c. will not alter the obligation of any party under the terms and conditions of this Contract. 

3. Price. Unless otherwise indicated on the Work Order, all work performed hereunder shall be priced on a time and material basis in accordance with the MILSTEAD ENVIRONMENTAL Time and Material Rate Schedule ("Rate Schedule") 
applicable to the Work Order MILSTEAD ENVIRONMENTAL's current Rate Schedule is attached hereto as Exhibit A and incorporated herein. MILSTEAD ENVIRONMENTAL may from time to time amended its Rate Schedules or Work 
Tickets; provided, however, no amended Rate Schedule shall be effective with respect to work performed under any Work Order accepted by MILSTEAD ENV! RONMENTAL prior to MILSTEAD ENVIRONMENTAL's notification to Customer 
or Customer's review of such amended Rate Schedule or Work Ticket. 

4. lnvoicin~: and Payment. 
a. Progress Payments. MILSTEAD ENVIRONMENTAL may at its option submit periodic itemized invoices for charges accrued for work performed under any Order, less prior payments received; provided, however, it shall not submit such 

invoices more frequently than daily. For Lump Sum Work, the amount due under each Progress or Final invoice shall be the percentage of such work completed times the lump sum price. 
b. Final Invoice. After the work under an order is completed and all charges for the associated subcontracts, vendor, and reimbursable items have been received by MILSTEAD ENVIRONMENTAL, MILSTEAD ENVIRONMENTAL shall 

issue a final invoice setting forth the total amount due for the work less prior payments received. 
c. Payment. Payment is due under each progress or final invoice within 10 days after the date of the invoice unless otherwise specified by MILSTEAD ENVIRONMENTAL. Interest shall accrue on payments not received within thirty (30) days 

at the lesser of (i) the maximum lawful interest rate or (ii) one and one-half percent (I y,%) per month; or eighteen percent (18%) per annum. MILSTEAD ENVIRONMENTAL reserves the right to withhold delivery of reports and other project 
documentation pending receipt of payment. 

S. Responsibility for Payment. Customer agrees to make payment to MILSTEAD ENVIRONMENTAL for services rendered in the amounts and on the terms specified above, regardless of whether Customer or another person or entity is legally 
responsible for remediation or abatement of the environmental conditions involved, and regardless of whether Customer is entitled to reimbursement for such costs from his or from some other person's or entity's insurance carrier. 

6. Termination for Non-Payment. In the event Customer fails to make any payment when due under this Contract, MILSTEAD ENVIRONMENTAL may stop work under any Work Orders issued and accepted and may terminate this Contract 
and/or any or all Work Orders for non-payment and seek recovery of its damages from Customer. 

7. Information and Authorization. For each Work Order issued and accepted hereunder, Customer shall furnish to MILSTEAD ENVIRONMENTAL all pertinent data and information concerning the work to be performed; the nature of Customer's 
premises or site and the nature of the conditions to be remediated, including any special hazards or risks involved with such work, premises, site or conditions. Such information shall be included on the Work Order. Customer shall procure any and 
all applicable federal, state, or local approvals, consents, permits, licenses and Orders required to enable MILSTEAD ENVIRONMENTAL to perform the work contemplated hereby. 

8. Compliance with Environmental Laws. 
a. Customer hereby warrants that all material, substances, or waste to be stored, treated and/or disposed of under this Contract is the sole and exclusive property of Customer or other third party. Customer further warrants that it is not subject 

to any legal or equitable restraint or Order that prohibits the treatment, storage and/or disposal of such waste by any transporter or disposal facility . 
. b. Customer shall be solely re3pQIISible lo. the storage, handling, transportation, treatment, processing, and disppsal of any wastes, pollutants, or <J<>ntamina!ltJ; tftat are the .subject <>f thist:ontract·an<tfor full·eomplianee with provisions ol41te· 

Resource Conservation and Recovery Act, as amended ("RCRA") and all other applicabie federal, state, or local laws, statutes, or regulations governing the treatment, transportation, storage, or disposal of waste or material. 
c. The parties hereto agree that MILSTEAD ENVIRONMENTAL is not and shall not be considered (i) the owner of material, substances, or wastes noted in the Scope of Work; (ii) the operator of a waste management facility; (iii) the generator, 

storer, or disposer of-hazardous or solid waste; (iv) to have arranged for the transportation or disposal of any wastes, pollutants, or contaminants by virtue of the performance of this Contract or anything contained herein, as those terms are 
used in RCRA, the Comprehensive Environmental Response, Compensation and Liability Act, as amended, or any other federal or state statute or regulation governing the treatment, transportation, storage, or disposal of materials or wastes. 

d. In the event that Customer requests MILSTEAD ENVIRONMENTAL's assistance in meeting Customer's obligations as set forth herein, MILSTEAD ENVIRONMENTAL as requested by Customer may (i) collect samples and perform 
analytical testing to assist Customer in the characterization of waste for the purpose of Customer's manifests; (ii) identify a number of potential transporters and disposal facilities from which Customer may select in accomplishing the 
transportation and disposal of collected waste; (iii) draft the technical provisions of contracts or purchase Orders and prepare manifests implementing Customer's selection of a transporter and/or disposal facility for review and execution 
solely by Customer. · 

9. Access to Work Site. Customer shall secure all approvals, easements, licenses, and rights-of-way necessary for MILSTEAD ENVIRONMENTAL to access the work site under any Work Order issued and accepted hereunder. Customer warrants 
that any right-of-way provided to or from any work site shall be suitable for the size and weight of vehicles employed by MILSTEAD ENVIRONMENTAL to perform the work. Customer agrees to bear the costs of all construction, modification, 
repair, or restoration of any right-of-way necessary to perform the work. 

10. Indemnity. 
a. Each party hereto agred'to indemnify, defend and hold harmless the other party hereto and the other party's shareholders, directors, officers, employees and agents, from and against any and all claims, demands, causes of action and liabilities 

of any nature, whether for damages to property, business interests, or persons or for death, arising out of or related to the performance of this Contract and/or the conditions to which this Contract pertains, to the extent that any such claim, 
demand, cause of action and/or liability is attributable to the breach of contract, negligence, or other fault of the indemnifying party. · 

b. Consequential Damages. Notwithstanding anything to the contrary contained in this Agreement, neither MILSTEAD ENVIRONMENTAL nor Customer will be liable under any circumstances to the other for any special, consequential, 
incidental, indirect or punitive damages of any kind or character, including, but not limited to, loss of use, loss of profit, loss of revenue, and loss of product or production, whether arising under this Agreement or as a result of, relating to or 
in connection with the Work under this Agreement or any Work Order, and neither MILSTEAD ENVIRONMENTAL nor Customer will ever make a claim for such damages against the other or the other's related entities, their officers, 
directors, shareho.lders, employees, servants, agents or insurers whether such claim is based or claimed to be based on negligence, unseaworthiness, fault, breach of warranty, breach of agreement, statute, strict liability or otherwise. 

II. Notices. All Work Orders acceptances or rejections of Work Orders, notices, communications or statements required to be given hereunder shall be delivered to the Part· 

Milstead Environmental 

29707 W. Hawthorne 

Spring, TX 77386 

Telephone: 281.367.3535 

Facsimile: 281.292.0666 

Local MILSTEAD ENVIRONMENTAL 

Local City, State Zip: Spring TX 77386 

LocaL Telephone: 281.367.3535 

Local FAX: 281.292.0666 

Telephone: 

Facsimile: ---.JA"V"'\------\'------:-;e-1~'\-----:;.,.---------------------

Contact: --+-f.f--'/l----"'ctl--'-r-1-l ·.J--!-d1_.____,VYr-++-j -4.olo~5 _e y.:l:__· _____ _ 

12. Entire A~:reement. This Contract and the Exhibits hereto comprise the complete agreement of the parties respecting the services to be performed. No engagements, promises, representations, or warranties have been made by either party except 
as is expressly stated in this Contract and Exhibits, and the parties hereby expressly disclaim all implied warranties. All modifications to this Contract shall be in writing, signed by both parties hereto. 

13. Venue. The parties stipulate and agree that this Contract and all Work Orders issued and accepted hereunder are entered into in Harris County, Texas, and all payments due hereunder are due in Harris County, Texas, and that venue to bring any 
proceeding for the enforcement hereof is proper in Harris County, Texas. 

14. Breach. Any controversy or claim arising out of or relating to this Contract, to any. Work Order issued and accepted hereunder, or the breach of either shall be settled under the laws of the state of Texas. 

IS. ' Pees. The prevailing party in any legal proceeding brought to enforce the provisions of this Contract or any Work Order issued and accepted hereunder shall, in addition to such other relief as may be awarded, be entitled to recover its 
le attorney's fees and costs of suit from the non-prevailing party. 

THIS NTRACT INCLUDES THE FOLLOWING DOCUMENTS: (check as applicable) 

[ ] Environmental Services Contract, three (3) pages. 
[ ] Work Order, two (2) pages. 
( ] MILSTEAD ENVIRONMENTAL Time and Materials Rate Sheet, dated 10-13-04, nine (9) pages. 
[ ] Modification of Order, one (I) page. 
[ ] Credit Card Payment Guarantee. 

[ ] Others (specifY)-------------------

c·+\r 1\ c~ r-. ·'] 
Agreed to and accepted this --3-+------ day of--F/--~\; ~~-'-\<:c----------' 20.(.L._J.... 

~ILSTEAD ENVIRONr-t~ .. NTAP\ 

BY: I ' ~· 
. (/ (Signature) 

NAME: ___ ____..,','-...-----:c-....)-::\H'"P?19'1\A~· ... ...,,fjf:lll,c---'\)~(2+-{-;f',-tb"'t-----------
TITLE: -------'ObL-!0""'.)'--1(1-'t.""A--'to'-'-"-116t--------~--------
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Milstead Environmental Service 
29707 West Hawthorne 
Spring, Texas 77386 
Office: 281-367-3535 
Fax: 281-419-4492 

Milstead Job # \ , 7 - 0 I I') 

Letter of 
Authorization 

for Disposal 

This letter is being submitted to reflect and document that the Generator listed below has granted full and complete 

authorization, for Milstead Environmental (agent) to sign all waste documents on behalf of Generator. 

This document herby authorizes Milstead Environmental to function in the capacity of (generator, as that term is 
defined in state and federal rules and regulations) with regard to legally proper waste classification, representation, 
shipment and disposal and to otherwise act as Generator's agent to characterize, ship, dispose and otherwise 
represent all waste streams in accordance with all local, state and federal rules and regulations. Such authorization 
includes but is not limited to execution of the following types of waste-related documents: 

• Waste Characterization Data (WCD) Forms/Waste profiles 

• Waste Manifests - Uniform Hazardous Waste Manifests and Non-Hazardous Manifests 

• Process Knowledge Forms or Letters 

• Waste Profile Amendment Request Forms 

• WCD/Profile Recertification Forms 

• Land Ban Forms 

• One Time Waste Shipment Forms/Authorizations 

Milstead Environmental (agent) is required to provide Generator with copies of all documents executed in 

accordance with this authorization. This authorization will expire on (Expiration date) _________ _ 

or when the generator provides written notice to revoke this authorization. 

EPAH0043000064 
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October 10, 2007 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON, TX 770213208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury: 
DWC#: 

 
PERCY FOSTER 

 
C E S ENVIRONMENTAL SERVI 
09/13/2007 

Dear C E S ENVIRONMENTAL SERVI, 

Claim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

Thank you for submitting the attached Wage Statement. We have reviewed the form and 
have found information that must be changed to meet the requirements of the Division of 
Workers' Compensation. Please make the following corrections: 

INCLUDE WAGES AFTER THE DATE OF INJURY 

Please note that the salary history cannot include, nor go beyond, the date of injury. 

Thank you for your prompt attention to this matter. If you have any questions, please call 
me at 1-800-859-5995. 

Sincerely, 

Angie Balderas 
EXT 2121 
WORKERS' COMPENSATION SPEC II 

Enclosure: Wage Statement 

RECEIVED 

OCT 1 2 2007 

BY: 

EPAH0043000066 
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(Name and fax niMllber of canier) 

Send to workers' compensation carrier: 

I 
CLAIM# 

CARRIER'S CLAIM#----------

0 Initial 0 Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to Its workers' 
compensation Insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form Is to provide lhe employee's 
wage Information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW Is based on the wages the employee earned In the 13 weeks 
Immediately preceding the date of injury (or the wage a similar employee 
earned If the employee did not work the full13-week period). 'Wages" Include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages In a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who falls without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Employee's Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Social Security Number: 

Date of Hire: Date of Injury: 

D As of today's date, the employee is not back at work. OR 
D The employee returned to work on and is working: 

0 without restriction. OR 
0 with restrictions and is earning wages of $ per 
week/month {circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement In the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("'ed' means received) IIIith the 
carrier, the claimant, and lhe claimant's representative (If any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only 'Mlen Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable owe rules can be found at www.tdi.state.tx.us 

Employer's Business Name: 

Employer's Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Federal Tax I. D. Number: 

Name and Phone # of Person Providing Wage Information: 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages indude all pecuniary and nonpecuniary wages paid for 
(earned In) the 13 weeks prior to the date of injury (as desaibed on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can resdt In fines and/or Imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
0 Full-time: employee who regulal1y worts at 
least 30 hours per week and whose schedule Is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

0 Seasonal: employee who as regular course of 
conduct engages In seasonal or cyclical 
employment that may or may not be agricultural In 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage Information on this form Is for: 

0 Part-time: Regular Course of Conduct: 
employee whose work history for the 12-montfl 
period preceding the Injury shows the person only 
worked part-time during that period. 
0 Part-time: Not Regular Course of Conduct: 
employee whose work hislllry for the 12-montfl 
period preceding the Injury shows part-time and full 
time work during that period. 
0 Apprentice: employee who Is learning a skilled 
trade or art by practical experience under the 
direction of a 11kllled crafts person or artisan. 

[J Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who Is also an apprentice, trainee or 
student 
[] Student; employee enrolled in a course of 
study in high school, college or other institute of 
highEir education or technical training. 

0 Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency In H. 

0 The InJured Employee OR 0 A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the slmDar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injul)', report the wages of an employee who has training, experience, 
sfdls & wages comparable to the Injured employee AND who performs 
services/tasks comparable In nature and In number of hours. If no similar 
employee exists, report the limited available wages eamed by the 
ldjured employee prior to the Injury. 

OWC FORM-3 (Rev.10/05) Page I DIVISION OF WORKERS' COMPENSATION 
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WAGE INFORMATION INSTRUCTIONS 
Employee Name: Social Security fl:: Date of Injury: 

-The employer shall report all wages eamed In the 13 weeks Immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages eamed on or after the date of Injury. 

-If reporting weekly earnings, use all13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

TOTALS 

DWC FORM-3 (Rev. 1 0/05) Page 2 DIVISION OF WORKERS' COMPENSATION 
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CES Environmental 
Services, Inc. 

Karl Guidry 
HSEManager 

Office: (713) 676-1460 
Fax: (713) 676-1676 

4904 Griggs Rd. Mobile: (832) 287-0862 
Houston, TX 77021 Email: kguidry@cesenvironmental.com 
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1exasMutuar 
Insurance Company 

September 26, 2007 

C E S ENVIRONMENTAL SERVICES I 

4904 GRIGGS RD 
HOUSTON, TX 770213208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date oflnjury: 
DWC#: 

 
PERCY FOSTER 
451-33-4059 
C E S ENVIRONMENTAL SERVICES I 
09/13/2007 

C I aim & Information Services 

P.O. Box 12029 
Austin, TX 78711-2029 

1-800-859-5995 (512) 224-3800 
Fax (512) 224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

[8J DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2)- Please fax or email attachment or use the on-line version 
(www.texasmutual.com). 

OR 

0 DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

[8J DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

AND 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee returns to work, or the employee, after returning to work experiences an additional day(s) of disability 

as a result of the injury. 
Within 3 days after: 

• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, or the employee, after returning to work experiences an additional days(s) of disability 

as a result of the injury 

0 EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995. 

Sincerely, 

Evelyn J. Corley 
WORKERS' COMPENSATION SPEC II 

EPAH0043000070 
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Send to workers' compensation carrier: 
TWCC # ----------------

(name and fax number of carrier) CARRIER'S CLAIM#-----------

gfnitial D Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Commission rules require an 
employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Commission Rule 120.4 may be 
assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

Date of Injury: 
q-1·3 -o·7 

0As of today's date, the employee is not back at work. OR 
~e employee returned to work on '1-r·; -~ 7 and is working: 

Owithout restriction. OR , 1 y- l'-0 

G:f'with restrictions and is earning wages of$ '1\L() ·- per 
~onth (circle one). 

NOTE--.::: Rule 120.3 requires the employer file the Supplemental Report of 
Injury (TWCC-6) to report changes in Work Status and Post-Injury Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Commission. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Commission within seven 
days of receiving a request from the Commission (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee. 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable TWCC rules can be found at www.twcc.state.tx.us 

this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I u making a · about a workers' 
com result in fines and/or imprisonment. 

Signature: Date:'l- I 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
1\A'Full-time: employee who regularly works at 
'tea'st 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

Dseasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 

D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 

0Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

0Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 

D Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

D Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

The wage information on this form is for: 

~e Injured Employee OR n A Similar Employee (NOTE - If 
requested by the Commission,"""ll\e employer shall identify the similar 
employee whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE - If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Commission at 800 252-7031. You can also read rule 122.5 at www.twcc.state.tx.us. 

TWCC-3 (Rev. 07/04) Page 1 of 2 TEXAS WORKERS' COMPENSATION COMMISSION 
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Part I EMPLOYER INFORMATION 
1. 

SUPPLEMENTAL REPORT OF INJURY 

ITWCC# 
Carner# 

Employer business nam~ ;cs f:NVt~'IWie~ ~c. 
,2. Employer phone# 

'7( 3 ,.,:,(;;. ~ /'fb {) 
3. Employer mailing address 4,. '12 .;.k<-As/cJ,,. ,Tx '7 7D)-/ i.f'ttLf S I J). 
4. Insurance carrier nam,~ 

~I(~}~ fvftJwJ _TIVS, &. 
5. Does the employer have return to work (RTW) opportunities available based on the injured worker's current capabilities? yes Ga' 

If so, identify contact person and phone # t4-n:t t\ Gr-W..\""'1 11 3 -·fo 76 · t Lfb D 

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes [SA"' DATE 

7. Has the employer requested RTW training from TWCC or the insurance carrier? yes [i2( 

8. Has the insurance carrier provided accident prevention services in the past 12 months? yes GZI' DATE 

9. Has the employer requested accident prevention services from the insurance carrier? yes [;z1 
Part II ~EASON FOR FILING THIS REPORT (deadlines vary, see instructions) 

10. ~a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

D b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

D c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

D d. The injured worker resigned or was terminated from employment: File within 10 days. 

Part Ill INJURED WORKER INFORMATION 

no 

no 

no 

no 

no 

D 

CJ 

D 

D 
CJ 

11. Injured worker namYJ81<"1 
rc~ 

12.SS 113. DOl 
£?.- f'3 (J 7 

14. 

15. First day of lost time or reduced 

N()A/£ 
16. First day of additional lost time 

NllllC wages for this injury (mm/dd/yyyy) or reduced wages (mm/dd/yyyy) 

17. Has the injured worker experienced 8 days (cummulative) of lost time or reduced wages as a result of the injury ? yesD no EZf 
If yes, the date of the 8th day (mm/dd/yyyy) /V //1 

r-

18. Date of most recent RTW Ci-r3·c7 19. Has the injured worker resigned, been terminated, or dieh yesO no C2r 
D Full duty, full pay date of resignation /1!/ft date of termination ,/1/ '1-t date of death tv!J~ 

I 

!2('Limited duty, full pay 19a. Reason for resignation/termination 

0 Limited duty, reduced pay NLA 
I 

19b. Was the injured worker on limited duty when terminated? yesD no CJ 

20. Hours the injured worker was working during the pay period of 21. Weekly/hourly earnings for the pay period of C,·- \C· C7 

}If crJch.y to tf_.j tfa.7 t/-C hours per week to 'l- I Li - C 7 $ weekly or $ ourly 

Indicated hours are: Indicated wages are: 
D Increase from pre-injury D Increase from pre-injury wage 

rn-"Same as pre-injury IS2f8ame as pre-injury wage 

D Decrease from pre-injury 0 Decrease from pre-injury wage 

Thts form to be ftled wtth: The employer's insurance carrier and the injured worker in the timeframe as noted in Part 11. 

22. To the best of my know~ge, the information provided in this report is accurate and may be relied upon for evaluation of eligibility for benefits. 

Subm'tted by: ~Employer D Injured Worker (if no longer working for the employer where injury occurred.) 

Cj.- JL{- c;7 
Date 

TWCC-6 (Rev 2105) Page 1 1111111111111111111111 TEXAS WORKERS' COMPENSATION COMMISSim 
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m 
"'U 
)> 
I 
0 
0 
.,J::I. 
w 
0 
0 
0 
0 
-.....) 
w 

Social 

-The employer shall report all wages earned in the 13 weeks immediately prededing the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

- If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

TO DATE: 

# HOURS WORKED: 

Health 
Insurance 

Uniforms 

Lodging/ 
Housing/ 

Food/ 
Meals 

Vehicle/ 
Fuel 

Other 

v 

TWCC-3 (Rev. 07/04) Page 2 of 2 

7 8 

TOTALS 

v ;v/4 
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Send the specified copies to your 

Workers' Compensation Insurance Carrier 
and the injured employee. 

*Employers • Do not send this form to the 
Texas Workers' Compensation Commission, 
unless the Commission specifically requests 
a direct filing. 

ITWCC CLAIM • 

~--~~-=--------------~E~M~P~L~O~Y~E~R~'S~FI~R~S~T~R~E~PORTO~F~IN~J~U~R~Y~O~R~IL~L~N~E~SS~~~~-T~~~~~----~ 
1. N~~~a.~~ :st. M.L) ()'-'_ r 

11 

"-" 2. Sex 15. ~ate of-Injury 16. Time of Injury 17. Date Lost Time 

rv ...>r:-"'- r ~ \.. 1 ° F ~M q 1/3 D'1 ~m 'eN~ 
~~~~~~--~~~~--~~~~------~ 
3. social Security No. 4. Home Phf:>ne 5. Dar of Birt1 

 
6. Does the Employee Speak English? If No,

[gYes 0No 

7. Race 8. Ethnicity 

City

10. Marital Status: 

11. Number of Dependent Children 12. Spouse's Name 

13. Doctor's Name: 'Bil.A-N Ot. N 
14. Doctor's Mailing Addre,s~ (Street or P.tf).Box) 
CcNC~~ ,4fatit'.-t-G [~'"~ 
I D'1o'l J;. tO t::t\Sj 

City J..}-ot.{S~ State,-rx 

30. Date of Hire 31. Was employee hired or recruited in 

Texas? ~es 0 No 

3 lassification Code 

18. Nature of Injury• 

C_af 
20. How and Why Injury/Illness Occurred* 

;Ju.: ~ e~t l),J ~\J ~ PlY' ~a 
Name of business if incident occurred on a business site 

· ·-ct ;; · 11 a.J.s Et.. c ~~ ~ ·12o 
State T x· Zip 

25. List Witnesses:J/<.y~/y 

26. Return to work 

Date/or expected 

32. Length of Service in 

28. Date 

Reported 

33. Length of Service in Occupation 

(mm/yy) 

36. Rate of Pay at this job 37. Full Work Week is: 38. Last Paycheck was: 39. Is employee an Owner, Partner, or Corporate Officer? 

Weekly HourS\ Days 
*OJ 0fu ~~ 

4 7. Texas Comptroller Tax 
payer No.'\ 'i(.,05t7, ~-4-

Date '1- ;•-{- o 7 

You may be entitled to know what information UT Arlington (UTA) collects concerning you. You may review and have UTA 
correct this information according to procedures set forth in UT System BPM #32. The law is found in sections 552.021, 552.-
23 and 559.004 of the Texas Government Code. 

Continued on next page 
TWCC-1 (Rev. 6/97) Texas Worker's Compensation Commission 
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(b) (4)

Employee - You are required to report your injury to your employer within 30 days 1f 

your employer has workers' compensation insurance. You have the right to free 

assistance from the Texas Workers' Compensation Commission and may be entitled 
to certam medical ~nd income benefits. For further information call your local 
Commission field off1ce or 1(800)-252-7031. 

Trabajador- Es necesario que us ted reporte su les16n a su em pleader dentro de 30 d1as a part1r 

del dia en que se lesion6. si su empleador t1ene seguro de compensaci6n para trabaJadores. Ia 

Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistenc1a gratuita, tambiE~m 

~Fr~~~~a~i~~ 1y::;~ atf~~fici~~foc~a'l d~ 1;1C~~~s~e~f~~b~~2r;t_~igg~. Y monetarios. Para mayor 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 
1 Injured Employee's Name 

Percy Foster 

2. Date of Injury 

09/13/2007 

3. Social Security Number 

4 Employee's Description of Injury/Accident 

Patient states :"While at work I cut my left hand with 
a knife while cutting tape." 

5. Doctor's Name and Degree 

Dan P. Browder, MD 
6. Clinic/Facility Name 

CMC- Houston 1-10 East 
7. Clinic/Facility/Doctor Phone & Fax 

(713)973-7943 (713)973-7947 

8. Clinic/Facility/Doctor Address (street address) 

10909 1-10 East Frwy 
City 

Houston 
State 

TX 
Zip 

77029 

(for transmission 
purposes only) 

9. Employer's Name 

CES Environmental 
10. Employer's Fax# or Email Address (1f known) 

(713)676-1676 

11. Insurance Carrier 

Texas Mutual insurance Company 
12. Carrier's Fax# or Ema1l Address (if known) 

(512)322-3889-

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

[8J(a) will allow the employee to return to work as of 09/24/2007 (date) without restrictions. 

O(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 

expected to last through (date). 

O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS {if any): 17. MOTION RESTRICTIONS {if any): 

Max Hours per day: 

Standing 

Sitting 

Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

Twisting 

Other: 

0 2 4 6 8 Other 

00000 
00000_ 
00000_ 
00000_ 
00000_ 
00000_ 
00000 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 __ 
Climbing stairs/ladders 0 0 0 0 0 __ 
Grasping/Squeezing 0 0 0 0 0 __ 
Wrist flexion/extension 0 0 0 0 0 __ 
Reaching 0 0 0 0 0 __ 
Overhead Reaching 0 0 0 0 0 __ 
Keyboarding 0 0 0 0 0 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable):t-O:::t:::_:h:::,:er.:::: ====_!:::o~o~o:::!._o~o~==-----4 
0 L Hand/Wrist 

0 L Arm 

OL Leg 

0 L Foot/Ankle 

Oother: 

0 R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS {if any): 

0 R Arm 0 Neck 0 May not lift/carry objects rl'lore than __ lbs 

0 R Leg 0 Back for more than __ ._hours per day 

0 R Foot/Ankle 0 May not perform any lifting/carrying 

0 Other: __________ _ 

16. OTHER RESTRICTIONS {if any): 

•These restrictions are based on the doctor's best understanding of the employee's esse(ltial job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note -these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 
21. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 

19. MISC. RESTRICTIONS {if any): 

0 Max hours per day of work: ___ _ 

0 Sit/Stretch breaks of __ per __ 

0 Must wear splint/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Mustkeep ___________ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact with: ______ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS{if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

882 .0 Hand lac W/O Complication 0 Evaluation by the treating doctor on__ _ _ _ _ _ (date) at_ am/pm 
---------=--------10 Referral to/Consult with on (date) at ________ am/pm 
__________________ 

1
0 Physical medicine __ X per week for _weeks starting on (date) <;~t am/pm 

0 Special studies (list): on (date) at am/pm 
-----------------I[XJ None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated 
Date I Time of Visit 

09/24/2007 04 51 prr 
Dtscharge Time 

EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: KJ Treating doctor 

09/24/2007 05 17 prr 

0 Initial D Designated doctor 0 Referral doctor 
0 Carrier-selected RME 0 Consulting doctor 

KJ Follow-up D DWC-selected RME O Other doctor 

DWC FORM-73 (Rev. 10/05) Page 1 
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(b) (4)
(b) (4)

Claim Number: Concentra Medical Centers 
10909 1-10 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physician Activity Status Report 

Service Date: 09/24/2007 
Case Date: 09/13/2007 

Patient: Foster, Percy 

SSN: 

Address: 

Home: 

Employer Location: CES Environmental 

Address: 4904 Griggs Rd 

HOUSTON, TX 77021 

Contact: Prabhakar Thangudu 

Role: DER/Primary 

Phone: (713) 676-1460 Ext.: 

Work: (713) 672-1700 Ext.: Auth. by: Yes Fax: (713) 676-1676 

This Visit: Time In: 04:00 pm Time Out: 05:17pm Recordable: No Visit Type: Recheck 

Treating Provider: John M. Sanchez, MD 

Diagnosis:882.0 Hand Lac W/0 Complication 

Patient Status: 

Regular Activity - Released from care 

Return to regular duty on 09/24/2007 

Remarks: 

Medications: 
D Dispensed Prescription Medication to Patient 

D Dispensed Over-The-Counter Prescription 

D Written Prescription given to Patient 

Employer Notice: The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 

employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: Actual Date of Maximum Medical Improvement: 09/24/2007 

Next Visit(s): Patient Notice: It is essential to your recovery that you keep your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Activity Status Report © 1996- 2007 Concentra Health Services, Inc. All Rights Reserved. AAIEEO Employer Revision Date: 10/31/2002 

EPAH0043000077 



(b) (4)

09/14/07 12:10 To: Prabhakar Thangudu 7136761676 Pg 001 

Employee - You are required to report your injury to your employer Within 30 days if 
your employer has workers' compensation insurance. You have the right to free 
assistance from the Texas Workers' Compensation Commiss-Ion and may be entitled 
to cer\alf"l med1cal and 1ncome benefits. For further 1nformat1on call your local 
Commisson fielo office or 1(000)~252~7031 ~ 

Trabajador Es necesario que usted repone su lesr6n a su empleador dentrn de 30 dias a part1r 
del dia en que se les1on6, s1 su empleador 11ene seguro de compensaa6n para trabajadores_ Ia 

Comisi6n TeJana de Cornpensaci6n para Traba.Jadores le ofrece asistenaa gratuita, tambien 

rn~g~~~~ ~~:~~ 81f8ng~C~~~~ d: ~~~~~ISb~,~~o0~2~~~~7. Y monetarios. Para mayor 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 
1 ln1ured Em~oyees Name 

Percy Fosler 
2~ Date of ln1ury 

09/13/2007 

~ Social Securny Number 

5. 0oL1or's Name and Degree 

Dan P. Browder, MD 
6. Clinic/Facility Name 

CMC- Houston 1-10 East 
7. Clinic/Facility/Doctor Phooe & Fa< 

(713)973-7943 (713)973-7947 
4 Em~oyee's Descnp11oo of ln1uryiAcadent Clin1c/Fac11ily!Doctor Address (s1reet address) 

(lor transmission 
purposes only) 

9~ Employer's Name 

C ES Environmental 
10. Em~oyer's Fa<# or Email Address Qf known) 

(713)676-1676 
11. Insurance carrier 

Patient slates :"While at work I cut my left hand w~h 10909 1-10 East Frwy Texas Mutual Insurance Company 
a knife while culling tape." t::C~ity--------S::-ta~t-e---:Z1-p---------ir1~2-~ -=ea-r""rie-r~'s-::F-a<~#:-o-r-::E-m-ai:-1 Add:-:-:-res.;,.,s_Q~If..,kn-ow-n):--------tt 

Houston TX 77029 (512)322-3889 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

O(a) will allow the employee to return to work as of (date) without restrictions 

0(b) will allow the employee to return to work as of 09/14/2007 (date) with the restrictions identified in PART Ill, which are 

expected to last through 09/28/2007 (date). 

D (c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS• (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing D D D 0 0 __ 

SiHing 00000 _ 

Kneeling/Squatting 0 D D D 0 __ 

Bending/Stooping DDDDD __ 
Pushing/Pulling 0 0 0 0 0 __ 

T>Msting 00000 __ 

Other: 00000 _ 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking DDDDO __ 
Climbing stairs/ladders D 0 D D 0 __ 

Grasping/Squeezing DDDDD __ 
Wrist flexion/extension D D D D 0 __ 

Reaching 0 0 D D 0 __ 

Overhead Reaching 00000 __ 

Keyboarding D D D D 0 __ 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 SiVStretch breaks of _______per __ 

0 Must wear splinVcast at work 

D Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

D No work/ 0 __ hours/day work: 

15, RESTRICTIONS SPECIFIC TO (if applicable):t:O::t::..:,he:::.:,r,:;;:: ====--=0:::!...!:::0:::!...!:::0::!.0!::::::!..!0:::::!..;==-=-=-----t 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 L Hand/Wrist 

0 L Arm 

OL Leg 

0 L FooVAnkle 

00ther: 

D R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 R Arm 0 Neck D May not lift/carry objects more than __ lbs 

0 R Leg 0 Back for more than __ hours per day 

0 R FooVAnkle D May not perform any lifting/carrying 

D Other: __________ _ 

16. OTHER RESTRICTIONS (if any): 

limit ri 

[8] Must keep__:w.:..:o:_::uc.:ndc::_ ______ _ 

0 Elevated G Clean & Dry 

0 No skin contact with: _____ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

•These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duly !hal meets these restrictions is not available, the patien 
should be considered to be off work. Note - these restrictions should be followed outside of work as well as at work. 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

882.0 Hand Lac W/0 
Evaluation by the treating doctor on_0:.-=9__:/2=-4'-'/2=-:0:.-=0_:_7 _________ _ 

Referral to/Consult with on, _______ _ 

I-----------------I~,J Physical medicine __ X per week for _weeks starting on ____ _ 
Special studies (list): on _____ _ 

1-----------------lrl None. This is the last scheduled visit for this 

EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE 

no further 

of Doctor: 
Designated doctor 
Carrier-selected RME 
DWC-selecled RME 

10:00 am am/pm 

_ am/pm 
. _____ am/pm 

. _____ am/pm 

IKJ Treating doctor 
0 Referral doctor 
0 Consulting doctor 

Other doctor 

DWC FORM-73 (Rev. 10/05) Page 1 llllllllllllllllllllllllllllllllllllllllllllllllllllllllllll DIVISION OF WORKERS' COMPENSATION 
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iervicelD: 

-ray Number: 

Patient: 

SSN: 
Address: 

Home: 

Work: 

Previous 
Cases: 

Employer Notes 

Injury Flow 

Concentra Medical Centers 
109091-10 East Houston, TX 77029 

Phone (713) 973-7943 Fax: (713) 973-7947 

INJURY/ILLNESS FLOWSHEET 

Ext.: 

Sign-In 

Admit 

Registration Completed 

Treatment Initiated 

Check Out 

5 
C./I- V\...J-- -

Protocol Notes 

Time 

.1~tv 
I 

Service Date: 

Case Date: 

Diagnosis Information 

943 02 Burn, Elbow L I R 923.11 Elbow Contusion L I R 

727.09 Elbow Tenosyn L I R 

726.31 Epicondylitis (Med) L I R 

883.0 Finger Laceration L I R 923.21 Wrist Contusion L I R 

944.1 Burn, Wr/Hand (1st deg.) L I R 

944.2 Burn, WriHand (2nd deg.) L I R 

354.0 Carpal Tunnel Syndrome L I R 726.32 Epicondylitis (Lat) L I R 

692.4 Contact Dermatitis (chemical) ( 923.3 Finger Contusion L I R 

rreating Physician: l1arv::7' /'-----· 

881.0 Forearm Laceration L I R 814.00 Wrist Fracture, Closed L I R 

719.43 Wrist Pain L I R 

842.00 Wrist Sprain L I R 

727.05 Wrist Tenosynovitis L I R 

>rimary Diagnosis Severity: Mild Moderate Severe NOF Other Diagnosis: 

\ctivity Status for Upper Extremity (Arm) Injury 
__ Restrictions of Primary Care Physician 

__ Regul_ar activity 

.. / -· Released from care ~r. /.., Jl. 
v--Modified activity J ;) t:k~ ~({Lz ~--vt-' 

__ Off work rest of shift with limited activity as follows: 

__ No repetitive lifting over __ lbs 

__ No prolonged standing/walking longer than __ 

__ No bending > __ timeslhr 

__ No pushing/pulling over __ lbs of force 

__ No reaching above shoulders 

__ Keep wound clean and dry 

__ Must wear sling/brace/splint 

__ Unable to use impact tool with rt /left arm I hand 

__ Unable to use power tool with rt /left arm I hand 

limited use of--------

-- No activity 

Dates: Anticipated MMI 
Actual MMI 
Permanent & Stationary 

Remarks: 

Is this case recordable? Y or N 

Medications: 

0 Dispensed 0 OTC 0 Prescribed 

Retn~o\niiiu~-- on; Mof\_Tue Wed ~@Scit 
Datt!':' ~ f Time: \-i .60 ~ PM 

Recheck level: 1 2 3 4 5 

Schedule for therapy __ times per week for __ weeks 

Patient is referred to: ---------

Transferred Care Released from Specialist 

Suit 

owsheet -Initial Injury-Upper Extremitv (C) 1996- ?001 Concentr.;~ MrlnrlnPrl r.;:llrP lnr All Rinhtc::. Ro:oo::o:>T\1 RPvision Date: 02/12/2001 
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(b) (4)

(b) (4)

.. 
.~ 
~· 

CON CENTRA 
MEDICAL CENTERS 

EMPLOYER'S AUTHORIZATION FOR EXAMINATION OR TREATMENT 

(MUST PRESENT PHOTO ID AT TIME OF SERVICE) 

Pt:::..R cy F/J ~E r<-Patient Name: SSN: 

C£s Env~hon~;;:fC~ J0v~ce~~ lnc 
Company Name: ----------::::-------:::::---------::r---=- Date of Birth: 

n/Jvh ~~<; [Coe--d J ,lfov\_s'tn )>t- "'"7702-
Location #/Street Address: ,__,...,, 7 -.; J Date of Injury: 

Temporary Staffing Agency: 

WORK-RELATED INJURY 
Post-~ident Substance Abuse Testing: 

_0 Drug Screen 

Breath Alcohol 

__ Drug Screen and Breath Alcohol 

__ Urine Collection Only 

DOT Regulated 

7 Non-regulated 

.- fJ A 
ILLNESS DOT PHYSICAL 

__ Preplacement 

Recertification 

Exit 

__ Audiogram 

__ Regulated Drug Screen 

__ Urine Collection Only 

Breath Alcohol 

q- t3 ~tY7 

PRE-PLACEMENT EVALUATION 

Job Title:-----------------
-- Physical Exam 

SUBSTANCE ABUSE TESTING 
__ Regulated 

HPE 

_ Regulated Drug Screen 

__ Non-regulated Drug Screen 

Urine Collection Only 

Hair Collection 

_Audiogram 

SPECIAL PHYSICAL EXAMINATIONS 

__ Respirator 

Hazmat 

Baseline 

/ Other -------------=-1 
---

Authorized By: ~~LrA---~....:::...:::=------
Phone: J)J- 676-14-bcJ 

__ Non-regulated 

__ Urine Collection Only 

__ Rapid Test 

__ Pre-placement 

__ Reasonable Suspicion 

Random 

Periodic 

Post -accident 

__ Follow-up 

Breath Alcohol 

BILLING 
__ Employee to pay charges at time of service 

Workers' Compensation 

Insurance Co: ------,.---

Policy#: 

Phone #: 

(cop1es of this form available at www.concentra.com) 

EPAH0043000080 



DATE/TIME = SEP-13-2007 11:20 

JOURNAL No. = 095 

COMM. RESULT = OK 

PAGE(S) = 001/001 

DURATION = 00:00:17 

FILE No. = 210 

MODE = MEMORY TRANSMISSION 

DESTINATION = 7139737947 

RECEIVED ID = 
RESOLUTION = STD 

-CES Environmental svcs. -
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(b) (4)

.. 
09/14/07 09:41 To: Prabhakar Thangudu 7136761676 Pg 001 

I 

Employee - You are required to report your inJury to your employer within 30 days if 
your employer has workers' compensation 1nsurance. You have the right to free 
ass1stance from the Texas Workers' Compensation Commission and may be entitled 

to certatn med1ral and mcome benefits. For funher mformat1on call your local 
Commis,.on field office or 1(800)-252-7031 

Trabajador- Es necesano que usted reporte su lesiOn a su empleador dentru de 30 d1as a partir 
d~ dia en que se leston6, s1 su empjeador t1ene seguro de compensaa6n para traha]aOores_ Ia 

Comisi6n TeJana de Compensac16n para Traba.1adores le ofrece asistencia gratuita, tambien 

rn~g~~~~~ ~~:,;,~ 21f~%~c~~~~ d: Ji~~~ISI~1~~0Q~2~fligj7 Y monetarios. Para mayor 

TEXAS WORKERS' COMPENSATION WORK ST US REPORT 
PART 1: GENERAL INFORMATION 
1. ln1ured Emf)oyee's Name 

Percy Foster 

5. Doc1o(s Name and Degree 

Dan P. Browder, MD 

(713)973-7947 

TX 77029 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 1J(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
O(a) will allow the employee to return to work as of (date) without restrictions. 
(8J(b) will allow the employee to return to work as of 0911412007 (date) with the restrictions identified in PART Ill, which are 

expected to last through 0912812007 (date). 

O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS• (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing 00000 __ 

Sitting 00000 _ 

Kneeling/Squatting 00000 __ 

Bending/Stooping D D 0 D D __ 

Pushing/Pulling DDODD __ 

Twisting DDODD __ 

Other: 00000 _ 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 __ 

Climbing stairs/laddersOODDD __ 

Grasping/Squeezing 0 0 0 0 0 __ 

Wrist flexion/extension 0 0 D 0 D __ _ 

Reaching ODDOD __ 

Overhead Reaching 00000 __ 

Keyboarding 00000 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable):J-O::t::..:.h::.:er.:;;: ====-=0:::!...!::0::!.!:::0::!.0!:::::!..!0==...==-=-=--~ 
0 L Hand/Wrist 

0 L Arm 

OL Leg 

0 L Foot/Ankle 

00ther: 

0 R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 R Arm 0 Neck 0 May not lift/carry objects more than __ lbs 

D R Leg 0 Back for more than __ hours per day 

0 R Foot/Ankle 0 May not perform any lifting/carrying 

0 Other: __________ _ 

16. OTHER RESTRICTIONS (if any): 

no use of lett hand 

·These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patien 
should be considered to be off work. Note- these restrictions should be followed outside of work as well as at work. 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of _____per __ 

0 Must wear splint/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Mustkeep _________________ _ 

0 Elevated 0 Clean & Dry 

D No skin contact with:. ________ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

D Advised to take over-the-counter meds 

D Medication may make drowsy (possible 

safety/driving issues) 

882.0 Hand Lac W/0 ication Evaluation by the treating doctor on_0-'-'9'--11_4--'12=-0'--'0--7___________ (date) at 11 :oo am am/pm 
Referral to/Consult with on ______________ (date) at_ _ am/pm 

Physical medicine __ X per week for _weeks starting on (date) at am/pm 

Special studies (list): (date) at am/pm 
----------------·In no further medical care is 

EMPLOYEE'S SIGNATURE IKJ Treating doctor 
0 Referral doctor 
0 Consulting doctor 

doctor 

DWC FORM-73 (Rev. 1 0105) Page 1 
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09/14/07 10:43 To: Dan Bowman 7136761676 Pg 001 

Employee - You are required to report your inJury to your employer within JO days if 

your employer has workers' compensation insurance. You have the ngh1 to free 
assistance from the Texas Workers' Compensation Commiss1on and may be ent1tled 

to cena1n medical and 1ncom~ benefits For funh"' 1nformat1on call your local 
Comm1s"on f1eld office or 1(800)-252-7031 

Traba.Jador- Es necesario que us1ed repone su lesiOn a su empleadordentro de 30 dias a par1ir 
del dia en que se lesKln6, s1 su empleador t1ene seguro de compensaCI6n para 1raba1adores Ia 

Comisi6n Tejana de Cornpensaci6n para Traba]adores le ofrece asistencia gratuita, tambitm 

~~~~...'J~~~ 1~;~~ 21f~%~c~f~.:l d~ 1g~~~,.~!"1fi~W0s2~f!i~t y monetanos_ Para mayor 

TEXAS WORKERS' COMPENSATION WORK ST 
PART 1: GENERAL INFORMATION 

Patient states :"While at work I cut my left hand with 
a knife while cutting tape.' 

5. Do~1o(s Name and Degree 
Dan P. Browder, MD 

. Clinic/Facility Nam~ 

I nldfaclllty/Doctor Phone & Fax 

(713)973· 7947 

Slate lip 

TX 77029 

Be1ng Sent 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

O(a) will allow the employee to return to work as of (date) without restrictions. 
(8](b) will allow the employee to return to work as of 0911412007 (date) with the restrictions identified in PART Ill, which are 

expected to last through 0912812007 (date). 

0 (c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing D D D D D __ 

Sitting DDDDD _ 

Kneeling/Squatting 00000 __ 
Bending/Stooping 00000 __ 
Pushing/Pulling DDDDD __ 

Twisting DDDDD __ 

Other: DDDDD _ 

17. MOTION RESTRICTIONS (If any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking DDDDD _ 

Climbing stairs/laddersODDDD __ 

Grasping/Squeezing 0 0 D D D __ 

Wrist flexion/extension 0 0 0 D 0 __ _ 
Reaching DDDDD __ 
Overhead Reaching DDDDD __ 

Keyboarding D D D D D __ 

15. RESTRICTIONS SPECIFIC TO (if applicable):j-O=.t::..:h:.:er.;;;;: ====~D=..!::::D=..!::::D:::!..!::::D::!.!D!:::::!...;==-=-=--~ 
D L Hand/Wrist 

0 L Arm 

OL Leg 

0 L Fool/Ankle 

00ther: 

DR 

OR 
OR 

Hand/Wrist 

Arm 0 Neck 

Leg 0 Back 

D R FooVAnkle 

16. OTHER RESTRICTIONS (if any): 

no use of lett hand 

18. LIFT/CARRY RESTRICTIONS (if any): 

0 May not lift/carry objects more than __ lbs 

for more than __ hours per day 

D May not perform any lifting/carrying 

0 Other: ___________ _ 

"These restrictions are based on the doctor's best understanding of the employee's essential job functions. II a particular 

restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patien 
should be considered to be off work. Note· these restrictions should be followed outside of work as well as at work. 

19. MISC. RESTRICTIONS (if any): 

D Max hours per day of work: __ _ 

D SiVS!retch breaks of __per __ 

D Must wear splint/cast at work 

D Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

D No work/ D __ hours/day work: 

D in extreme hot/cold environments 

D at heights or on scaffolding 

D Mustkeep ______________ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact with:. _________ _ 

D Dressing changes necessary at work 

D No running 

20. MEDICATION RESTRICTIONS(if any): 

D Must lake prescription medication(s) 

0 Advised to lake over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

(date) at 11 :00 am am/pm 
. ________ (date) at_ _ am/pm 

DWC FORM-73 (Rev. 10/05) Page 1 
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(date) at. ____ am/pm 

(date) at am/pm 
no further medical care 

Carrier-selected RME 

DWC-selected RME 

IKJ Treating doctor 

0 Referral doctor 
0 Consulting doctor 

Other doctor 
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Claim Number: 

Patient: • ~ • a 

SSN: 
Address ' 

Home: 
Work: (713) 672-1700 Ext.: 

Concentra Medical Centers 
10909 1-10 East Frwy Houston, TX 77029 

Phone: (713) 973-7943 Fax: (713) 973-7947 

Physician Activity Status Report 

Employer Location: CES Environmental 
Address: 4904 Griggs Rd 

HOUSTON, TX 77021 
Auth. by: Yes 

Service Date: 09/14/2007 
Case Date: 09/13/2007 

Contact:Prabhakar Thangudu 
Role: DER/Primary 
Phone: {713) 676-1460 Ext.: 
Fax: (713)676-1676 

This Visit: Time In: 11 :04 am Time Out: 11 :49 am Recordable: No Visit Type: Recheck 

Treating Provider: Jennifer Riggens, PA 

Diagnosis: 882.0 Hand Lac W/0 Complication 

Patient Status: 

Modified Activity - Returning for follow-up visit 

Restricted Activity (In effect until next physician visit): 

Medications: 

0 Dispensed Prescription Medication to Patient 

0 Dispensed Over-The-Counter Prescription 

0 Written Prescription given to Patient 

Return to work on 09/14/2007 with the following restrictions 

Keep wound clean and dry 

Remarks: limit grip 

Employer Notice: The prescribed activity recommendations are suggested guidelines to assist in the patient's treatment and rehabilitation. Your 
employee has been informed that the activity prescription is expected to be followed at work and away from work. 

Anticipated Date of Maximum Medical Improvement: 09/28/2007 Actual Date of Maximum Medical Improvement: 

Next Visit(s): Patient Notice: It is essential to your recovery that you keep your scheduled appointments, but should you need to 
reschedule or cancel your appointment, please contact the clinic. Thank you for your cooperation. 

Visit Date: Monday September 24, 2007 8:00 am 
Provider/Facility: John M. Sanchez, MD 

Activity Status Report © 1996- 2007 Concentra Health Services, Inc. All Rights Reserved. AAIEEO Employer Revision Date: 10/31/2002 

EPAH0043000084 
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.. 1111 30 days if 
,a the right to free 

... ~JOn and may be entitled 
-~ information call your local 

Trabajador- Es necesario que usted reports su lesiOn a su empleador dentro de 30 dias a part1r 
del dfa en que se lesion6, si su empleador tiene seguro de compensaci6n para trabajadores. Ia 

Comisi6n Tejana de Compensaci6n para Trabajadores le ofrece asistencia gratuita, tambi€n 
puede que usted tenga derecho a ciertos beneficios medicos y monetarios. Para mayor 
Informacion llame a Ia oficina local de Ia Comisi6n 1-800-252-7031. 

Patient states :"While at work I cut my left hand with 
a knife while cutting tape." 

(713)973-7947 

Address address) 

State Zip 

TX 77029 

(for transmission 
purposes only} 

9. Employer's Name 

CES Environmental 
10. Employer's Fax# or Email Address (if known) 

(713)676-1676 

11. Insurance Carrier 

Texas Mutual Insurance Company 
if known) 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

O(a) will allow the employee to return to work as of (date) without restrictions. 

[8J(b) will allow the employee to return to work as of 09/14/2007 (date) with the restrictions identified in PART Ill, which are 

expected to last through 09/28/2007 (date). 

O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing 0 0 0 0 0 __ 
Sitting 00000 __ 
Kneeling/Squatting 0 0 0 0 0 __ 
Bending/Stooping 0 0 0 0 0 __ 
Pushing/Pulling 0 0 0 0 0 __ 
Twisting 0 0 0 0 0 __ 
Other: 00000 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 __ 
Climbing stairs/ladders 0 0 0 0 0 __ 
Grasping/Squeezing 0 0 0 0 0 __ 
Wrist flexion/extension 0 0 0 0 0 __ 
Reaching 0 0 0 0 0 __ 
Overhead Reaching 0 0 0 0 0 __ 
Keyboarding 0 0 0 0 0 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable)::J-0=-::.:th:::er~: =====-..!0::::::!..!0::::::!..!0::::::!..!0::::::!..!0==.:==-~ 
0 L Hand/Wrist 0 R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 L Arm 0 R Arm 0 Neck 0 May not lift/carry objects more than __ lbs 

0 L Leg 0 R Leg 0 Back for more than __ hours per day 

0 L Foot/Ankle 0 R Foot/Ankle 0 May not perform any lifting/carrying 

Oother: 0 Other: __________ _ 

16. OTHER RESTRICTIONS (if any): 

limit _grip 

•These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patient 
should be considered to be off work. Note -these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 
21. Work Injury Diagnosis Information: 22. Expected Follow-up Seryices Include: 

~ Evaluation by the treating doctor on 09/24/2007 
882.0 Hand Lac W/0 Complication 0 Referral to/Consult with on 

0 Physical medicine __ X per week for _weeks starting on 

0 Special studies (list): on 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of __ per __ 

0 Must wear splint/cast at work 

0 Must use crutches at all times 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

[8] Mustkeep~w~o~u~nd~--------------
0 Elevated ~ Clean & Dry 

0 No skin contact with: __________ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

0 Advised to take over-the-counter meds 

0 Medication may make drowsy (possible 

safety/driving issues) 

(date) at 10:00 am am/pm 

(date) at am/pm 

(date) at am/pm 

(date) at am/pm 
0 None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated 

Date I Time of Visit EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: K] Treating doctor 
09/14/2007 11:04 arr D Initial D Designated doctor 0 Referral doctor 
Discharge Time D Carrier-selected RME 0 Consulting doctor 
09/14/2007 11:49 arr Kl Follow-up 0 DWC-selected RME 0 Other doctor 

DWC FORM-73 (Rev. 10/05) Page 1 
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09/14/07 12:01 To: Dan Bowman 7136761676 Pg 001 

Em~oyee - You are required to repor1 your injury to your employer within 30 days 1f 
your employer has workers' compensation insurance You have the right to free 
ass1stance from the Texas Wo~ers' Comoensat1on Commiss1on and may be entitled 

to cerlflln medical and mcome benefits. For funher mformat1on call your local 
Comm1sson field off1ce or 1 (800)-252-7031. 

Tratla)ador. Es necesa.no que usted reporte su lest6n a su empleadordentro de 30 dias a partir 
d~ dia en que se les1on6, s1 su empjeador 11ene seguro de compensaa6n para trabajadores. Ia 

Comsi6n Tejana de Cornpensa.ci6n para Trabajadores le ofrece as1stenaa gratu11a, tambien 

Pn~g~~~~ 1~;r\,~ 21f~&ftc~~f~~ C: 1ii~~1Sib~n~~~ot2~r)~. y monetarios. Para mayor 

TEXAS WORKERS' COMPENSATION WORK ST 
PART 1: GENERAL INFORMATION 

. Employee's 

5_ Docto~s Name and De!Jree 
Dan P. Browder, MD 

Being Sent 

Patient states :"While at work I cut my left hand with 
a knife while cutting tape." 1::'7------_;_-S~1a-:t-:e---:;Z-1p----------fl-:-:::-::-.--:--::--::---;:--:7_;_,:_:77---.------11 

TX 77029 

PART It: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

O(a) will allow the employee to return to work as of (date) without restrictions. 
0(b) will allow the employee to return to work as of 09/14/2007 (date) with the restrictions identified In PART Ill, which are 

expected to last through 09/28/2007 (dale). 

O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 8 Other 

Standing 0 0 0 D D __ 

Sitting 00000 _ 
Kneeling/Squatting 0 0 0 0 D __ 

Bending/Stooping DDDDD __ 

Pushing/Pulling DDDDD __ 

Twisting DDDDD __ 

Other: DDDDD 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking DDDDD __ 

Climbing slairs/laddersODDDD __ 

Grasping/Squeezing DDDDD __ 

Wrist flexion/extension D D D D D __ 

Reaching D D D D D __ 

Overhead Reaching DDDDD __ 

Keyboarding 00000 __ 
15. RESTRICTIONS SPECIFIC TO (if applicable):j..O::.I::.:.he::::r.;;;;: ====....!::::D:::!.!::D:::!.!::D::!..D!::::::!.!D!:::L==-~ 
D L Hand/Wrist 

0 L Arm 

OL Leg 

0 L Fool/Ankle 

00ther: 

D R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 R Arm 0 Neck 0 May not lift/carry objects more than __ lbs 

0 R Leg 0 Back for more than __ hours per day 

0 R FooVAnkle D May not perform any lifting/carrying 

0 Other: __________ _ 

16. OTHER RESTRICTIONS (if any): 

limilqrip 

•These restrictions are based on the docto~s best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not available, the patien 
should be considered to be off work_ Note- these restrictions should be followed outside of work as well as at work. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 
121. Work Injury Diagnosis Information: 22. Expected Follow-up Services Include: 

19. MISC. RESTRICTIONS (if any): 

D Max hours per day of work: __ _ 

D SiVStrelch breaks of ___per __ 

D Must wear splint/cast at work 

0 Must use crutches at all limes 

D No driving/operating heavy equipment 

D Can only drive automatic transmission 

D No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

D at heights or on scaffolding 

[8] Must keep__:w_:__:o:c::u::..:nd-=-----------

0 Elevated ~ Clean & Dry 

D No skin contact with: ______ _ 

D Dressing changes necessary at work 

D No running 

20. MEDICATION RESTRICTIONS(if any): 

D Must lake prescription medicalion(s) 

D Advised to lake over-the-counter meds 

0 Medication may make drowsy (possible 

safely/driving issues) 

~Evaluation by the treating doctor on 09/24/2007 (date) at 10:00 am am/pm 
882.0 Hand Lac W/0 Complication D 
.;;..;;.::.;.;;..._..;.;,:::;,c:....:;;:.:;_;..;....:;....::...::..;....c._;;,;;;;.;.;..;.._ ___ ,l Referral to/Consult with on (dale) at_ _ am/pm 

----------------!!0 Physical medicine __ X per week for _weeks starting on (date) at am/pm 
D Special studies (list): on (dale) at am/pm 

-----------------lnj None. This is the last scheduled visit for this problem_ At this time, no further medical care is anticipated 

Date I Time of \list EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: IK) Treating doctor 
09/14/2007 11 :04 an 
Discharge Time 

09/t 4/2007 11 :49 an 

0 Initial 0 Designated doctor D Referral doctor 
0 Carrier-selected RME D Consulting doctor 

IKJ Follow-up [l DWC-selected RME D Other doctor 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: 

Re bet j k~m 
Fax: 

113- q·7 3-1q 4-1 

Phone: 

r<e b:?. ·. 

From: Prabhakar R. Thangudu 

 

Pages: ·-z 

Date: q-7 o7 

i~e~e ~s :tk &"Lu~~3c~:c/V) -fh JD~f'rh ~e~z•tt-~ndea'. 

P\e ~~e eaJA me '-cf '-fo \A. kve (}..V\ '/ q; v-r~i~ OV\ ~ . 

EPAH0043000088 

(b) (4)



DATE/TIME = SEP-07-2007 08:23 

JOURNAL No. = 015 

COMM. RESULT = OK 

PAGE(S) = 002 

DURATION = 00:00:20 

FILE No. = 131 

MODE = MEMORY TRANSMISSION 

DESTINATION = 7139737947 

RECEIVED ID = 
RESOLUTION = STD 

-CES Environmental svcs. -

7137488664- ********* 

EPAH0043000089 



C"0 ' (· ~( c 

F ebn:ary 2C, 2008 

AIG Dome~tic Claims, Inc. 
Pmper(r!Cas.ual(r Division 

' P.O. Box 25588 
Shawne.: Mission .. KS 66225 
(800) 242-2987 
(ali other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
CLOSED CLAI\-l NOT1('!7 

CFS ENVif-:CNMENTAL SERVICES INC 
490-+ G'<.fCC;:; ROAD 
HOUSTO'-i. TX 77021-0000 
Attn: CARL GUIDRY 

RE ! nsurrd 
C'arr~ec 

: CES ENVIRONMENTAL ~FRV!CES INC 
:Commerce & Industry 

L•ate of Loss : 09/07/2007 
C !aim Number  

Date Reported 
Dme Received 

: 09/07/2007 
: 09/07/2007 

The above captioned claim has been closed. The follow in;.: lr, 1•: c v··re ru;c~ or; ll·,,: claim: 
Symtoi Cl ,i·mnt ~,·lJC lnc:emnity 

UJ l ·:·; J ::;:,BLOOMER 00/ $3 . .748.55 
0:12 <_T~~ El'diR8Nl\1ENTAL 009 $1863.57 
OJ3 Cll~A BLOOMER 00(1 

ADDITIONAL CLAIM INFORMATION: 
Policy N<Jmbr~r :005062132 
Loss Lon:ti:m : :·zooo MARKET ST HOUSTO:'Ii.TX 

Medical Leg<!I 
$100.94 
$263.37 

Description of l os5 :IV Mft.DE iLLEGAL TUR•>J FROM \VROWi LANE STRUCK OV ON PASSENGER 
SIDE 

lm,ured Driver :HERNANDEZ JOSEPH 

R~~~V~:Y~ t Y~I" INFORM.,A_T_I_O_N_: ________________________ .. _______________ ____, 

---··-------.. -·-·--·------.. ---·-'-----------·--------.. ------·---------------1 
I C"l?l ·:·. 
··--·------------------

Levei .': 

~~t~E:~~----------1~~=~=~-~~--------- .. -----------·-----------. ____________ _, 
Thank you for allowing us to se:'·e you on this claim. Please conta-.:t me , ,,,, h:n c:· :'''Y cpestions or comments. 

S'nce•·cJ:-. 
FL;'ii!'.:~ !<'·'.YA~ 

r 'i •. ; ,- '"! i< ,-, ", ' '!. c\! !vi K.t.=:.P 
2~-:-•'::'CJ,;F:{ ~-,'DPARJ(.KS 

('I· ') :n8 <:~?o~) 
ELPILL\S K!NYAE@AIG.COM 
Oril_:,.,. 

rRECEIVEI)l 

FEB 2 5 2008 

BY: 

EPAH0043000090 
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Near Miss 

CES Environmental 
Services, Inc. 

INCIDENT REPORT 

---

Date oflncident 09/07/2007 Time 7:30am 

Result of Incident: No Injuries to Any Party 

Accident XXX 

1) DFire 2) D Explosion 3) XXX Equipment Damage 4) Property Damage 
5) D Product Loss 6) D Production Loss 7) XXX Employee Endangerment 
8) D Other __________________________ _ 

Person(s) Directly Involved 

Name: Joseph Hernandez Name: Chisa Bloomer 

Name: Michael Bloomer Name: Aniya Arroyo 

Exact Location Where Incident Occurred: 12800 Market Street 

Describe Fully How Incident Occurred: Statement of Joseph Hernandez: I was traveling 

eastbound on Market when l realized that I needed to turn around. I was in the right lane and I 

turned to the left. I did not see the car on the side of me. I hit the car on the passenger side. I 

immediately stopped and rushed to the car to make sure everyone was all right. The police were 

called and I told them what happened. I received a ticket for illegal turn from the wrong lane. 

What Unsafe Acts/Conditions Lead to Incident: Driver did not verify clearance to change lanes 

properly before attempting a left turn from the right lane of traffic. 

Recommendations to Prevent Reoccurrence: Immediate reassignment of the driver pending final 

outcome of the investigation. Driver should remain reassigned until all police reports, D.O.T. 

documentation and drug screen results are received by CES Environmental, Inc. 

EPAH0043000091 



HPD Unit 9C44D was dispatched to the scene. The HPD Officer at the scene informed CES HSE 

Manager Karl Guidry that the official report will be written to indicate no injury to any person(s). 

The HPD Officer stated he repeatedly asked the driver of the car if she or her kids were injured or 

in need of an ambulance. The HPD Officer stated the driver told him she and her kids were okay 

and did not require an ambulance. 

Joseph Hernandez was cited by Houston Police Department for illegal turn from the wrong lane. 

CES EHS Manager Karl Guidry escorted Joseph Hernandez from the accident site to Concentra 

Labs at 10969 1-10 East, Houston, Texas 77029, to have him tested for drugs and alcohol. 

Concentra personnel provided CES people with a Federal Drug Testing Custody and Control 

Form 23172258 (attached) and indicated drug test results will be available and sent to CES in two 

days. 

Damage estimates are unknown at this time. Alliana Insurance was notified and given the 

accident information on September 7, 2007 by CES HSE Manager Karl Guidry 

Witnesses: Name: NONE Name ----------------------

Name ________________ __ Name ----------------------

Prepared by: Karl A. Guidry Title: CES Environmental EHS Manager Initial~ 
Approved by: Steve Stricker Title: Vice President Initials ----

Safety Representative Notified (Name) Karl A. Guidry ~ 
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{~t1N.CENTR_l\ 
~CEDI CENTER; 

EMPLOYE2 S AUTHORiZATlON FOR EXAMlNATION OR TREATM:::!'·rT 

SSN: 

Location #/Street A.ddress: 

Temporary Staffing Agency: 

WORK-RELATED INJURY ILLNESS 
Post-.A.ccident Substance Abuse Testing: 

_. Drug Screen ~.~~~ ~

AIG -1/ l-foc-JYfJ9:lj JD.,/exT 
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Recertification 

Exit 

__ Aud~ogram 

Re~ 

Urir 

Res 

Urir 

"V 

@ 

c 
::;, 
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• '  j "'-----workers· Compensatron 

C2;.L¢\IS_~ Insurance Co: -----__ -::r. --

Phone: 

I 

/ --; I 
( ( (. 

'1 -~ / .. 
-'~- Policy #· 

-· ;, ~- Phone It: -----------

/' 
! 

(cop1es of this form available at www.concentr3.com) 
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Near Miss 

CES Environmental 
Services, Inc. 

INCIDENT REPORT 

---

Date of Incident 09/07/2007 Time 7:30am 

Result of Incident: No Injuries to Any Party 

Accident XXX 

I) OF ire 2) D Explosion 3) XXX. Equipment Damage 4) Property Damage 
5) D Product Loss 6) D Production Loss 7) XXX Employee Endangerment 
8) D Other ___________________________ _ 

Person(s) Directly Involved 

Name: Joseph Hernandez Name: Chisa Bloomer 

Name: Michael Bloomer Name: Aniya Arroyo 

Exact Location Where Incident Occurred: 12800 Market Street 

Describe Fully How Incident Occurred: Statement of Joseph Hernandez: T was traveling 

eastbound on Market when I realized that I needed to tum around. Twas in the right lane and I 

turned to the left. I did not see the car on the side of me. I hit the car on the passenger side. I 

immediately stopped and rushed to the car to make sure everyone was all right. The police were 

called and I told them what happened. I received a ticket for illegal turn from the wrong lane. 

What Unsafe Acts/Conditions Lead to Incident: Driver did not verity clearance to change lanes 

properly before attempting a left turn from the right lane of traffic. 

Recommendations to Prevent Reoccurrence: Immediate reassignment of the driver pending final 

outcome ofthe investigation. Driver should remain reassigned until all police reports, D.O.T. 

documentation and drug screen results are received by CES Environmental, Inc. 

EPAH0043000094 
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HPD Unit 9C44D was dispatched to the scene. The HPD Officer at the scene informed CES HSE 

Manager Karl Guidrv that the official repo1i will be written to indicate no injurv to am person(s). 

The HPD Officer stated he repeatedlY asked the driver of the car if she or her kids were injured or 

in need of an ambulance. The HPD Officer stated the driver told him she ang her kids were oka'. 

and did not require an ambulance. 

Joseph Hernandez was cited by Houston Police Department for illegal turn from the wrong lane. 

CES EHS Manager Karl Guidry escorted Joseph Hernandez from the accident site to Concentra 

Labs at I 0969 I-l 0 East Houston, Texas 77029, to have him tested for drugs and alcohol. 

Concentra personnel provided CES people with a Federal Drug Testing Custodv and Control 

Form 23172258 (attached) and indicated drug test results will be available and sent to CES in two 

days. 

Damage estimates are unknown at this time. Alliana Insurance was notified and given the 

accident information on September 7. 2007 b\ CES HSE Manager Karl Guidry 

Name 

Prepared by: Karl A. Guidry Title: CES Environmental EHS Manager 

Approved by: Steve Stricker Title: Vice President 

Safety Representative Notified (Name) Karl A. Guidry I 
I 

/ 

Initials ---
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AIG Claim Services 
Property/Casualty Division 

llllill.-lliiiiiiiL P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

September 11, 2007 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 
HOUSTON, TX 77021-0000 
Attn :CARL GUIDRY 

RE: Insured 
Carrier 
Date of Loss 
Claim Number 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 
: 09/07/2007 

7 

This letter will confirm receipt of the above referenced claim. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 
Loss Location : 12000 MARKET ST HOUSTON,TX 

Date Reported 
Date Received 

: 09/07/2007 
: 09/07/2007 

Description of Loss :IV MADE ILLEGAL TURN FROM WRONG LANE STRUCK OV ON PASSENGER 
SIDE 

Insured Driver : HERNANDEZ JOSEPH 

RISK ANALYSIS INFORMATION· 
REGION: 
LOCATION: 
SHELTER DIY: 
SECTION: 
LEVEL 5: 
LEVEL6: 

CLAIMANT INFORMATION: 
Symllcl Name 

001 CHI SA BLOOMER 
002 CES ENVIRONMENTAL 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
ELPHAS KINY AE 
FAST TRACK CLAIM REP 
251-PC OVERLAND PARK, KS 
(913) 338-9206 
ELPHAS.KINYAE@AIG.COM 
Original 

MJ{: 
007 
009 
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CES Environmental 
Services, Inc. -~~ 

INCIDENT REPORT 

Near Miss --- Accident __ ~_ Equipment Damage XXX 

Date of Incident Time 
7'-7- 6 7 

Result of Incident: Damage to CES Equipment 

1) nFire 2) Cl Explosion 3) XX.X Equipment Damage 4) Property Damage 
5) D Product Loss 6) D Production Loss 7) Employee Endangerment 
8) n Other _____________________________ _ 

Person(s) Directly Involved~ 

Name:,...~~ ~ ~ Name: 

Exact Location Where Incident Occurred: 

Describe Fully How Incident Occurred: ~ ue w._:· 
!o.> ~"\vo}ue--J.. ';v.. ~•~ .\..vt+\.. 

What Unsafe Acts/Conditions Lead to Incident: 

Recommendations to Prevent Reoccurrence: 

Damage estimates are- $Yff$'3 3- trU 

Witnesses: Name: Name ------------

Name Name ----------- -------------

Prepared by: Karl A. Guidry Title: CES Environmental EHS Manager Initials ---

Approved by: Steve Stricker Title: Vice President Initials 

EPAH0043000097 



, 
CES Environmental 
Services, Inc. 

Karl Guidry 
HSEManager 

• Office: (713) 676-1460 
Fax: (713) 676-1676 

4904 Griggs Rd. Mobile: (832) 287-0862 
Houston, 1TX 770ZI. , Email: kguidry @cesenvironmental.com 
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HOUS1"0N POLICE DEPARTMENT 
Incident No. I 3 Z.O l &5 07 S' 
Title i\1t.-vl){:!. A c Ct pt ~'~7 
Address L Uo o /"'A fL/<.eT 

Date 9~ 7-0 I 
Officer's Name Ctf... l.4 G'Koli<; 

Unit No . .3.5,...:'-~:.,.;.v.;..})~----------
PAT-oos5 
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.----~·--~~--------~, 

.~ 
~· 

CON CENTRA 
MEDlCAL CENTERS 

EMPLOYER'S AUTHORIZATION FOR EXAMINATION OR TREATMENT 

(MUST PRESENT PHOTO 10 AT TIME OF SERVICE) 

Patient Name: H e~Jilarde;¥' ,Joseph SSN: 

Company Name: c~ s E V\V I 'l-10 i"wt~~ S'eAv ~Le( :> Inc Date of Birth:-~~~~ 
Location #/Street Address: 4qo4 r;~~t:f)S (2 bh-cl ; >-toi~lL~ ;TX 77021 Date of Injury: rJ A 

Temporary Staffing Agency: N A -

WORK-RELATED INJURY 
Post-Accident Substance Abuse Testing: 

__ , Drug Screen 

Breath Alcohol 
__ Drug Screen and Breath Alcohol 

__ Urine Collection Only 

_ DOT Regulated 

__ Non-regulated 

PRE-PLACEMENT EVALUATION 

ILLNESS 

Job Title:-----------------
-- Physical Exam 

HPE 
_ Regulated Drug Screen 

__ Non-regulated Drug Screen 

_ Urine Collection Only 

Hair Collection 

_Audiogram 

SPECIAL PHYSICAL EXAMINATIONS 

i~sbestos 

__ Respirator 

Hazmat 

Baseline 

~( Other -------------.:...1---

DOT PHYSICAL 
__ Preplacement 

Recertification 

Exit 
__ Audiogram 

__ Regulated Drug Screen 

__ Urine Collection Only 

Breath Alcohol 

SUBSTANCE ABUSE TESTING 
__ Regulated 

__ Non-regulated 

__ Urine Collection Only 

__ Rapid Test 

__ Pre-placement 

__ Reasonable Suspicion 

Random 

Periodic 

_L Post-accident 

__ Follow-up 

Breath Alcohol 

BILLING 
__ Employee to pay charges at time of service 

__ Workers' Compensation 

Insurance Co: --------:..----

Policy It: 

Phone#:---------------------

Title: liS£ 1\1\N'atj~ 

Date: Cf- 7- 01 
(copies of this form available at www.concentra.com) 

,-.A,.-"""'"11'1'"11 
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FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM 

Ill 
SPECIMEN 10 NO. 23172258 

1 01 01 Renner Blvd • Lenexa, KS 66219 
(800) 728-4064 for Client Services 

~STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE 
A. Employer Name, Address, I.D. No. 

B. MRO Name, Address, Phone and Fax No. 

C. Donor SSN or Employee I. D. No. 

D. Reason for Test: D Pre-employment 
' 

1 D Return to Duty D Follow-up 

D Reasonable Suspicion/Cause 
D 01her (specify) _________ _ 

E. Drug Tests to be Performed: 0 THC, COC, PCP, OPI, AMP D THC & COC Only D 01her (specify)-----------

F. Collection Site Address: 

/ ~--· ' /': .. Collector Phone No. ---.:..----~-..:._c:__,..._ ______ _ 
.,f 

Collector Fax No. __ . ·..,.··-· --'-.:.....:.---;:.,_,.,... __ .. ...;:.;....:~ ·~/;...;~.;.;'·.::...r --·~.,..7o:.......· -----

STEP 2: COMPLETED BY COLLECTO 

Specimen Collection: Read specimen temperature wi!.bin·4 minutes. Is temperature 
between 90" and 100° F?A3Yes D No, Enter Remark J:lSp11f .. 0 Single D None Provided (Enter Remark) D Observed (Enter Remark) 

REMARKS 
STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MAO Copy) 
STEP 4· CHAIN OF CUSTODY· INITIATED BY COLLECTOR AND COMPLETED BY LABORATORY 

I certify that the specimen given to me by the donor identified in the certification section on Copy 2 of this form was collected, labeled, sealed and released to the Delivery Service noted in 
accordance. wl~h applicable Fe~wal requirements. 

1
AM SPECIMEN BOTTLE(S) RELEASED TO: 

X ..t;'·' ,t' 
.. 

· Sign'a;Zre bf~otlector /~ 
'-~ 

. ~M .... Time of Collection .,../ 
.~ ,· 't:· (..{,rcl! ·,-:: 'L !.. ··; ' 

.. •.. i . ~ ... ' ..... \."...,.-~' .... ·· 

' .. ·; •. 
cP~IN'f) CdtlectOr's N~me (Firs(~:~~. "'· Date (Mo./Day/Yr.) .... . 

Name of Delivery Service Transferring Specimen to Lab IIIIi;----
RECEIVED AT LAB: Primary Specimen SPECIMEN BOTILE(S) RELEASED TO: 

y .... Bottle Seal Intact 
Signature of Accessioner 

DYes 
I I .... 0 No, Enter Remark Below (PRINn Accessioner's Name (First, Ml, Last) Date (Mo./Day/Yr.) 

STEP 5: COMPLETED BY DONOR 

,, .• l~rtify that I provided my urine specimen to the collector; that I have not adulterated it in any manner; each specimen bottle used was sealed with a tamper
evi t seal in my presence; and that the information provided on this form and on the label affixed to each specimen bottle is co"ect. 

·rn >e 71, llero·----r"Jde:z --=<,:....L1 :...,-....,..,.....L,-+_.,-
__, · f (PRINT) Donor's Nam:fFirst, Ml, Ladt=· 

Should the results of the laboratory tests for the specimen identified by this form be confirmed positive, the Medical Review 
about prescriptions and over-the-counter medications you may have taken. Therefore, you may want to make a list of those medications for your own records. 
THIS LIST IS NOT NECESSARY. If you choose to make a list. do so either on a separate piece of paper or on the back of your copy (Copy 5). -DO NOT 
PROVIDE THIS INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU. 

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN 

In accordance with applicable Federal requirements, my determination/verification is: 
0 NEGATIVE 0 POSITIVE 0 TEST CANCELLED 0 REFUSAL TO TEST BECAUSE: 

0 DILUTE 0 ADULTERATED 0 SUBSTITUTED 

REMARKS ____________________________________________________________________________________________ ___ 

I I 
Signature of Medical Review Officer (PRINn Medical Review Officer's Name (First, Ml, Last) Date (Mo./Day/Yr.) 

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER • SPLIT SPECIMEN 

In accordance with applicable Federal requirements, my determination/verification for the split specimen (if tested) is: 

0 RECONFIRMED 0 FAILED TO RECONFIRM- REASON--------------------------'----'-----

Signature of Medical Review Officer (PRINn Medical Review Officer's Name (First, Ml, Last) 
I I 

Date (Mo./Day/Yr.) 

COPY 5· DONOR COPY 
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1exas 
10110/2007 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-32Qi\ 

Notification Confirming Receipt of Claim 

Date of Injury: I 0/03/2007 
Injured Worker: CALDERMON, MOISES R 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Fom1 signed by the injured worker. Please submit a copy 
of the signed, second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the fmm online at 
www.texasmutual.com/hcn/hcn.shtm 

Below please find infom1ation that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin. Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (ROO) R59-5995 
Monday- Friday: R:OO a.m. - 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (ROO) 8RO-R562 
www.scripnet.com 

To locate a treating doctor: 
www. texasmutual.com/workers/iw ADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www. texasmutual. com/ employers/ erRights. shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www.texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m.- 9 p.m .. include: 
o Obtain logon id. or for immediate logon id, call (ROO) 859-5995. M-F. 8:00a.m.- 5:30p.m. 
o Submit first report of injuty in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 120:!9 Austin, TX 78711-2029 
Phone: (800)859-5995; Fax: (512)224-3889 
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Claim Number: 99H0000506791 

Notification Date: I 0!0912007 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: MOISES R CALDERMON 
SSN: XXX-XX  

Mailing 
Address: 

County: 

Physical 
Address: 

County: 

Home Phone: 

Date of Birth: 
Marital Status: Married 
Gender: Male Dependents: 01 
Language: English 

MEDICAL PROVIDER 

Name: 
TaxiD: 
Address: 

Phone: Ext: I<' ax: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Date of Injury: l ()11)3/2007 Time: (ltl-:00 

Date Reported: 10/03/2007 

Nature oflnjury: UNKNOWN/NOT REPORTED 

Cause of Injury: FALL/SLIP OR TRIP INJURY-ON 
SAME LEVEL 

Part of Body: SOFT TISSUE 

Fatality: No 

How and Why the Injury/Illness Occurred 
HEAD: HIT HARD AGAINST THE. 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: HELPER 
Hire Date: 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: TX 
No 
00/00/0000 

10/04/2007 

Hourly 

Hours/Week: Days/Week: 

Fax: (713)676-1676 

Period Start: 00/00/0000 Period End: 00/00/0000 
Supervisor 
Name: MARLIN 

Phone: Ext: 

PREPARER OF REPORT 

Name: PRABHAKAR THANGUDU 

Phone: (713)676-1460 Ext: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred: 
4904 GRIGGS RD 
HOUSTON TX 77021 

County: HARRIS 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 

Name: 
Phone: 

Fax: 

EPAH00430001 07 
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C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Texas !Yiutuallnsurancc Company P.O. Box 12029 Austin, TX 7X711-2U29 

Phone: (~00) X59-5995: Fax: (512)224-3RX9 
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CES Environmental 
Services, Inc. 

QJ(_{~:,)C J tt-l; th 6; I )s o 1) 

LD-~IJ-o7 

4904 Griggs Road 
Houston, TX no21 
Phone: {713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: Lc~..Jo n ; C{t rJ . (2;:..1 

Phone: 

From: 

Pages: 

Date: 

Prabhakar R. Thangudu 

 

3 

f~1o /scs £:<-JY\,>t£0 (' ALD E f2l! ~ 
sS.:Jt;. 

Dd C Ftutl .1 

f' "-.1;\\ 0-f'plz.e-ic.it J-,LC.:~V;4 i'.C [~~e~'\ 
C [c~: -<1 rJ \An"bo

2
__ -(i, ~~ (j;p_ . ?I~ Jd- IY1<' K"'Dk.l 

4 'F"~ n!ld c:0A,:I' D~ :...,.,_.(},, ~ ;o''' 
Tl--(2(\ )0J J 

EPAH00430001 09 

(b) (4)

(b) (4)



Send the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injured employee. 

*Employers - Do not send this form to the 
Texas Department of Insurance, Division of Workers' Compensation, 
Unless the Division specifically requests a direct filling. CLAIM# 

CARRIER'S CLAIM# 

EMPLOYERS FIRST REP ORT OF INJURY OR ILLNESS 
1. Name (Last, First, M.l.) 2. Sex 

FO Mrg/ (_(_-,_{ J e ;c-."1 ft1 i, '5lo.:; IC 
15. Date of Injury (m-d-y) 16. Time of Injury 17. Date Lost Time Began 

i[ 4 lc am ~m 0 
(m-d-y) 

/l/ -A -t3 -zn·7 -

3. Social Security Number 4. Home Phone 5. Date of Birth (m-d-y) 18. Nature of Injury* 19. Part of Body Injured or Exposed* 

/-CLO f~C·;vl ;,·,JJvv 1-h··.c~ 
6. Does t~loyee Speak English? If No, Specify Language 

YES NO 0 

20. How and Why Injury/Illness Occurred* 

H,-1- k,.eJ,cf t'-Jc'' td-1/,e-fkt:"v 
,.. 

7. Race 
White 0 8. Ethnicity Hispanic EJ'/ 

Black 0 Asian D Native American 0 Other D 

21. Was employee [( 22. Worksite Location of Injury (stairs, dock, etc.)* 
doing his YES ,.~_:z{ hC~-9::-
regular job? NO 0 

9. Mailing Address Street or P.O. Box 23. Address Where Injury or Exposure Occurred Name of business if incident 
occur~ed on a busi.(leSs site ( _ ) 
r1 t]C 1.-J C]::-,u'JV~ 1 u _( 

City , State Zip Code County Street or P.O. Box County 

Married~ Widowed D Separated0 Single 0 Divorced 0 
City fie ~LS7i:ll s'rx 

Zip Code '7 . Z ) 1 l .-

11. Number of Dependent Children 12. Spouse's Name 24. Cause of lnjury(fall, tool, machine, etc.)* 

I AA!A f}Q.Rf-Dift r:J II 
13. Doctor's Name 25. List Witnesses 

14. Doctor's Mailing Address (Street or P.O.Box) 26. Return to work 27. Did employee 28. Supervisor's 29. Date Reported 
date/or expected die? Name (m-d-y) 

City State Zip Code 

(m-d-y) 

NO" 

Mtt'1:1~() 
YESD IC - [ '6 -Zii 7 .. -cq -zen i1 )[ )l :£_ 

v - -

30. Date of Hire (m-d-y) 131. Was emp~e hired or recruited in Texas? 132. Length of Service in Current Position 

YES or NO 0 Months L I Years 1

33. Length of Service in Occupation 

Months Years Z-
34. Employee Payroll Classification Code 135. Occupation of Injured Worker 

ti£LPER 
36. Rate of Pay at this Job 137._ ~ull Work Week is: 138. La,st:a~check was: 

$__1_1_Hourly $ __ Weekly fif...J.... Hours __ Days $~for itJ. Hours 
1

39. Is employee an Owver, Pa ner, 
or Corporate Officer? 

or-- Days YES D NO 

40. Name and Title of Person Completing Form 41. Name of B~siness, -~ 

{?--z u b hrxl<, {,.!'). p. ·--n;-(•.rJC1vL I.._~LL HSE Jl. \ t-'1.1 \ tt~_i' \.- c E7 -~ C'V\ v' --tOYJ nen fc S(>;..z-v;CfS./ Inc 
I 

42. Business Mailing Address and Telephone Number 43. Business Location (If different from mailing address) 
Street or P.O. Box Telephone . Number and Street 

J..tq c Lf c; .. , ~qq<; f2crJ ( 7/3> t 7t ·}4/t 
City State Zip Code City State Zip Code 

He 1/' <tn T'f... "r7GZJ 
44. Federal Tax Identification Number 145. Primary North Am~rican ln~_.ustry Classification System 46. Specific NAICS Code 147 .. ;e~a~ ?omp~oll~~:a~payer No. 

'76- O]q Zt:7R·s-· Code:(6 d1g1t) ..) f, /_, ("_ ;q (6 digit) .)1.2?/ '-1 I lft':Jt/2(/::Sbtf 
48. Workers' Compensation Insurance Company 49. Policy Number 

Tb-...<4) /VI UT(!,/JL TS F (![( j{'<Jj(.-,()L.I Lj 
50. Did yo7uest accident prevention services in past 12 months? / 

( 

YES NO 0 If yes, did you receive them? YEsS NOD 
51. Siuure and Title (REMRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING) 

X ' ./. j L /, •/,.pc ~ L:l 
Date Ll'l8.-?ct1 

I 

DWC FORM-1 (Rev. 10/05) Page 3 II II I II II II IIIII I II 1111 II DIVISION OF WORKERS' COMPENSATION 
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(b) (4)

(b) (4)



Employee Acknowledgment of Workers' Compensation Network 

I have received information that tells me how to get health care under my employer"s workers· 
compensation insurance. 

- -

I fl am hurt Ol),-the jopnd I ive in a service area described in this inforn~51tion, },understand that: 

I. I must choose a treating doctor from the list of doctors in the network. Or, I may ask my 
HMO primary care physician to agree to serve as my treating doctor. If I select my HMO 
primary care physician as my treating doctor, I will call Texas Mutual at (800) 859-5995, 
extension 2880 to notify them of my choice. 

2. I must go to my treating doctor for all health care for my injury. Ifl need a specialist, my 
treating doctor wi II refer me. If I need emergency care, I may go anywhere. 

3. The insurance carrier will pay the treating doctor and other network providers. 
4. I might have to pay the bill ifl get health care from someone other than a network doctor 

without network approval. 
5. Making a false or fraudulent workers' compensation claim is a crime that may result in 

fines and or imprisonment. 

Signature 

' Printed Name 

I live at: 
Street Address 

City State 

<t?-/6.ot 
Date 

Zip Code 

Name of Employer: __ C......:'£::;:_g_=G---'-A_v_· ~_h....:..;t,"--'1 n'-'-'{'("'"-€ __ j;_cj:::._:_=~-'--v_··_:, ()v,=-::-~.J---=./_V\_(;::__ __ _ 

Name ofNetwork: Texas Star NetworksM 

Network service areas are subject to change. 
Call (800) 381-8067 ifyou need a network treating provider. 
Please indicate whether this is the: 

L$l.tnitial Employee Notification 

12:1 Injury Notification (Date of Injury: _/ __ I __ ) 

DO NOT RETURN THIS FORM TO TEXAS MUTUAL 
INSURANCE COMPANY UNLESS REQUESTED 

Employee Notice of Network Requirements- 03106 Page 8 of8 

EPAH0043000111 
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1 MHHS HERMANN HOSPITAL 
P 0 BOX 201367 
HOUSTON TX 772161367 

ROAD 

TX 77021 

SUPPLIES 

EMERGENCY ROOM 
EMERGENCY ROOM 
PULMONARY FUNCTION 

MOISES 

70450 
36000 
9928425 
94761 

EPAH0043000112 

(b) (4)

(b) (4)

(b) (4)

(b) (4)



OUTPATIENT AHH Memorial Hermann 
HEALTHCARE SYSTEM 

RELATION TO PATIENT 

AMIREZ, MOISES 

PATIENT 
MAIL CLAIM TO 

CES ENVIRONMENT 
4904 GRIGGS ROAD 

P 0 201367, TX 77216-1367 

999-99-9999 

HOUSTON TX 77021 USA 

PATIENT NAME 

RAMIREZ, MOISES 
OTHER INSURANCE INDICA TEO BY HOSP!T AL RECORDS 
NAME OF INSURED 

NONE 
DIAGNOSIS 

CONCUSSION NOS E917.9 

38.93 VENOUS CATHETER NEC 

10/07 07 
PERIOD COVERED BV CLAIM 

10/03/07 THRU 10/03/07 
INSURANCE COMPANY NAME 

WORK COMP NON-SUBSCRIBER 
GROUP POLICY HOLDER 

CES ENVIRONMENT 

GROUP/POLICY NUMBER CERTIFICATE/SUBSCRIPTION NO 

DOl 100307 999999999 

CERTIFICATE/SUBSCRIPTION NO 

SUMMARY OF CHARGE  
0270 MED-SUR SUPPLIES 583.75 

1 '881 . 25 
1,429.00 

70.00 

0350 CT SCAN 
0450 EMER ROOM 
0460 PULMONARY FUNC 

TOTAL CHARGES 3,964.00 

EPAH0043000113 
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OUTPATIENT AHH 

AMIREZ, MOISES 

Memorial Hermann 
HEALTHCARE SYSTEM 

10 07/07 
PERIOD COVERED BY CLAIM 

10/03/07 THRU 10/03/07 
RELATION TO PATIENT SOCIAL SECURITY NO INSURANCE COMPANY NAME 

PATIENT 999-99-9999 WORK COMP NON-SUBSCRIBER 
MAIL CLAIM TO 

CES ENVIRONMENT 
4904 GRIGGS ROAD 

GROUP POLICY HOLDER 

CES ENVIRONMENT 

HOUSTON TX 77021 USA GROUP/POLICY NUMBER CERTIFICATE/SUBSCRIPTION NO 

DOI 100307 999999999 
PATIENT NAME 

RAMIREZ, MOISES 
OTHER INSURANCE INDICA TED BY HOSPITAl RECORDS 
NAME OF INSURED 

NONE 
DIAGNOSIS 

CONCUSSION NOS E917.9 

38.93 VENOUS CATHETER NEC 

CARDIAC MONITOR 
IV START BASIC MACRO TUBING 
BLOOD PRESSURE ADULT/PED 

MED-SUR SUPPLIES 

70450 CT HEAD OR BRAIN W/0 CONTRAST 
0350 CT SCAN 

99284 EC LEVEL 4 
36000 INTROD NEEDLE/INTRACATH VEIN 
0450 EMER ROOM 

94761 PULSE OXIMETRY MULTIPLE DETERM. 
0460 PULMONARY FUNC 

NO 

246.00 
226.50 
111.25 
583.75 

1,881.25 
1 '881 . 25 

1,362.00 
67.00 

1,429.00 

70.00 
70.00 

TOTAL CHARGES 3,964.00 

EPAH0043000114 
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DATE/TIME = OCT-09-2007 12:50 

JOURNAL No. = 044 

COMM. RESULT = OK 

PAGE(S) = 003 

DURATION = 00:00:28 

FILE No. = 450 

MODE = MEMORY TRANSMISSION 

DESTINATION = 15122243889 

RECEIVED ID = 

RESOLUTION = STD 

-CES Environmental Service-

713 676 1676- ~~~~~~~~~ 

EPAH0043000115 



DATE/TIME = OC:T-11-2007 15:20 

JOURNAL No. = 133 

COMM. RESULT = OK 

PAGE(S) = 006 

DURATION = 00:00:50 

FILE No. = 539 

MODE = MEMORY TRANSMISSION 

DESTINATION = 15122243889 

RECEIVED ID = 

RESOLUTION = STD 

-CES Environmental Service-

713 676 1676- ********* 

EPAH0043000116 



Memorial Hermann Hospital 
Emergency Department 

6411 Fannin Street 
Houston, TX 77030 

(713) 704-4060 

Patient Name: Moises Ramirez 
Date: 10/03/2007 

AGE: Wt. __ lbskg 

A generically equivalent drug product may be dispensed unless the 
practitioner has hand written the words "Brand Necessary" or "Brand 
Medically Necessary" on the face of the prescription. 

Refills: 0 

Signature 
ID# 

Ibuprofen 800 mg 
Dispense#: 30 (thirty) 

Sig: 1 PO every 8 hours as needed for pain, take with food 

Smith, Rory DO 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

_________________________ L _______________________ _ 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
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Memorial Hermann Hospital I Memorial Hermann Children's Hospital 
Discharge Instructions for: Moises Ramirez 

Memorial Hermann Hospital 

DISCHARGE INSTRUCTIONS FOR: 
FOR TODAY'S VISIT ON: 

Emergency Department 
6411 Fannin Street 
Houston, TX 77030 

(713) 704-4060 

Moises Ramirez 
Wednesday 10/03/2007 

Thank you for using Memorial Hermann Hospital for your care today. It is important for you to know 
that the examination, treatment and x-ray reading you have received in the Emergency Care Center 
today have been rendered on an emergency basis only and are not intended to be a substitute for an 
effort to provide complete medical care. You should contact your follow-up physician as it is important 
that you let him or her check you and report any new or remaining problems since it is impossible to 
recognize and treat all elements of an injury or illness in a single emergency care center visit. 

X-RAYS and LAB TESTS: 
If you had x-rays today they were read by the emergency physician. Your x-rays will also be read by a 
radiologist within 24 hours. If you had a culture done it will take 24 to 72 hours to get results. If there is 
a change in the x-ray diagnosis or a positive culture we will contact you. {Make sure we have your 
local phone number.) 

MEDICATIONS: 
If you received a prescription for medication(s) today it is important that when you fill this you let the 
pharmacists know all the other medications that you are on and any allergies you might have. It is also 
important that you notify your follow-up physician of all your medications including the prescriptions you 
may receive today. 

Care provided by Smith, Rory DO with the diagnosis of Concussion with LOC. 

Thanks again for using Memorial Hermann Hospital for your treatment today. The discharge instructions 
for today's visit are outlined below. 

-CONCUSSION (no wake-up) 
- Ibuprofen 800 mg 30 (thirty) 1 PO every 8 hours as needed for pain, take with food 
UT Family Practice (Clinics - UT) 
- Follow up with your PCP 

Special Notes: 

Follow up with your PCP in 1 week 
Take meds as directed 
Return to the ED if you develop increased paion, vomiting, dizziness, or for any other concerns 

I hereby acknowledge that I have received and understand the above instructions and prescriptions (if 
any). 

Moises Ramirez 
MRN#-

Date------------

ED Physician or Nurse 

EPAH0043000118 



Memorial Hermann Hospital I Memorial Hermann Children's Hospital 
Discharge Instructions for: Moises Ramirez 

Patient Copy 

EPAH0043000119 



Memorial Hermann Hospital/ Memorial Hermann Children's Hospital 
Discharge Instructions for: Moises Ramirez 

PROBLEM(S) 

CONCUSSION SYNDROME [no wake-up] 

Page 1 of 3 

A concussion occurs when there is a blow to the head with enough force to shake up the brain. This 
may cause a loss of consciousness ("knocked out"). Depending on how hard you hit your head, it will 
take from a few hours up to a few days to get better. During this time, it is common to have symptoms 
of headache, nausea, vomiting or dizziness. You may also notice difficulty concentrating or problems 
with memory. This is normal. 

Symptoms should get better as the hours and days go by. Symptoms that worsen could be a sign of a 
more serious injury (bruise or bleeding in the brain). Therefore, watch for the warning signs below. 

HOME CARE: 
1) During the next 24 hours someone must stay with you. This person should WAKE YOU EVERY 

TWO HOURS to check for the signs below. 

2) If you have swelling of the face or scalp, apply an ice pack (ice cubes in a plastic bag, wrapped in a 
towel) for 20 minutes every one to two hours until the swelling starts to go down. 

3) You may take Tylenol or Advil (ibuprofen) for pain, unless another pain medicine was prescribed. 

FOLLOW UP with your physician or this facility if your current symptoms do not begin to improve over the 
next 24 hours. 

RETURN PROMPTLY or contact your doctor if any of the following occur: 
Repeated vomiting 

-- Severe or worsening headache 
-- Severe or worsening dizziness 
-- Unusual drowsiness, or unable to awaken as usual 
-- Confusion or change in behavior or speech 
-- Unequal pupils 
-- Convulsion (seizure) 

Increasing scalp or face swelling 
-- Redness, warmth or pus from the swollen area 

PRESCRIPTION(S) 

REFERRAL(S) 

You are being referred to the following physician(s) 

UT Family Practice (Clinics - UT) 
6410 Fannin, Ste #250 
Houston, Texas 
832-325-6500 

EPAH0043000120 
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Memorial Hermann Hospital/ Memorial Hermann Children's Hospital 
Discharge Instructions for: Moises Ramirez 

WHEN TO FOLLOW-UP 

Page 2 of 3 
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(b) (4)

0 Memorial Hermann 0 Memorial Hermann 
The Woodlands Hospital- 281-364-2328~Memorial City Hospital-713-242-3593 

0 Memorial Hermann · Memorial Hermann 
Northwest Hospital- 713-867-4608 Hospital- 713-704-3100 

DIAGNOSIS: ----------

0 Memorial Hermann 0 Memorial Hermann 
Southwest Hospital- 713-456-5527 Southeast Hospital- 281-929-4746 

Date o{Service: JQ-0.3- 07 0 Memorial Hermann 
Katy Hospital- 281-395-7466 

SELECT ONLY ONE DUTY RELEASE 

FULL DUTY RELEASE: FULL RELEASE - RETURN TO WORK 
0 Released to regular duty 
0 Released to regular duty with follow-up appointment as indicated below* 
0 Off the remainder of today. Return to regular duty next workday 

LIMITED DUTY RELEASE: MODIFIED DUTY - RETURN TO WORK 
Released to return to work ____ J ____ .J _____ with the following restrictions 

0 Wound must remain clean, dry and covered 
0 Sedentary work only 
0 Limited use of affected extremity 
0 No use of affected extremity 
0 Cannot operate: 

Power Machinery------------
Vehicle-----------------0 _____________________________ _ 

Lifting: 
0 No lifting restrictions 
~ 10 lbs. maximum and occasionally lifting and/or 

carrying small items. 
0 20 lbs maximum with frequent lifting up to 10 lbs. 

and/or carrying objects weighing up to 10 lbs. 
0 50 lbs. maximum with frequent lifting and/or caring of 

objects weighing up to 50 lbs 
0 No lifting 

OFF DUTY: (If one full workday of the injured employee's ~ift is missed -they fall under Off Duty) // 

0 Off duty until re-evaluated by follow-up physician. Released to regular duty /0 I OT_ t0-7 
I 

WORK-RELATED PRESCRIPTIONS: Were any prescriptions prescribed: 0 No 

URINE DRUG TESTING: j. ~·· 
0 Non-DOT 0 DOT ~-/A 

ALCOHOL TESTING: 
0 Evidential Breath Test 
0 Breath Scan 

' 

0 Saliva 
0 Blood Alcohol 

REFERRAL INFORMATION: 0 Occupational Medicine will schedule follow-up appointment 

~ ~en will schedule follow-up appointment. 

'},'V {j ~ I i't i - Phone: ------------------

*Follow-up with the physician I clinic on: 

SIGNATURES: . 
Physician's Signatur.~·;....::::::-----c.....,.p:;.__."'-------,.,1/ii!!:::......---

Patient's Signature: ~uo,2.w1.5 lZ e;o, ''cez.. (. 

Memorial Hermann Hospital System 

FOR YOUR WHOLE LIFE~ 

Return To Work 
OCCUPATIONAL MEDICINE 

1702 10/04 111111111111111111111111111111 I ~IIIII!~ ~~~Ill 1111111~1 IJI H~ IIIII ~~~ IIIII II~ 1111 
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1exasMutuar 
Insurance Canpany 

November 29, 2007 

C E S ENVIRONMENTAL SERVICES I 

4904 GRIGGS RD 
HOUSTON, TX 770213208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date of Injury: 
DWC#: 

 
MEL YIN ESPINAL 

C E S ENVIRONMENTAL SERVICES I 
11/09/2007 

Dear C E S ENVIRONMENTAL SERVICES I, 

Claim & Information Services 

P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

I 

/ i 
Dtc , ~-

0 3 zoo; 

In accordance with the Division of Workers' Compensation Rule 120.2, we are requesting that you 
file the employers first report of injury or illness (DWC-1 ). The first report of injury can easily 
be submitted using our online reporting system, available thru our website, 
www.texasmutual.com. Or, you may download a copy of the form from our website and file the 
information with us by mail, phone, fax or electronic submission. The Division's rules specify 
that the information be filed not later than the eighth day after: 1) the receipt of notice of an 
occupational disease or 2) the employee is absent from work for more than one day due to the 
InJUry. 

A written copy must be provided to the employee along with a summary of the employee's 
statutory rights and responsibilities. If you use our online reporting, you can print a copy of the 
report to give to the employee. 

Texas Mutual will file this information with the Division of Workers' Compensation. 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 
1-800-859-5995. 

Sincerely, 

Latonica N Ray 
EXT 2107 
MEDICAL WORKERS' COMP SPEC 

EPAH0043000124 
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Texas Mutual® 
Insurance Company 

November 29, 2007 

C E S ENVIRONMENTAL SERVICES I 

4904 GRIGGS RD 
HOUSTON, TX 770213208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date of Injury: 
DWC#: 

 
INAL 

C E S ENVIRONMENTAL SERVICES I 
11109/2007 

Claim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 

1-800-859-5995 (512) 224-3800 
Fax (512) 224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

D DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2)- Please fax or email attachment or use the on-line version 
(www.texasmutual.com). 

OR 

0 DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

[8] DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

Within 1 0 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee returns to work, or the employee, after returning to work experiences an additional day( s) of disability 

as a result of the injury. 
Within 3 days after: 

AND 

• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, or the employee, after returning to work experiences an additional days(s) of disability 

as a result of the injury 

0 EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 

Workers' Compensation. 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995. 

Sincerely, 

Latonica N Ray 
EXT2107 
MEDICAL WORKERS' COMP SPEC 

EPAH0043000125 
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ICLAIM# 
Carner# 

SUPPLEMENTAL REPORT OF INJURY 
Part I EMPLOYER INFORMATION 

1. Employer business name I 2. Employer phone# 

3. Employer mailing address 

4. Insurance carrier name 

5. Does the employer have return to work {RTW) opportunities available based on the injured worker's current capabilities? yes 0 no 0 
If so, identify contact person and phone# 

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes D Date noD 

7. Has the employer requested RTW training from DWC or the insurance carrier? yes 0 noD 

8. Has the insurance carrier provided accident prevention services in the past 12 months? yes 0 Date noD 
9. Has the employer requested accident prevention services from the insurance carrier? yes 0 noD 

Part II REASON FOR FILING THIS REPORT (deadlines vary, see instructions) 

10. D a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

D b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

D c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

D d. The injured worker resigned or was terminated from employment: File within 1 0 days. 

Part Ill INJURED WORKER INFORMATION 
11. Injured worker name 12. SSN 113. DOl 

14. Injured worker mailing address and phone # 

15. First day of lost time or reduced 16. First day of additional lost time 
wages for this injury {mm/dd/yyyy) or reduced wages {mm/dd/yyyy) 

17, Has the injured worker experienced 8 days {cumulative) of lost time or reduced wages as a result of the injury? yes OnoO 

If yes, the date of the 81
h day {mm/dd/yyyy) 

18. Date of most recent RTW 
j19. Has the injured worker resigned, been terminated or died? yes OnoO 

D Full duty, full pay I date of resignation date of termination date of death 

D limited duty. full pay I 19a. Reason for resignation/termination 

I 
D Limited duty, reduced pay I 19b. Was the injured worker on limited duty when terminated? yes OnoD 

20. Hours the injured worker was working during the pay period of 21. Weekly/hourly earnings for the pay period of 

to hours per week to :$ weekly or $ 

Indicated hours are: Indicated wages are: 

D Increase from pre-injury D Increase from pre-injury wage 

D Same as pre-injury D Same a pre-injury wage 

D Decrease from pre-injury D Decrease from pre-injury wage 

This form to be filed with: The employer's insurance carrier and t~e injured worker in the timeframe as noted in Part II. 

22. To the best of my knowledge the information provided in this report is accurate and may be relied upon for evaluation of eligibility for benefits. 

Submitted by: D Employer D Injured Worker (If no longer working for the employer where injury occurred.) 

Signature and Title of person completing this form Date 

111111111 
DWC FORM-6 (Rev. 10/05) Page I DIVISION OF WORKERS' COMPENSATION 
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DWCFORM-6 
Supplemental Report of Injury 

DWC requires the reporting of all Return to Work and Post-Injury Change of Earnings. An injured worker is entitled to temporary income benefits if 
he/she has disability (defined as the inability to work, or the inability to earn wages equivalent to pre-injury wages, as a result of the injury) and has 
not reached maximum medical improvement (defined as having reached I 04 weeks from the eighth day of lost time or when a doctor certifies that no 
further recovery can be reasonably anticipated). The insurance carrier shall adjust the weekly amount of temporary income benefits paid to the 
injured worker to match the fluctuations in weekly earnings after the injury. To ensure the insurance carrier has accurate information to calculate 
benefits, the DWC FORM-6 is to be completed as applicable: 

By EMPLOYER 

The EMPLOYER means the employer for whom the injured worker was 
working when the injury occurred. If the employer is the current employer, 
then you are responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

Include CLAIM and insurance carrier numbers in right upper hand comer. 
Complete items 1-21, sign and date. 

The EMPLOYER must file this form: 
• For a worker's injury/illness that occurs after January I, 199I 

and required the previous filing of a DWC FORM-I, Employer's 
First Report of Injury; and 

• During the time the injured worker is entitled to temporary 
income benefits (TIBs); and 

• Until the injured worker: 
~ Reaches maximum medical improvement (MMI), or 
~ Is no longer employed by the employer. 

By INJURED WORKER 

If you (the INJURED WORKER) are no longer employed by the 
employer where the injury/illness occurred, then you are 
responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

This form may be used to do so. Include CLAIM and insurance 
ca1Tier numbers in right upper hand comer. Complete items 1-4, 
10-21, sign and date. 

If you are employed by a new employer after the injury; and 

• You are receiving benefits, you must tell the insurance 
carrier if your wages change, regardless ofwhether your 
income went up or down; or 

• You are not receiving benefits, you must tell the 
insurance carrier if the injury causes you to miss work or 
lose income. 

his report must be filed in the following situations within the timeframes indicated: 
• 3 days after the injured worker begins to lose time from work as a result of the injury, iflost time did not occur immediately following the 

injury; 
• 3 days after the injured worker returns to work; 
• 3 days, when the injured worker returned to work, then later has additional day(s) of lost time as a result of the injury; 
• I 0 days after the end of each pay period in which the injured worker has a change in earnings as a result of the injury; 
• I 0 days after the injured worker resigns or is terminated. 

While most ofthe sections on this form are self-explanatory,pl ease note that the pay periods requested in sections 20 & 21 may be different 
depending on the situation for which the form is being filed: 
• If the report is indicating lost time from work or the end of employment, the pay period shall be the most recent pay period 

prior to the lost time. 
• If the report is indicating return to work or a change in earnings, the pay period shall be the pay period the injured worker is 

beginning. 

This form is to be filed by first class mail or personal delivery with: 

• The insurance carrier, and 
• The injured worker. 
This report is considered filed when personally delivered or postmarked. 

Failure to comply with these filing requirements, without good cause, is a 
Class D administrative violation, subject to a penalty not to exceed $500. 

This form is to be filed by first class mail or personal delivery 
with: 

• The insurance carrier. 
This report is considered filed when personally delivered or 
postmarked. 

If you return to work for the same employer or a different 
employer, your temporary income benefits from the insurance 
carrier must be adjusted. 

Failure to report earned wages and/or offers of employment to 
the insurance carrier who is paying benefits to you is a crime 
that may result in fines and/or imprisonment. 

TLC§ 409.005 and Rules 120.3 and 129.4 provtde the requirements regardmg use ofthts report. The complete rule text ts avatlable on the DWC 
website at: www.tdi.state.tx.us 

DWC FORM-6 (Rev. 10/05) Page 2 11111111~ I DIVISION OF WORKERS' COMPENSATION 
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(b) (4)

11/12/07 12:47 To: Dan Bowman 7136761676 Pg 001 

Employee - You are requ1red to report yourin)ury to your employer within 30 days 1f 

your employer has workers' compensation insurance. You have the nght to free 
assistance from the Texas Workers' Compensation Commission and may be entitled 

10 certain moolcal and Income oene!ts For funher Information call your local 
Comm~ss;on field office or 1(800)-252-7031. 

Traba]ador- Es necesano que us1ed repone su leSIOn a su empleador dentro de 30 dias a partir 
del dia en que se lesK~n6. s1 su emplead<Y Ilene sequro de compensac16n para traba1adores. Ia 

Comisi6n Te1ana de Compensaci6n para Traba)adores le ofrece asistencia gratulta, tambien 

Pn~~~a~,~~ 1~1~~ 21f,:'&~c~~~f~.:l d~ 1~i?Q,~,s?~~fim?0s 2~:fdi~l Y monetarios. Para mayor 

TEXAS WORKERS' COMPENSATION WORK ST 
PART 1: GENERAL INFORMATION 
1 Injured Employee's Name 

Melvin Espinal 
Date of tntury 

11/09/2007 
Employee's Description of tn1ury/Accident 

Patient states :"Patient was at work and cleaning 
solution got into his rt eye" 

5. Do~1o~s Name and Degree 

John M. Sanchez, MD 

State 

TX 

(713)973· 7947 

Being Sent 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 

[j(a) will allow the employee to return to work as of 11/12/2007 (dale) without restrictions. 

0 (b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 
expected to last through (date). 

O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS* (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Standing 00000 __ 

Sitting 00000 _ 

Kneeling/Squalling 00000 __ 

Bending/Stooping 00000 __ 

Pushing/Pulling 00000 __ 

Twisting ODDDD __ 
Other: DDDDD _ 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 8 Other 

Walking 00000 _ 

Climbing stairs/ladders DO ODD __ 

Grasping/Squeezing 00000 __ 

Wrist flexion/extension 0 0 0 0 0 __ _ 

Reaching 00000 __ 

Overhead Reaching 00000 __ 

Keyboarding 0 0 0 0 0 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable):j-O::.I::.:h.::er.;;;: ====;.....:0:::!.!::0:::!.!::0:::!.!:::0::!..!:::0::!..=-=-=-=--~ 
0 L Hand/Wrist 

OL Arm 

0 L Leg 

0 L Fool/Ankle 

00ther: 

OR 

OR 

OR 

Hand/Wrist 

Arm 0 Neck 

Leg 0 Back 

0 R Fool/Ankle 

16. OTHER RESTRICTIONS (if any): 

18. LIFT/CARRY RESTRICTIONS (if any): 

0 May not lift/carry objects more than __ lbs 

for more than __ hours per day 

0 May not perform any lifting/carrying 

0 Other: __________ _ 

"These restrictions are based on the doctor's best understanding of the employee's essential job functions. If a particular 
reslriction does net apply, it should be disregarded. If modified duty that meets these restrictions is net available, the patien 
should be considered to be off work. Note· these restrictions should be followed outside of work as well as at work. 

Expected Follow-up ces Include: 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: __ _ 

0 Sit/Stretch breaks of __per __ 

0 Must wear splint/cast at work 

0 Must use crutches at all limes 

0 No driving/operating heavy equipment 

0 Can only drive automatic transmission 

0 No work/ 0 __ hours/daywork: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Must keep _________ _ 

0 Elevated 0 Clean & Dry 

0 No skin contact with: ____ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must lake prescription medication(s) 

0 Advised to take over-the-counter meds 

D Medication may make drowsy (possible 

safety/driving issues) 

372.05 Chemical 
Evaluation by the lreati ng doctor on_1_1_11_41_2_00_7 __________ (dale) at 12:00 am am/pm 

EMPLOYEE'S SIGNATURE 

DWC FORM-73 (Rev 10/05) Page 1 

Referral to/Consult with __________ on. ________ (dale) at_ _ am/pm 

111111111111111111111111111111111111111111111111111111111111 

IKJ Treating doctor 
0 Referral doctor 
0 Consulting doctor 

Other doctor 

DIVISION OF WORKERS' COMPENSATION 
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(b) (4)

11/12/07 12:51 To: Prabhakar Thanqudu 7136761676 Pg 001 

Employee You are required to report your injury to your employer within 30 oays if 

your employer has workers' compensation insurance_ You have the right to free 
ass1stance from the Texas Workers' Compensation Commission and may be entitled 

to cer1am medical and mcome beneiits. For funher mformatlon call your local 
Comm1sson field off1ce or \(800)-252-703\ 

Traba.)Bdor- Es necesario que usted repone su les16n a su empieador dentro de 30 dias a parlir 
de dia en que se les10n6, s1 su empleador 11ene seguro de cornpensa.c16n para trabajadores_ Ia 
Coms16n T e1ana de Cornpensac16n para Trab:a.Jadores le ofrece asistenda gratulta, tamb1en 

fn~g~~~~~ ~~;A,e;i atfi&~c~~~f~~ d~ li~~~~s~~~~oo~2~r~~7. Y monetarios. Para may« 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART 1: GENERAL INFORMATION 

1_ Injured Empjoyee's Name 

5. DoL1or's Name and Degree 

John M. Sanchez, MD 

S1ate 

TX 77029 

(for transmission 
purposes only) 

9. Employer's Name 

CES Environmental 

Being Sent 

ress Qf known) 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
[8](a) will allow the employee to return to work as of 11/12/2007 (date) without restrictions. 

O(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are 
expected to last through (date). 

O(c) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue 
through (date). The following describes how this injury prevents the employee from returning to work: 

PART Ill: ACTIVITY RESTRICTIONs• (REQUIRED IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any) : 

Max Hours per day: 0 2 4 6 B Other 

Standing 00000 __ 

Sitting DDDDD _ 

Kneeling/Squatting DDDDD __ 

Bending/Stooping D D D D 0 __ 

Pushing/Pulling DDDDD __ 

Twisting 00000 __ 

Other: DDDDD _ 

17. MOTION RESTRICTIONS (if any): 

Max Hours per day: 0 2 4 6 B Other 

Walking 00000 __ 

Climbing stairs/laddersODDDD __ 

Grasping/Squeezing D D D D D __ 

Wrist flexion/extension D D D D 0 __ 

Reaching 0 0 D D D __ 

Overhead Reaching 00000 __ 

Keyboarding 00000 __ 

15. RESTRICTIONS SPECIFIC TO (if applicable):j-O:::t::.,:h:::,:er.;;;;: ====c.....!::D=.=D=.=D:::!..!::D::!..D!:::::!..==-=-=----1 

0 L Hand/Wrist 

OL Arm 

DL Leg 

0 L Foot/Ankle 

00ther: 

0 R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): 

0 R Arm 0 Neck D May not lift/carry objects more than __ lbs 

D R Leg D Back for more than __ hours per day 

0 R Foot/Ankle 0 May not perform any lifting/carrying 

0 Other: __________ _ 

16. OTHER RESTRICTIONS (if any): 

"These restrictions are based on the docto~s best understanding of the employee's essential job functions. If a particular 
restriction does not apply, it should be disregarded_ If modified duty that meets these restrictions is not available, the patien 
should be considered to be off work. Note- these restrictions should be followed outside of work as well as at work_ 

. Expected Follow-up Services Include: 

19. MISC. RESTRICTIONS (if any): 

D Max hours per day of work: __ _ 

D Sit/Stretch breaks of _____per __ 

0 Must wear splint/cast at work 

D Must use crutches at all times 

D No driving/operating heavy equipment 

D Can only drive automatic transmission 

D No work/ 0 _hours/day work: 

0 in extreme hot/cold environments 

0 at heights or on scaffolding 

0 Must keep _________ _ 

D Elevated D Clean & Dry 

D No skin contact with: _____ _ 

0 Dressing changes necessary at work 

0 No running 

20. MEDICATION RESTRICTIONS(if any): 

0 Must take prescription medication(s) 

D Advised to take over-the-counter meds 

D Medication may make drowsy (possible 

safety/driving issues) 

372.05 Chemical 
Evaluation by the treating doctor on_1_1_1_14_i2_0_0_7 __________ _ 12:00 am am/pm 
Referral to/Consult with on _______ _ _ am/pm 

-----------------I!:=! Physical medicine __ X per week for _weeks starting on ____ _ , _____ am/pm 

Spedal studies (list): ___________ _ 
-----------------In None. This is the last scheduled visit for this 

Date I T•me ot Ills\ EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE 
11/12/2007 10:32 
Discharge Time 

11/12/2007 11 :39 

DWC FORM-73 (Rev. 10/05) Page 1 
111111111111111111111111111111111111111111111111111111111111 

Role of Doctor: 
D Designated doctor 

Carrier-selected RME 
DWC-selected RME 

DIVISION OF WORKERS' COMPENSATION 
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1exas 
11114/2007 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date oflnjury: 11/09/2007 
Injured Worker: ESPINAL MEL YIN 
Claim Number:  
Policy Number: 0001086044 

Attached is a copy of the information you reported to Texas Mutual Insurance Company which was used to establish this 
claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions regarding 
this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed. second acknowledgement form to Texas Mutual Insurance Company. You can find a copy of the form online at 
www.texasmutual.com/hcn/hcn.shtm 

Below please find information that will help you through the claim process: 

To submit additional claim information: 
Mail to: P. 0. Box 12029 
Austin. Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday; 8:00 a.m. - 5:30p.m. 

To locate a pharmacy. or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
www.texasmutual.com/workers/iwADL.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.com/employers/erRights.shtm 

To obtain a copy of the Emp!eyer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www. texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com, available 6 a.m. - 9 p.m., include: 
o Obtain logon id, or for immediate logon id, call (800) 859-5995, M-F, 8:00a.m. - 5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specific claim summary information 

Texas Mutual Insurance Company P.O. Box 12029 Austin. TX 78711-2029 
Phone: (800)859-5995; Fax: (512)224-3889 

EPAH0043000130 
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1exas·· Claim Number: 99H0000510R98 

Notification Date: 11/12/2007 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: MEL YIN ESPINAL 

SSN: XXX-XX  

Mailing 
Address: 

County: 

Physical 
Address: 

County: 

Home Phone: 
Date of Birth: 00/00/0000 
Marital Status: Unknown 
Gender: Male Dependents: 00 
Language: English 

MEDICAL PROVIDER 

Name: JOHN M. SANCHEZ M.D. 
Tax ID: 
Address: 10909 1-10 EAST FRWY 

HOUSTON TX 77029 

Phone: ( 713 )973-794 3 Ext: 

ATTORNEY 
Represented by Attorney: 
Name: 
Phone: 

Fax:( 713)973-7947 

BUSINESS/EMPLOYER 

Name: C E S ENVIRONMENTAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-320R 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 7605929R5 

Location ID: 

EMPLOYMENT 
Occupation: 
Hire Date: 00/00/0000 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

State: 

00/00/0000 

11/12/2007 

Fax: (713)676-1676 

Hours/Week: Days/Week: 
Period Start: 00/00/0000 
Supervisor 
Name: 
Phone: 

Period End: 00/00/0000 

Ext: 

PREPARER OF REPORT 

Name: 
Phone: Ext: Fax: 
Email: 

INJURY INFORMATION 
Date of Injury: 11/09/2007 Time: 00:00 

Date Reported: 00/00/0000 

Nature of Injury: FOREIGN BODY 

Cause of Injury: MISC. CAUSES-FOREIGN 
MATTER(BODY) IN EYE(S) 

Part of Body: EYE(S) 

Fatality: No 

How and Why the Injury/Illness Occurred 

Address Where Injury Occurred: 

Countv: 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

FOREIGN BODY RIGHT EYE - CLAIM ESTABLISHED FROM A DWC73 REPORT FROM DR. SANCHEZ 
EE RELEASED TO RTW WITHOUT RESTRICTIONS 11/12/07 

EPAH0043000131 
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·REcEIVED 
FEB 1 1 2008 

--~~ AIG Domestic C!~it;ns, Inc. 
~~~-~! .. ~---Property/Casualty DIVISIOn 

P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 

BY: (all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
REOPEN ACKNOWLEDGEMENT 

February 7, 2008 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 
HOUSTON, TX 77021-0000 

:$~~{) ~ [rzc.-iuft fJJJk- ;rv ~t.-~ 
c/l~ ~ dol)eo +~k~(~c~ref? 

Attn : KARL GUIDRY i/4--(r J-- r:;HJf' 
RE: Insured 

Carrier 
Date of Loss 
Claim Number 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 
: 1211312007 
: 684-215924 

Date Reported 
Date Received 

This letter is to advise that the above referenced claim has been reopened for further handling. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 
Loss Location :CLINTON DR & 610 FEEDER GALENA PARK,TX 

:01/1812008 
:0111812008 

Description of Loss :IV MAKING LEFT TURN I OV SIDESWIPED IV TRAILER I OV TRIED TO 
SQUEEZE BY TURNING IN THE OTHER LANE 

Insured Driver : HICKMAN ROBERT 

RISK ANALYSIS INFORMATION· 
DIVISION: 
LOCATION: 
DEPARTMENT: 
SECTION: 
LEVEL 5: 
LEVEL6: 

CLAIMANT INFORMATION: 
Symbol Name 

001 EUGENE JOHNSON 
002 CES ENVIRONMENTAL SERVICES, IN 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
ELIZABETH WALTER 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9298 
ELIZABETH.WALTER@AIG.COM 
Original 

MJC 
007 
009 

EPAH0043000133 



RECEIVED 

FEB 0 8 l008 
••• II AIG Domestic c~~i':lls, Inc. 
-~-i~ .. ~--1& Property/Casualty Dtvtston 

P.O. Box 25588 

BY: 

February 4, 2008 

Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
CLOSED CLAIM NOTICE 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 
HOUSTON, TX 77021-0000 
Attn : KARL GUIDRY 

RE: Insured 
Carrier 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 

Date of Loss 
Claim Number 

: 1211312007 
:  

Date Reported 
Date Received 

:0111812008 
:0111812008 

The above captioned claim has been closed. The following amounts were paid on the claim: 
SymbQl Claimant 

001 EUGENEJOHNSON 
002 CES ENVIRONMENTAL SERVICES, IN 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 

MlC lndemnily 
007 $2,053.97 
009 

Loss Location : CLINTON DR & 610 FEEDER GALENA PARK, TX 

Medical 

Description of Loss :IV MAKING LEFT TURN I OV SIDESWIPED IV TRAILER I OV TRIED TO 
SQUEEZE BY TURNING IN THE OTHER LANE 

Insured Driver :HICKMAN ROBERT 

RISK ANALYSIS INFORMATION· . 
DIVISION: 
LOCATION: 
DEPARTMENT: 
SECTION: 
LEVEL 5: 
LEVEL 6: 

Thank you for allowing us to serve you on this claim. Please contact me if you have any questions or comments. 

Sincerely, 
ELIZABETH WALTER 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9298 
ELIZABETH. WAL TER@AIG.COM 
Original 

L~aJ 
$85.52 

EPAH0043000134 
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January 24, 2008 

···~~ AIG Domestic Claims, Inc. 
•111-.iJ .. F_.-. Property/Casualty Division 

P.O. Box 25588 
Shawnee Mission, KS 66225 
(800) 242-2987 
(all other) Fax (866) 723-0109 
(new losses) Fax (866) 854-4926 

AUTOMOBILE LIABILITY 
NEW CLAIM ACKNOWLEDGEMENT 

CES ENVIRONMENTAL SERVICES INC 
4904 GRIGGS ROAD 

JAN 2 8 2008 

HOUSTON, TX 77021-0000 
Attn : KARL GUIDRY 

RE: Insured 
Carrier 
Date of Loss 
Claim Number 

: CES ENVIRONMENTAL SERVICES INC 
: Commerce & Industry 
: 12/1312007 

 

This letter will confirm receipt of the above referenced claim. 

ADDITIONAL CLAIM INFORMATION: 
Policy Number : 005062132 

Date Reported 
Date Received 

Loss Location :CLINTON DR & 610 FEEDER GALENA PARK,TX 

:01118/2008 
: 01/1812008 

Description of Loss : IV MAKING LEFT TURN I OV SIDESWIPED IV TRAILER I OV TRIED TO 
SQUEEZE BY TURNING IN THE OTHER LANE 

Insured Driver : HICKMAN ROBERT 

RISK ANALYSIS INFORMATION: 
DIVISION: 
LOCATION: 
DEPARTMENT: 
SECTION: 
LEVEL 5: 
LEVEL6: 

CLAIMANT INFORMATION: 
Symbol Nam~ 

00 I EUGENE JOHNSON 
002 CES ENVIRONMENTAL SERVICES, IN 

If you have any comments or questions, please feel free to contact me. Kindly refer to the above claim number on any 
correspondence. 

Sincerely, 
ELIZABETH WALTER 
FAST TRACK REP 
251-PC OVERLAND PARK, KS 
(913) 338-9298 
ELIZABETH. WAL TER@AIG.COM 
Original 

IYUC 
007 
009 

EPAH0043000135 
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Karl Guidry 

From: Karl Guidry 

Sent: Friday, January 18, 2008 9:25AM 

To: 'bperez@ins-alliance.com' 

Subject: FW: accident 

Good morning Belinda, 
Below is the message I received regarding Laura Toliver. 

Karl 

From: Elaine Williams [mailto: ] 
Sent: Friday, December 14, 2007 4:26PM 
To: Karl Guidry 
Subject: accident 

Time of accident Approx.6 A.m. on Dec 13,2007 

Page 1 of 1 

As I Laura Toliver approached the red light ofthe 9100 block of Clinton Dr. I was in the left lane a 
eighteen wheeler was next to me in the right lane, as the light turned green I was making a left turn, as 
was the truck. the truck driver not paying attentionand on his cell phone did not turn wide enough 
causing a collision with my automobile, causing damage to the right door and the window also 
damaging my rightside rearview mirror. He proceeded to drive off and as he did I blew my horn at him, 
he did not stop until he reached Clinton and Stewart 2 and a half miles from the accident. He seemed 
unconcerned and still on his cell phone He also failed to ask me if I was ok, didn't speak to me or 
provided me with the nescery information that I needed in order to repair my vehicle. After the police 
showed up the police provided me with a number to call. the policwe confronted the driver, as the police 
left, the truck driver provided me with the information. 

Laura Toliver 

Looking for last minute shopping deals? FindJhem fast with Yahoo! Search. 

1128/2008 

EPAH0043000136 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: Insurance Alliance 

Fax: 713-966-1700 

Attn: Belinda Perez 

Ms. Perez, 

Documents we discussed. 

Karl Guidry 

From: Karl Guidry 

Mobile: (832) 287-0862 

Pages: 2 Pages to follow 

Date: January 18, 2008 

EPAH0043000137 



LACCIDE.NT DESCRIPTION 

Explain in your own words what happened. 

~\\e. tt\'-"J..\L,·,;':} <A., I e.ft tvr r\ cvt f.c 
(' \1 r1 h-; (/\ ale t da l/~r. of c.. Otl cxpper
e ,yf l 1 S' i d!L .£ w ,· ,'> t~d "Tca.i (e r 

I " 

;tc1i"J ±o S"~e.ez..e.. to1 -f;.:rru-J 
il\. fkl(J cfh<Lr {c.-til«." . 

Draw a diagram of accident using 1 ) as 

your vehicle, 2 ) as vehicle No. 2, etc. 

WITNESSES 

Name Address 

Phone Workplace 

Name Address 

Phone Workplace 

DRIVER'S REP.ORT 
AT 

ACCIDENT SCENE 

M Checklist 

D Stop and Investigate 

D Set Warning Devices 

D Help the Injured 

D Protect Your Vehicle and Cargo from 
Theft and Further Damage 

· D Do Not Move Your Vehicle Until 
Police Arrive 

D Contact Supervisor as Soon as 
Possible. (Use accident notification 
card if you can't leave) 

D Discuss Accident Only with Proper 
Authorities 

D Obtain Names and Addresses of 

D 

D 

D 

Witnesses. (Use witness cards 
supplied) 

Complete This Card At the Scene of 
Accident 

Comply With Any Required 
Alcohol/Drug Test 

RETURN ENTIRE PACKET TO 
SUPERVISOR 

©Copyright 1995 & Published By: 
J. J. KELLER & ASSOCIATES, INC -Neenah, WI 54957-0368 

33F-2 Rev. 12/99 
RM 5815 
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· YOlJR VEHICLE 

ACCIDENT DATA. Were any mechanical defects apparent at the time of 

~M. 
Date t l.- \ -~ ·- 0 "] Time t 2 ~00 D P.M. 

Place 

Landmark VEHICLE NO. 2 
(Near bridge, milepost, etc.) 

Type <Z..c\(" 

DEATH AND INJURY Model g i V ~ r;._ro....._ Year <] L{ 

Persons Killed Aj/r 
Address 

Persons Injured pi·i\-: 
Owner 

Was anyone taken away from scene for medical 
treatment r'\(J (Who & Where Taken) 

INVESTIGATION EHICLE NO. 3 ...... · 
Type Make 

Model Year 

Officer Driver 

Citation Issued? tJo Address 

List persons cited or arrested & charges 

License # & State 

Owner 

Address 

Phone Insurance Co. 

EPAH0043000139 
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POST. ACCIDENT TESTING DETERMINATION 

Driver's Name: ____________ _ ID: _____ _ Facility: _________________ _ 

Date of Accident: _____ _ Time of Accident: _____ _ Location: _________________ _ 

Time Driver Instructed to be Tested: ___________ _ Time Driver was Tested: ___________ _ 

Does vehicle meet the definition of a commercial motor vehicle? 

If no, do NOT conduct a DOT Drug or Alcohol Test. 

If yes, check the type of commercial motor vehicle. 

0 YES 0 NO 

0 Vehicle has a gross combination weight rating of 26,001 or more pounds inclusive of a towed unit with a 
gross vehicle weight rating of more than 10,000 pounds; or 

0 Vehicle has a gross vehicle weight rating of 26,001 or more pounds; or 

0 Vehicle is designed to transport 16 or more passengers, including the driver; or 

0 Vehicle is of any size and is used in the transportation of hazardous materials requiring placards. 

** Did the driver 
receive a 
citation? 

Do NOT conduct a 
DOT Drug or 
Alcohol Test. 

If driver was operating a CMV, did accident involve a human fatality? 
If yes, then a DOT Drug and Alcohol Test is required. 

INJURY 
Did anyone receive 
immediate medical 

treatment away from 
the scene of the 

accident? 

DAMAGES 
Did any vehicle incur 
disabling damages? 

Do NOT conduct a 
DOT Drug or 
Alcohol Test. 

* DOT Drug & Alcohol 
Test Required 

* DOT Drug & Alcohol 
Test Required 

NOTES 
* Test must be conducted immediately -- alcohol 
test within 8 hours; drug test within 32 hours. 

**A DOT Alcohol Test is not authorized if the 
driver does not receive a citation within 8 hours. 

**A DOT Drug Test is not authorized if the driver 
does not receive a citation within 32 hours. 

0 It was determined that a DOT Drug & Alcohol Test was not necessary for the following reasons: _______________ _ 

0 It was determined that a DOT Drug & Alcohol Test was necessary for the following reasons: _________________ _ 

If an alcohol test was not completed within 2 hours, provide reason: -----------------------------

If a drug test was not completed within 32 hours, provide reason: ----------------------------

Completed By:--------------------------------- Date: _________ _ 

Name Title 
Copyright 2004 J. J. KELLER & ASSOCIATES, INC., Neenah, Wl•1·800·327·6868 • www.llkeller.com • Printed in the United States 533-F 9372 
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ATTENTION: DRIVER'S INVOLVED IN A MOTOR VEHICLE ACCIDENT 

Review this Part of the Department ofTransportation regulations for com.pliance ~ith 
alcohol and controlled substance testing post-accident requirements. 

§382.303 Post-accident testing. 
(a) As soon as practicable following an occurrence involving a 

commercial motor vehicle operating on a public road in 
commerce, each employer shall test for alcohol for each of its 
surviving drivers: 

(1) Who was performing safety-sensitive functions with 
respect to the vehicle, if the accident involved the loss of human 
life; or 

(2) Who receives a citation within 8 hours of the occurrence 
under State or local law for a moving traffic violation arising 
from the accident, if the accident involved: 

(i) Bodily injury to any person who, as a result of the injury, 
immediately receives medical treatment away from the scene of 
the accident; or 

(ii) One or more motor vehicles incurring disabling damage as 
a result of the accident, requiring the motor vehicle to be 
transported away from the scene by a tow truck or other motor 
vehicle. 

(b) As soon as practicable following an occurrence involving a 
commercial motor vehicle operating on a public road in 
commerce, each employer shall test for controlled substances for 
each of its surviving drivers: 

(1) Who was performing safety-sensitive functions with 
respect to the vehicle, if the accident involved the loss of human 
life; or 

(2) Who receives a citation within thirty-two hours of the 
occurrence under State or local law for a moving traffic violation 
arising from the accident, if the accident involved: 

(i) Bodily injury to any person who, as a result of the injury, 
immediately receives medical treatment away from the scene of 
the accident; or 

(ii) One or more motor vehicles incurring disabling damage as 
a result of the accident, requiring the motor vehicle to be 
transported away from the scene by a tow truck or other motor 
vehicle. 

(c) The following table notes when a post-accident test is 
required to be conducted by paragraphs (a)(1), (a)(2), (b)(1), and 
(b)(2) of this section: 

TABLE FOR §382.303 (A) AND (B) 

Type of accident involved Citation is- Test must be 
sued to the performed by 
CMV driver employer 

i. Human fatality YES YES 

NO YES 

ii. Bodily injury with immediate medical YES YES 
treatment away from the scene 

NO NO 

TABLE FOR §382.303 (A) AND (B) 

Type of accident involved Citation is- Test must be 
sued to the performed by 
CMV driver employer 

iii. Disabling damage to any motor YES YES 
vehicle requiring tow away 

NO NO 

(d)(1) Alcohol tests. If a test required by this section is not 
administered within two hours following the accident, the 
employer shall prepare and maintain on file a record stating the 
reasons the test was not promptly administered. If a test 
required by this section is not administered within eight hours 
following the accident, the employer shall cease attempts to 
administer an alcohol test and shall prepare and maintain the 
same record. Records shall be submitted to the FMCSA upon 
request. 

(2) Controlled substance tests. If a test required by this 
section is not administered within 32 hours following the 
accident, the employer shall cease attempts to administer a 
controlled substances test, and prepare and maintain on file a 
record stating the reasons the test was not promptly 
administered. Records shall be submitted to the FMCSA upon 
request. 

(e) A driver who is subject to post-accident testing shall 
remain readily available for such testing or may be deemed by 
the employer to have refused to submit to testing. Nothing in 
this section shall be construed to require the delay of necessary 
medical attention for injured people following an accident or to 
prohibit a driver from leaving the scene of an accident for the 
period necessary to obtain assistance in responding to the 
accident, or to obtain necessary emergency medical care. 

CD An employer shall provide drivers with necessary post
accident information, procedures and instructions, prior to the 
driver operating a commercial motor vehicle, so that drivers will 
be able to comply with the requirements of this section. 

(g)(1) The results of a breath or blood test for the use of 
alcohol, conducted by Federal, State, or local officials having 
independent authority for the test, shall be considered to meet 
the requirements of this section, provided such tests conform to 
the applicable Federal, State or local alcohol testing 
requirements, and that the results of the tests are obtained by 
the employer. 

(2) The results of a urine test for the use of controlled 
substances, conducted by Federal, State, or local officials having 
independent authority for the test, shall be considered to meet 
the requirements of this section, provided such tests conform to 
the applicable Federal, State or local controlled substances 
testing requirements, and that the results of the tests are 
obtained by the employer. 

(h) Exception. This section does not apply to: 
(1) An occurrence involving only boarding or alighting from a 

stationary motor vehicle; or 
(2) An occurrence involving only the loading or unloading of 

cargo; or 
(3) An occurrence in the course of the operation of a passenger 

car or a multipurpose passenger vehicle (as defined in §571.3 of 
this title) by an employer unless the motor vehicle is 
transporting passengers for hire or hazardous materials of a 
type and quantity that require the motor vehicle to be marked or 
placarded in accordance with § 177.823 of this title. 

533-F 9372 
Back 
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~' ': r ~ 

DRIVER'S REPORT 
AT 

ACCIDENT SCENE 

M Checklist 

D Stop and Investigate 

D Set Warning Devices 

D Help the Injured 

D Protect Your Vehicle and Cargo from 
Theft and Further Damage 

D Do Not Move Your Vehicle Until 
Pol ice Arrive 

0 Contact Supervisor as Soon as 
Possible. (Use accident notification 
card if you can't leave) 

D Discuss Accident Only with Proper 
Authorities 

D Obtain Names and Addresses of 
Witnesses. (Use witness cards 
supplied) 

0 Complete This Card At the Scene of 
Accident 

D Comply With Any Required 
Alcohol/Drug Test 

0 RETURN ENTIRE PACKET TO 
SUPERVISOR 

©Copyright 1995 & Published By: 
J. J. KELLER & ASSOCIATES, INC.- Neenah, WI 54957-0368 

33F-2 Rev. 12/99 
RM 5815 
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DRIVER '7oYJQ.~,~'-± ·YOUR VEHICLE 

ACCIDENT DATA Were any mechanical defects apparent at the time of 

~M. 
Date \ b- \ ~ - 0 "] Time t 2 ~00 D P.M. 

Landmark VEHICLE NO. 2 
(Near bridge, milepost, etc.) 

Type 

DEATH AND INJURY Year <J L{ 

Persons Killed A/"<4= 

Persons Injured ~-v\= 
License# & State 9 3 I 3 \Vt is)'; s s t'~p { 
Owner 

Was anyone taken away from scene for medical 
treatment 1'\(J (Who & Where Taken) 

INVESTIGATION EHICLE NO. 3 
Type Make 

Model Year 

Officer Driver 

Citation Issued? Address 

List persons cited or arrested & charges 

License # & State 

Owner 

Address 

Phone Insurance Co. 

EPAH0043000143 

(b) (4)

(b) (4)

(b) (4)

(b) (4)



ACCIDENT DESCRIPTION 

Explain in your own words what happened. 

~\\e.. tl\(.,..v-\· "":) 9\, I e.ft tvr l\ oil f.o 
C \\ t\ht-1 de 1 da"/er. of C..OLI cxpp::r
erd ll S' i d.!L S w i, t> t(J;.J .TcCA! (er 

' ' f" 

;tc 11 "j ±o . S '1 e.e z...e.. !o 1 ± I..!Cf\ £!}}' 
if\. hlo cthQ..f" {q&" 

Draw a diagram of accident using 1 ) as 

your vehicle, 2 ) as vehicle No. 2, etc. 

WITNESSES 

Name ______ Address _____ _ 

Phone ______ Workplace ____ _ 

Name Address _____ _ 

Phone ______ Workplace ____ _ 
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05-07-'08 16:20 FROM-OSHA, Dept of Labor T-086 P001/005 F-263 

OSHA 
Occupational Safety 

and Health Administration 

HOUSTON SOUTH AREA OFFICE 
==================-=~~======================================~-~~ 

FACSIMILE TRANSMITTAL SHEET 

TO:~ FRO~I: DUTY OFFICER 

FAX NUMBER: 1~ ~ ~ 'l c,- f t, f )o TOT.'\L NO. OF PAGES INCLUDING COVER: 

5 
PHON!:. NUM8Eit: 

D URG£NT 0 FO~ R£VIIi.\X' 

NOTES/COMMENTS, 

St=:NOGR.'S kEfERGNC£ NU~IBER: 

''OUR RGf-f:R!?.NCIO NUMAILil.: 

0 PLEASE COMMENT 0 PLG.ASa 'R.t\l't\' 

t 7625 EL CAMINO REAL, s1·E. 400 

HOUSTON, TX 7705& 

H1-21l6-0S8l. fAX: HI-2SG-6l51. 

0 PU:!.AS£. RECYCLE 
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U.S. Department of Labor Occupational Safety and Health Administration 
Ho.uston South Area Office 

May 7, 2008 

CES Environmental Services Inc. 
4904 Griggs Road 
Houston, TX 77021 

1 7625 El Camino Real, Suite 400 
Houston, TX 77058 
(2811 286-0583 FAX; (281) 286-6352 

Re: CES Environmental Services Inc. 
Complaint No. 206298507 

Dear Sirs: 

On 03/06/2008, the Occupational Safety and Health Administration (OSHA) received a notice 
of (safety and/or health) hazards at your worksire at: 

4904 Griggs Road 
Houston, TX 77021 

We notified you, by telephone, of these alleged hazards on May 7, 2008. 

The specific nature of the alleged hazards is as follows: 

l_ Safety equipment is not provided to employees to use when picking up hazardous waste. 
29 CFR 1910.132 

2. Employees/Drivers are not informed of the chemicals/hazardous wastes they are picking 
up and therefore exposed to an unknown chemical. 29 CFR 1910.1200 and 29 CFR 
1910.120 

3. There is no Personal Protective Equipment hazard assessment conducted to determine the 
correct type of safety equipment to wear. 29 CFR 1910.132 

We have not determined whether the hazards, as alleged, exist at your workplace; and we do 
not intend to conduct an inspection at this time. However, since allegations of violations and/or 
hazards have been made, we request that you immediately investigate the alleged conditions and 
make any necessary corrections or modifications. Please advise me in writing or by fax. no 
later than May 15, 2008 of the results of your investigation. You must provide supporting 
documentation of your findings. including any applicable measurements or monitoring results, . 
and photographs/video which you believe would be helpful, as ·well as a description of any 
corrective action you have taken or are in the process of taking, including of the corrected 
condition. 

This letter is not a citation or a notification of proposed penalty which, according to the OSH 
Act. may be issued only after an inspection or investigation of the workplace. It is our goal to 
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assure that hazards are promptly identified and eliminated. Please take immediate corrective 
action where needed. We encourage employee participation in investigating and responding to 
any alleged hazard. If we do not receive a response from you by May 15, 2008 indicating 
that appropriate action has been taken or that no hazard exists and why, an OSHA 
inspection will be conducted. An inspection may include a review of the following: injury and 
illness records, hazard communication, personal protective equipment, emergency action or 
response, bloodborne pathogens, confined space entry, lockout and .related safety and health 
issues. 

Please note, however, that OSHA selects for inspection some cases where we have received 
letters in which employees have indicated satisfactory corrective action. This is to ensure that 
employers have actually taken the action stated in their letters. 

The State of Texas offers OSHA consultation services, without charge, to assist in resolving all 
occupational safety and health issues. 
The variety of services available or the scheduling of those services may be limited by the 
consultation project's requirement to give priority to small businesses in high hazard industries 
and by its backlog. However, you may be able to obtain similar services from your insurance 
carrier or private consultant in a more timely fashion. To discuss or request the services, call 
or write your consultation project at the following address: 

Texas Worker's Compensation Commission 
Workers' Health and Safety Division 
4000 S IH 35 
Austin, Texas 78704-7491 
(512) 453-8230 

or 

Call 1-800-RELAY TX, then ask agent to call the number you wish to reach: 

Beaumont, Texas (409) 838-8400 
Galveston, Texas (409) 744-5773 
Houston, Texas (713) 880-0206 Ext. 4015 

You are requested to post a copy of this letter where it will be readily accessible for review by 
all of your employees and remrn a copy of the signed Certificate of Posting (Attachment A) to 
this office along with your response. Also, you .are requested to provide a copy of this letter 
and your response to it to a representative of any recognized employee union of safety committee 
if these are at your facility. Failure to do this may result in an on-site inspection. The 
cQmplainant has been furnished a copy of this letter and will be advised of your response. 
Section 11(c) of the OSH Act provides protection for employees against discrimination because 
of their involvement in protected safety and health related activity. 
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If you have any questions concerning this matter, please contact the Area Office at the address 
in the letterhead. Your personal support and interest in the safety and health of your employees 
is appreciated. 

Sincerely, 

L ~ark R. Briggs 
0 _.Area Director 

OSHA'S Mission: To assure safe and healthful working conditions for working men and 
women. 

HSAO'S VISION: Utilizing the talents and skills of OSHA's finest, we will execute "The 
Missions" professionally, effectively, effectively, efficiency and with resect toward one another 
and our constituents. To meet this vision we will use the values set forth in TEAM CORE. 

3 

EPAH0043000150 



June 12, 2008 

CES Environmental 
Services, Inc. 

To: Occupational Safety & Health Administration 
Houston South Area Office 
17625 El Camino Real, Suite 400 
Houston, Texas 77058 

Attn: Armando Rodriguez 

From: Karl A. Guidry 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston, Texas 77021 

Re: Mr. Gregory Lawrence v. CES Environmental Services Case# 6-3285-08-015 

Dear Sir, 
This correspondence is submitted in response to the above referenced complaint dated by your 
office on June 6, 2008 and received by CES Environmental Services, Inc. 
On June 10, 2008, regarding alleged safety and/or health hazards at our worksite. Specifically the 
allegations are: 

1. Mr. Lawrence alleges he is being retaliated against for telling his supervisor on May 11, 
2008 that the tank cars that are being cleaned on the inside should be considered a permit 
required confined space, with all the necessary precautions in place. 
Response: CES HSE Manager Karl A. Guidry was informed by Mr. 
Lawrence on May 11, 2008 regarding his confined space concerns relative 
to work being performed in the Tankwash area. Mr. Guidry immediately 
accompanied Mr. Lawrence to the Tankwash area, viewed the tank cleaning 
in progress, spoke with the Tank wash Foreman and informed Mr. Lawrence his 
concerns would be addressed. Mr. Guidry reviewed the OSHA Standard 29 CFR 
1910.146 Confined Spaces and the facility Confined Space Safety Policy. At- 8:00 
pm on May 11, 2008 Mr. Guidry encountered Mr. Lawrence and informed him of 
the action steps taken which include: 

• Mr. Guidry concluded the vessel cited by Mr. Lawrence was considered a 
non-permit required confined space based on several means of egress, 
adequate ventilation which caused the atmospheric conditions to read at 
20.9% oxygen on our atmospheric monitor and the fact the facility policy 
requiring cleaning of any vessel prior to any entry removed any potential 
hazards. 

• Mr. Guidry revised the facility Confined Space safety policy to clarify the 
methodology to be used in determining the difference between a permit 
required and non-permit required confined space and the necessary actions 
to follow prior to entry of either vessel. 
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• On May 12, 2008 Mr. Guidry requested Mr. Lawrence to review the 
language in the revised facility confined space policy and Mr. Lawrence 
stated he was satisfied with the clarification. 

• On May 12,2008 Mr. Guidry also informed Mr. Lawrence of the facility 
intent to hire a person to perform attendant duties for all vessels to be 
entered in the Tankwash area. Mr. Lawrence communicated he was 
satisfied with our response. 

• The changes to the facility confined space safety policy and the hiring of an 
attendant was completed in a matter of days and was in effect at the time 
your office received this complaint from Mr. Lawrence. A copy of the 
facility Confined Space Standard Operating Procedure is attached for your 
review. 

• Mr. Lawrence was commended for bringing his safety concern to our 
attention and was encouraged to continue to do so in the future. 

2. The company is aware that a complaint was initiated by the Houston South Area Office 
handled by phone/fax on May 7, 2008 and suspects he is the complainant. 

Response: The company is aware a complaint was faxed on May 7, 2008 and 
Mr. Lawrence was "asked" if he was the person who filed the complaint. Mr. 
Lawrence stated he was not the person who filed the complaint. Mr. Lawrence was 
then requested to notify CES management in the event he ever believed there were 
issues he and CES needed to be concerned about. It should be noted Mr. Lawrence 
was not the only employee questioned about the complaint of May 7, 2008 or 
encouraged to bring matters of concern to the attention of facility management .. 

3. The retaliation began on May 13, 2008 and continues to this date. 
Response: CES Environmental Services, Inc. denies retaliation occurred or is 
occurring. Such a position is supported by the fact Mr. Lawrence received a 
favorable performance review on June 1, 2008 and was awarded an annual pay 
increase of $3,146 based on an average 53 hour work week. The pay 6.25% pay 
increase becomes effective on June 20, 2008, which is his one year employment 
anniversary date. A copy of the performance review is attached for your review. 

If you require any additional information, please do not hesitate to let us know. We hope this 
response clarifies the issues under investigation and your office will see fit to bring this matter to 
a close. 

arl A. Guidry 
HSEManager 
713-676-1460 Ext 115 
832-287-0862 Cell 
kguidry(ci),cesenvironmental.com 
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Lawrence, Greg (6-1-08).xls 

CES Environmental Services Version 

Sub-Par 0 60 or above Fails to functions to standard. 

Performs all key functions to standard. May excel in some or be substandard in some 
80% 70 or above areas. 

Performs all key functions to standard or better. Does things without being told. 
Above 100% 80 or above Learns new skills and works hard most of the time. 

Excels in all key functions. Aggressively learns and looks for additional 
responsibility. LEADS by example and strives to build company culture. Team 

player who puts success of CES first. Trustworthy in all things. Not afraid to fail but 
Excellent 110% 90 or above - if ever - makes the same mistake twice. "Fire Once and 

Works hard and 

100% 88 
New Hrly Rate 17.01 
Mgr Discretion 
Net 17.01 

otes 
Greg is relentless in the pursuit of getting his point across, to the extent of confrontation. Working on this would be to advantage because of strong personality. 

Greg always gets his work done in a timely fashion, yet when asked to do extra work he feels like the focus is on him. 
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Standard Operatin 
THINK ••• 

USE GOOD 
JUDGMENT 

Date Issued 

Policy Number 

DEPARTMENT (S) 
- Operations 
- Processing 

-Maintenance and Field 
Services 

- Sales, Finance, and 
Administration 

SOP Title: 
Tank Trailer & Confined 

Space Entry 

1) SCOPE AND APPLICATION 

Procedure 
YOUR 

ATTITUDE 
COUNTS 

Revised Date 05/15/08 

SOP Description: 
Defines the systems and 

procedures associated with the 
entry of confined spaces and 

tank trailers. 

a) This sop applies to all CES Environmental employees who enter confined 
spaces. 

b) This is based on 29CFR1910 Permit-required confined spaces for General 
Industry; Final Rule. It has been adapted for our particular industry. 

2) INTRODUCTION TO CONFINED SPACE ENTRY 
a) In January 1993 OSHA issued a regulation dealing specifically with work 

done inside confined spaces. Confined spaces are spaces which are 
especially dangerous to the untrained worker because of the limited 
access and egress routes. 

b) The risk of death or serious injury is not limited to the entrant but also to the 
rescuers. NIOSH issued a special alert to inform everyone to the fact that 
"more than 60% of the confined space fatalities occur among would-be 
rescuers." NIOSH also reported that during the 3 year period of 1974-1977 
there were 276 confined space accidents which resulted in 234 deaths and 193 
injuries. 

c) In recognizing that not all confined spaces are the same there are three 
distinctly different standards that we have established for work done in 
confined spaces. The three types of entry are: PERMIT REQUIRED 
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ENTRY, NON-PERMITREQUIRED ENTRY, and HOT WORK ENTRY. 
Permit required entries are for the most dangerous atmospheric conditions; 
non-permit entry is for entry when the atmosphere has been determined to 
be safe, and hot work entry is for the welding and grinding work done inside 
a confined space. 

d) Because of the risks associated with confined space entry, entrance into 
confined space must only be attempted by trained personnel and failure to 
follow the SOP will result in serious disciplinary action up to and including 
termination of employment. 

3) DEFINITIONS 

a) Acceptable entry conditions - The conditions that must exist in a permit 
space to allow entry and to ensure that employees involved with a permit
required confined space entry can safely enter into and work within the 
space. 

b) Attendant - An individual stationed outside one or more permit spaces who 
monitors the authorized entrants and who perform all attendant's duties assigned 
in CES 's permit space program. 

c) Authorized Entrant - An employee who is authorized by CES to enter a permit 
space. 

d) Blanking or blinding - The absolute closure of a pipe, line, or duct by the 
fastening of a solid plate (such as a spectacle blind or a skillet blind) that 
completely covers the bore and that is capable of withstanding the maximum 
pressure of the pipe, line or duct with no leakage beyond the plate. 

e) Confined space - a space that: 

i) Is large enough and so configured that an employee can bodily enter and 
perform assigned work; and 

ii) Has limited or restricted means for entry or exit (for example, tanks, vessels, 
silos, storage bins, hoppers, vaults, and pits are spaces that may have limited 
means of entry); and 

iii) Is not designed for continuous employee occupancy. 

f) Emergency - Any occurrence (including any failure of hazard control or 
monitoring equipment) or event internal or external to the permit space that could 
endanger entrants. 

g) Engulfment- The surrounding and effective capture of a person by a liquid or 
finely divided (flowable) solid substance that can be aspirated to cause death by 
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filling or plugging the respiratory system or that can exert enough force on the 
body to cause death by strangulation, constriction, or crushing. 

h) Entry - The action by which a person passes through an opening into a permit
required confined space. Entry includes ensuing work activities in that space and 
is considered to have occurred as soon as any part of the entrant's body breaks the 
plane of an opening into the space. 

i) Entry permit- The written or printed document that is provided by CES to allow 
and control entry into a permit space and that contains information listed in 
paragraph f) of 1910.252. 

j) Entry supervisor- The person (such as an employer, foreman, or crew chief) 
responsible for determining if acceptable entry conditions are present at a permit 
space where entry is planned, for authorizing entry and overseeing entry 
operations, and for terminating entry as required by this section. Note: Any entry 
supervisor also may serve as an attendant or as an authorized entrant, as long as 
that person is trained and equipped as required by this section for each role he or 
she fills. Also, the duties of entry supervisor may be passed from one individual 
to another during the course of an entry operation. 

k) Hazardous atmosphere- An atmosphere that may expose employees to the risk 
of death, incapacitation, impairment of ability to self-rescue (that is, escape 
unaided from a permit space); injury, or acute illness from one or more of the 
following causes: 

i) Flammable gas, vapor, or mist in excess of 10 percent of its lower flammable 
limit (LFL ); 

ii) Airborne combustible dust at a concentration that meets or exceeds its LFL; 
Note: This concentration may be approximated as a condition in which the 
dust obscures vision at a distance of 5 feet (1.52m) or less. 

iii) Atmospheric oxygen concentration below 19.5 percent or above 23.5 percent; 

iv) Atmospheric concentration of any substance for which a dose or a permissible 
exposure limit is published in Subpart G, Occupational Health and 
Environmental Control, or Subpart Z, Toxic and Hazardous Substances, of 
this part and which could result in employee exposure in excess of its dose or 
permissible exposure limit; Note - An atmospheric concentration on any 
substance that is not capable of causing death, incapacitation, impairment of 
ability to self-rescue, injury, or acute illness due to its health effects is not 
covered by this provision. 

v) Any other atmospheric condition that is immediately dangerous to life or 
health. Note: For air contaminants for which OSHA has not determined a 
dose or permissible exposure limit, other sources of information, such as 
Material Safety Data Sheers that comply with the Hazard Communication 
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Standard, 1910.1200 of this part, published information, and internal 
documents can provide guidance in establishing acceptable atmospheric 
conditions. 

1) Hot work permit - CES's written authorization to perform operations (for 
example, riveting, welding, cutting, burning, and heating) capable of providing a 
source of ignition. 

m) Immediately dangerous to life or health - (IDLH) means any condition that 
poses an immediate or delayed threat to life or that would cause irreversible 
adverse health effects or that would interfere with an individual's ability to escape 
unaided from a permit space. Note: Some materials- hydrogen fluoride gas and 
cadmium vapor, for example- may produce immediate transient effects that, even 
if severe, may pass without medical attention, but are followed by sudden, 
possibly fatal collapse 12-72 hours after exposure. The victim "feels normal" 
from recovery from transient effects until collapse. Such materials in hazardous 
quantities are considered to be "immediately" dangerous to life or health. 

n) Inerting - The displacement of the atmosphere in a permit space by a 
noncombustible gas (such as nitrogen) to such an extent that the resulting 
atmosphere is noncombustible. Note - This procedure produces an IDLH 
oxygen-deficient atmosphere. 

o) Non-permit confined space- A confined space that does not contain or, with 
respect to atmospheric hazards, have the potential to contain any hazard capable 
of causing death or serious physical harm. 

p) Oxygen deficient atmosphere- An atmosphere containing less than 19.5 percent 
oxygen by volume. 

q) Oxygen enriched atmosphere - An atmosphere containing more than 23.5 
percent oxygen by volume. 

r) Permit-required confined space - (permit space) A confined space that has one 
or more of the following characteristics: 

i) Contains or has a potential to contain a hazardous atmosphere; 

ii) Contains a material that has the potential for engulfing an entrant; 

iii) Has an internal configuration such that an entrant could be trapped or 
asphyxiated by inwardly converging walls or by a floor which slopes 
downward and tapers to small cross section, or; 

iv) Contains any other recognized serious safety or health hazard. 

s) Permit system - CES' s written procedure for preparing and issuing permits for 
entry and for returning the permit space to service following termination of entry. 
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t) Prohibited condition -Any condition in a permit space that is not allowed by the 
permit during the period when entry is authorized. 

u) Rescue service - The personnel designated to rescue employees from permit 
spaces. 

v) Retrieval system- The equipment (including a retrieval line, chest or full body 
harness, and lifting device or anchor) used for non-entry rescue of persons from 
permit spaces. 

w) Testing- The process by which the hazards that may confront entrants of a permit 
space are identified and evaluated. Testing includes specifying the tests that are 
to be performed in the permit space. Note- Testing enables employers both to 
devise and implement adequate control measures for the protection of authorized 
entrants and to determine if acceptable entry conditions are present immediately 
prior to, and during, entry. 

4) GENERAL REQUIREMENTS FOR PERMITTED ENTRY 

a) DEFINITION 

b) A trailer is considered a permit space when: 
i) Contains or has a potential to contain a hazardous atmosphere; .Q! 
ii) Contains any other recognized serious safety or health hazard. 

c) For other definitions see above. 

d) IDENTIFICATION OF OTHER COMPANY CONFINED SPACES 
Examples: 

i) Cargo Vessels 
ii) Storage Tanks 
iii) Vats 
iv) Diked Areas 
v) Pits or Man holes 
vi) Boilers 
vii) Waste Water Tanks 

e) Survey and Labeling 

Each facility must be surveyed and a log made of all confined spaces and if they 
are permit required or not. 

All permit required spaces must be labeled as such. 

5) HAZARD ASSESSMENT AND CONTROL 

a) Atmospheric Hazards: 
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i)Testing: 

Oxygen should always be tested first. Oxygen is needed for other tests to work 
properly. 

Test the entire space. Top, Middle, and Bottom of each space entered. 
All entrants will always wear the CGV02 meter to provide continuous monitoring 

Testing should be redone after each interruption in the entry of more two hours or 
when deemed necessary. 

Always allow sufficient time for all testing devices to warm up. 
Always allow sufficient time for the testing device to register. 

(1) Oxygen Deficiency/ Enrichment 

Acceptable range is 19.5% to 23.5%. Air is about 21% Oxygen levels are tested 
using direct reading meters. Oxygen deficient or enriched atmospheres can be 
controlled by mechanical ventilation of the space. 

(2) Flammable Gasses and Vapors 

Measured as a percent of the Lower Flammable Limit (LFL) with a Combustible 
Gas Meter (CGI). 

A hazardous atmosphere exists whenever a flammable gas or vapor exists in 
excess of 1 0% of its lower flammable limit. 

Flammable atmospheres can be controlled by mechanical ventilation of the space. 

(3) Toxic Gasses and Vapors 

Measured in Parts Per Million (PPM) using electronic gas detectors or direct 
reading color metric tubes. 

Each toxin will have a pre-determined Personal Exposure Limit (PEL) which 
should not be exceeded. 

Toxic Gas atmospheres can be controlled by additional flushing or cleaning of 
the space. 

(4) Ventilation 

Atmospheric hazards can be controlled using mechanical ventilation. 
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Ventilation is done by blowing large volumes of fresh air into a space (supply 
ventilation) or by drawing large volumes of air out of a space (exhaust 
ventilation). 

Non-permit entries require ventilation for five minutes prior to and during all 
entries. 

Ventilation must draw air from a single outside air source. If this type system is 
not available the permit system must be followed. 

b) Mechanical Hazards 

i) Tractor hooked to tank. Lock out tractor. 
ii) No tractor hooked to tank. Tag out fifth wheel. 
iii) Cleaning system in tank. Lock or Tag out system 
iv) Any mechanical or electrical system which could injure entrant if activated or 

energized during entry, Lock out Tag out, disconnect blank and bleed, and 
secure. 

c) Electrical Hazards 

i) A special concern when entering wet spaces with power equipment and lights. 
ii) Lock out Tag out any equipment which could harm the entrant if energized. 
iii) Use Ground Fault Interrupt (GFI) devices in wet areas. 

d) General Physical Hazards 

i) Temperature Extremes 
ii) Engulfment Hazards 
iii) Noise 
iv) Slick surfaces 
v) Falling objects 

e) External Hazards 

i) Pedestrians or vehicles-Erect barriers 

ii) Ventilation- Ventilate only with clean air; beware of vehicle exhaust and other 
contaminants. 

6) PERMITTED SPACE ENTRY INSPECTION PROCESS 
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NOTE: ALL OF THE REQUIREMENTS IN THIS SECTION MUST BE MET 
PRIOR TO ENTERING THE TRAILER. 

a) Only trained CES Environmental employees shall enter a permitted space. 

b) The trailer must first be thoroughly cleaned with the proper process for the 

specific commodity it hauled. Do not proceed with an entry until the 

commodity is known and the trailer is clean, if you are unable to determine 

the cleaning procedure and/or commodity report the problem to the 

Customer Service Account Manager or Area Manager. 

c) All trailers containing flammable or combustible commodities must be 

ventilated to less than 1% LEL before bringing onto the wash rack. If you 

are not familiar with the hazards associated with the commodity, refer to the 

MSDS, Chemical Dictionary, facility Commodity Tankwash System or Tank 

Wash Manager. Do Not Guess! 

d) Run a complete mechanical wash cycle on the trailer according to the 

cleaning procedure for that commodity. 

e) Ventilate the trailer for a minimum of five minutes. 

f) Test the atmosphere inside the trailer for the correct oxygen level (19.5% to 

23.5), the absence of hazardous levels of carbon monoxide (TOX LESS 

THAN 35 ppm), and a lower explosive limit less than 1% using the air meter 

provided. Record the results of the test in the entry permit section of the 

tank wash form. Ensure that the air meter continues to monitor the 

atmosphere during all confined space entries. Ensure that the air meter has 

a current calibration. See section 5 for air meter operational details. 

g) Have the attendant (stand-by person) sign the entry permit and remain at the 

manhole attentive to your activities while you are inside the tank trailer. 

i) Maintain a count of entrants. 

ii) Communicate with the entrant. 

iii) Remain at entrance to space at all times unless relieved by another 

attendant 

iv) Order evacuation of space if a prohibited condition is observed or a sign 

or symptom of exposure to entrant is observed 
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v) Prevent unauthorized entry 

vi) Summon rescue services at first the sign of an emergency 

vii) Perform non-entry rescue should entrant be unable to exit. DO NOT 

ENTER THE SPACE. 

h) Entry Supervisor 

i) Verifies the permit is completed and all safety steps listed are taken then 

signs the permit. 

ii) During entry, checks conditions to make sure they remain safe. 

iii) Removes unauthorized people from area near space. 

iv) Cancels the permit if conditions become unsafe or work is completed. 

v) Note: The entry supervisor can act as the attendant. 

i) Entrant: 

i) Communicate with the attendant. 

ii) Alert attendant of any symptom of exposure or prohibited condition. 

iii) Exit immediately when ordered by the attendant or at first sign of a 

prohibited condition or exposure. 

j) If the atmosphere in the trailer does no test safe levels, do the following: 
i) Place the danger, hazardous atmosphere sign, across the manhole 

opening, and ventilate the trailer with fresh air. 

ii) Allow the trailer to ventilate with the manhole and all valves open for a 

minimum of one hour or mechanically ventilate for fifteen minutes. 

iii) Retest the trailer after the time limits in b) above. 

k) If the atmosphere in the trailer tests at a safe level: 
i) Oxygen between 19.5 and 23.5% 

ii) LEL less than 1% 

iii) Carbon monoxide (TOX) less than 35 ppm. 

Then: 
• Ensure the attendant is at the manhole as you enter the tank and remains 

near the manhole. 
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• Ensure you are wearing your harness, lifeline, and respirator while in the 

trailer. 

• Ensure you have the air meter hose in the trailer and the meter remains 

on while in the trailer. 

I) If an odor exists, ventilate the trailer until the odor dissipates. Use a fresh air 
supply respirator. 

7) PERMITTED SPACE ENTRY PROCESS 
a) All requirements in section 6 have been met prior to entering the trailer. 

b) Anytime you are inside a tank and experience any kind of sickness, 

weakness, lightheadedness, or any other unusual or abnormal signs, get out 

of the tank immediately. 

c) Communication must be maintained with the attendant. 

d) Only approved, explosion proof lights may be used inside the tank. 

e) Rescue equipment must be immediately available to the attendant. 

f) The air meter must be continuously monitored while someone is inside the 

trailer. 

g) The entrant is in the proper uniform (harness attached to the life line.) 

h) Use a non-sparking ladder to enter the trailer. 

8) GENERAL REQUIREMENTS FOR NON-PERMIT REQUIRED ENTRY 

a) DEFINITION 

i) A space is considered a non-permit required space when: 

(1) Does not contain nor have a potential to contain a hazardous 

atmosphere; 

(2) Contains no material that has the potential for engulfing an entrant; 

(3) Does not have an internal configuration such that an entrant could be 

trapped or asphyxiated by inwardly converging wall or by a floor 

which slopes downward and tapers to a smaller cross-section; and 

( 4) Contains no other recognized serious safety or health hazard. 
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ii) For other definitions see section 3 above. 

b) PROCESS TO RENDER A CONFINED SPACE NON-PERMIT 
REQUIRED 

i) The trailer is cleaned physically and mechanically with an appropriate 

process for the commodity it contains, if you are unable to determine the 

cleaning procedure and/or commodity report the problem to the Tank 

wash Manager or Lead Tankwasher. Do not proceed with an entry until 

the commodity is known and the trailer is clean. All trailers containing 

flammable or combustible commodities must be ventilated to less than 

1% LEL before being brought onto the wash rack. If you are not 

familiar with the hazards associated with the commodity, refer to the 

MSDS, Chemical Dictionary, facility Commodity Tankwash System or 

Tank Wash Manager. Do Not Guess! 

ii) The trailer is rinsed sufficiently to remove any residual cleaning solution. 

iii) The trailer is ventilated to remove excess moisture. 

iv) Verify the atmosphere is within acceptable limits using the air meter. 

Ensure the air meter is properly calibrated prior to use. The standard is: 

(a) Oxygen between 19.5 and 23.5% 

(b) LEL less than 1% 

(c) Carbon monoxide (TOX) less than 35 ppm. 

c) NON-PERMIT SPACE INSPECTION PROCESS 

NOTE: ALL OF THE REQUIREMENTS IN THIS SECTION MUST BE MET 
PRIOR TO ENTERING THE TRAILER. 

i) All requirements in paragraph 8 b must be met. 

ii) All required information must be filled in on the work order in the 

permit section. 

iii) The atmosphere is within acceptable limits as measured by a properly 

calibrated air meter. The air meter must continue to monitor the 

atmosphere at all times during a trailer entry. 
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iv) The work being performed in the trailer is in one of the following 

categories: 

(1) trailer inspection 

(2) cold water spraying 

(3) removing films or residue using mild soaps, detergents, or physical 

scraping (pads, razors, brushes, steel wool) 

(4) minor maintenance work such as PM's or visual tank inspection not 

to include welding 

(5) other minor work approved by the Tankwash Manager or 

Maintenance Manager. 

v) Work not included in section iv above shall not be considered a non

permit entry and must follow the procedures in section 7. Other work 

which could produce an atmospheric hazard shall not be considered a 

non-permit entry. Such as: 

vi) The use of harsh strippers, solvents, or other vapor producing material 

vii) Welding or other work which could create an atmospheric hazard 

viii) Work recognized as a serious safety or health hazard when performed 

in a confmed space. 

9) NON-PERMITSPACE ENTRY PROCESS 
a) All requirements in section 8 b and 8 c have been met prior to entering the 

trailer. 

b) Anytime you are inside a tank and experience and kind of sickness, 

weakness, lightheadedness, or any other unusual or abnormal signs, get out 

of the tank immediately. 

c) Communication must be maintained by using a Motion Sensing unit, 

Approved radio (explosion proof, 2-way), or other effective method to verify 

the health and safety of the entrant. 

d) Only approved, explosion proof lights may be used inside the tank. 

e) Rescue equipment must be immediately accessible to the entrance of the 

trailer. 
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t) The air meter must be continuously monitored while someone is inside the 

trailer. 

g) The entrant is in the proper uniform (harness attached to the life line.) 

h) Use a non-sparking ladder to enter the trailer. 

i) Ventilation air will be continuously applied without affecting access out of 

the trailer through the manhole. Ventilation should occur through the vent 

caps. 

j) Entrant will be working without an attendant to monitor them. 

k) Entrant will inspect the entire length of all cargo tanks prior to doing any 

work. If any hazard is noted the entrant will immediately exit the tank and 

remove the hazard. 

10) Documentation 
11) Rescue and reporting 

a) Self Rescue: 

i) Entrant or attendant recognizes a forbidden condition or symptom and the 

entrant exits the space. 

ii) Most successful type rescue 

b) Non-Entry Rescue 

i) Entrant shows symptoms of exposure and cannot exit the space. The 

attendant or anyone hearing an activated PASS device activates the 

emergency system. 

ii) The attendant or summoned employee operates the retrieval device and 

pulls the entrant from the space. 

c) Outside Rescue Teams 

i) Provided by the local fire department 

ii) Must be notified in writing of intent to use their services 

iii) Must be notified of hazards to expect 

iv) Must be provided access to all spaces to develop preplans and practice 

rescue operations 

v) Drill and assess results annually. 
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d) Reporting 

i) All rescues must be reported in writing to the manager. 

ii) The manager must authorize re-entry 

12) Toxic testing 
i) Any tank which previously contained a chemical or constituent shown on 

the table of Z listed chemicals must undergo a color metric tube toxic test. 

ii) For any tank which previously contained a chemical or constituent not 

shown on the table of Z listed chemicals le, CARBON MONOXIDE will 

be indicated on the entry permit as the toxic material tested 

iii) Testing will be done at the same locations on a tank as the Oxygen/ 

Flammability/ Carbon Monoxide testing using the 10 foot extension hose 

attached to the pump. 

iv) Toxic testing on tanks without clean outs will be done concurrently with 

the Oxygen 

v) From the MSDS or Commodity system determine the chemical or 

constituents contained in the last product hauled by the tank. 

vi) Determine if the chemical or any constituents appears on table of Z listed 

chemicals. 

vii) If the chemical or any constituents appears on the table of Z listed 

chemicals. Determine the proper color metric tube to be used and the 

minimum number of pump strokes. 

viii) If a product has several constituents select the tube for the highest 

percentage constituent for which there is a tube available at the facility. 

Testing is required for one constituent only. 

ix) Indicate the chemical being toxic tested and it's permissible exposure 

limit from the MSDS 

x) If no tubes are available for any of the chemicals or constituents, entry is 

NOT ALLOWED and you should contact your facility manager 

xi) Break both ends off the glass tube by inserting the ends into the hole 

located in the body of the pump and snapping the tips 
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xii)Insert the tube into the rubber sling located on the end of the 10 foot 

extension hose with the blue arrow pointing TOWARD the pump 

xiii) Drop the hose into the trailer and draw the first pump stroke. Watch 

the red flow indicator on the end of the pump. When it pops up the pump 

stroke is complete and you can do the next pump stroke if required. 

xiv) As you are performing the pump stroke raise and lower the hose end 

containing the tube within the trailer to test the entire space. Be certain 

no to remove the hose end from the trailer before a pump stroke is 

complete. 

xv) Once the minimum number of pump strokes are completed in the first 

testing location. Only one additional pump stroke is necessary at 

subsequent testing locations 

xvi) After the minimum number of pump strokes for a tube is completed, 

examine the tube for a color change after each stroke is completed. 

xvii) REMEMBER a pump stroke may take 30 seconds. Wait for the red 

button to pop up. 

xviii) Any color change in the color metric tube indicates a toxic 

atmosphere and entries NOT ALLOWED the trailer must be recleaned 

or ventilated until all testing meets allowable conditions. 
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FOSTER PLACE STATION 
HOUSTON, Texas 

770219998 
4841490027-0095 

05/13/2008 (800)275-8777 03:28:57 PM 

====Sales Receipt==== 
Product Sale Unit Final 
Description Qty Price Price 

HOUSTON TX 77058 $1.85 
Zone-1 First-Class 
Large Env 
6.50 oz. 
Return Rcpt (Green $2.20 
Card) 
Certified $2.70 
Label #: 70053110000304912284 

Issue PVI: 

Total: 

Paid by: 
Cash 
Change Due: 

----------------
$6.75 

--------------------
$6.75 

$7.00 
-$0.25 

Order stamps at USPS.com/shop or 
call 1-800-Stamp24. Go to 
USPS.com/clicknship to print 
shipping labels with postage. For 
other information call 
1-800-ASK-USPS. 

Bill#:1000500456859 
Clerk:03 

All sales final on stamps and postage. 
Refunds for guaranteed services only. 

Thank you for your business. 
************************************ 
************************************ 

HELP US SERVE YOU BETTER 

Go to: http://gx.gallup.com/pos 

TELL US ABOUT YOUR RECENT 
POSTAL EXPERIENCE 

YOUR OPINION COUNTS 
************************************ 
************************************ 

Customer Copy 
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(Domestic Mail Only; No Insurance Coverage Provided) 

.:r ~----------.---~~~~-T--~~~------~ 
Cl Postage $ $1.85 

1------------1 
CertHiedFee $2.70 
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OJ 
Postmark 
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SENDER: COMPLETE THIS SECTION 

• Complete items 1, 2, and 3. Also complete 
item 4 if Restricted Delivery is desired. 

• Print your name and address on the reverse 
so that we can return the card to you. 

• Attach this card to the back of the mailpiece, 
or on the front if space permits. 

1. Article Addressed to: 

0S OCf!)ri-1'Yic.n+- o ~ LD lcXJ r 
II(' ;qh cYYt \ teo ~+-h O·"ld ~ 

'' V\ ·'Sh-cl.hon 

COMPLETE THIS SECTION ON DELIVERY 

D. Is delivery address different from item 1? 

If YES, enter delivery address below: 

l. 101 L_....~ EL C..ctm;noR..~o.\ .'2u;le<'\Oe============== 
~tvY\ .TA..,.-..u~<~ 

4. Restricted Delivery? (Extra Fee) 0 Yes 

2. Article Number 

(Transfer from service label) 7005 3110 0003 0491 2284 
PS Form 3811, February 2004 Domestic Return Receipt 1 02595.02-M-1540 ; 
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\ i(Yl .. ):' ... J'..:•:H ·y '\ 7.,.:.~·1 
UNtTE:o STATES PosTAL SERVICE 

;2:.[)!)8:: 1fJi;·~~~ -~~.:~· :~~ 

• Sender: Please print your name, address, and ZIP+4 in this box • 

(~or-\ 6 u,·dYLJ'; 

c~ Envi rDn~'\tq\ ~VVICQ_() \n~. 
L¥104- E:lrtcns l2d. 
+tcu~-\D}) ~;( ·-l\ D2\ 
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TEXAS DEPARTMENT OF INSURANCE 
DIVISION OF WORKERS' COMPENSATION 

Si prefiere hablar con una persona de habla hispana acerca de esta 
correspondencia ode su reclamo, sirvase !lamar al1-800-252-7031. 

CES ENVIRONMENTAL INC 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

August 28, 2008 

THIS LETTER IS SENT TO YOU FOR YOUR 
INFORMATION ONLY, AND DOES NOT 
REQUIRE ANY ACTION ON YOUR PART. 

BENEFIT REVIEW CONFERENCE 
DATE: August 29, 2008 
TIME: 10:00 AM 
PLACE: TDI -DIV WORKERS' COMPENSATION 

2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281) 403-7050 

Claim No:  

DocketNo: 08272108-0l-BR 

Carrier No: 99J0000533279 

Employee: FARRIER RILEY 

Employer: CES ENVIRONMENTAL INC 

Date of 
Injury: 

CES ENViRONMENTAL SE~ViCES 

May 22, 2008 

CONTESTED CASE HEARING: 
DATE: TO BE DETERMINED 
TIME: TO BE DETERMINED 
PLACE: TO BE DETERMINED 

The proceeding(s) in the claim and docket number shown above have been canceled for 
the reason shown below: 

( ) 1. The disputed issue(s) have been resolved by agreement/settlement; or, 
( x) 2. A request to cancel or reschedule has been granted. 

If you have c.t11y questions, please contact the Divisi(Jn Field OH'ic:e: ;,andllng li·ie c:iai111 
at the address or telephone number shown below. 

Sincerely, 

TDI -DIV WORKERS' COMPENSATION 
2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281) 403-7050 

OR04(Rev. 11-0SJ An Equal Opportunity Employer 
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THIS LETTER WAS ALSO SENT TO THE FOLLOWING: 
OGLETREE ABBOTT LAW FIRM LLP 
FYODOR D. CLAY FARRIER RILEY 

TEXAS MUTUAL INSURANCE CO 
PO BOX 12029 
AUSTIN, TX 78711-2029 

DR04 (Rev. 06-95) 

12600 N FEATHERWOOD DR STE 200 
HOUSTON, TX 77034-4440 

An Equal Opportunity Employer Ml 082721 08-01-BR 
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Send to workers' compensation carrier: 

TEXAS MUTUAL 713-316-2191 CLAIM# _9_9_J_Q_Q_Q_Q5_3_3_2_7_9 ____ _ 

{Name and fax number of carrier) CARRIER'S CLAIM# -----------

D Initial D Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Workers' Compensation rules 
require an employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Worker's Compensation Rule 120.4 may 
be assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

0 As of today's date, the employee is not back at work. OR 
D The employee returned to work on and is working: 

D without restriction. OR 
D with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE- Rule 120.3 requires the employer file the Supplemental Report of 
Injury (DWC FORM-6) to report changes in Work Status and Post-Injury 
Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Division. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Division within seven 
days of receiving a request from the Division (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable DWC rules can be found at www.tdi.state.tx.us 

TX 77021 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
IZI Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

0 Seasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 

1 worked oart-time durino that period. 
0 Part~time: Not R;gular· Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 
0 Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

0 Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 

1 student. 
0 Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

0 Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

D The Injured Employee OR 12] A Similar Employee (NOTE - If 
requested by the Division, the employer shall identify the similar employee 
whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Division at 800 252-7031. You can also read rule 122.5 at www.tdi.state.tx.us. 

OWC FORM-3 (Rev 10/05) Page I 1111111111 rill' 111111 I'll DIVISION OF WORKERS' COMPENSATION 
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. XXX-XX - Date of Injury: 5-22-08 me:RILEY, FARRIER 
'----- ·-····---------·---

- The employer shall report all wages earned in the 13 weeks immediately precedir:.g the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821 If the employee is paid on a biweekly basis, the employer may provide tt1e wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

- If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

. 

PECUNIARY WAGE INFORMATION 

ecuntary wages include all wages that are paid to the employee in the form of money. These include, but are not limited to: 
ourly, weekly, biweekly, monthly, etc. wages; salary; tips/gratuities; piecework compensation; monetary allowances; bonuses; and 
ommissions. Earnings are reported in the periods they are earned, NOT when they are paid and some (such as bonuses and 
ommissions) need to be prorated. Pecuniary wages don't include payments made by an employer to reimburse the employee for the 
se of the employee's eqUipment or for paying helpers or to reimburse for travel expenses. Consider as earnings amounts from paid 
olidays and a.!:!l'_vacation, personal or sick leave an employee used but not the market value of leave time earned but not used. 

PERIOD# (Week#, 2 3 4 ~- 5 -~ 6 I 7 -r-s I 9 I 10 I 11 I 12 I 13 I 
Month #, or Bi-Week #".L)--+--· 
FROM DATE: 

2/24 \3/02 \3/09 4/06 14/13 14/20 14/27 15/04 15/11 2/17 
TO DATE: 

2/23 TOTALS 
- --- --- ~~---- ---· -

# HOURS WORKED: 
53:1:3 44:27 63:26 53:04 58:05 58:22 68:25 63:19 55:30 47:16 47:02 48. 
3/01 \3/08 3/15 ~/22~3129 !05 4112 4119 4/26 5/3 */10 t/17 

I ~Rnc:c: 1111a~r::c:  

Meals 

Vehicle/ 
Fuel 
Other 

DWC FORM-3 (Rev. 10/05) Page 2 1111111111111111111 II DIVISION OF WORKERS' COMPENSATION 

(b) (4)

(b) (4)



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: Texas Mutual From: Karl Guidry 

  

Fax: 1-512-224-3889 Pages: 1 Page to follow 

Attn: Debbie Garrett Date: July 17, 2008 
-----------------------------------
See attached documentation regarding our employee Farrier Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
!s.gu idry(Wcesenvironmental.conl 

EPAH0043000178 
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CES Environmental 
Services, Inc. 

July 16, 2008 

To: Farrier Riley 
From: Ryan Thomas 

Dear Mr. Riley, 

4904 Griggs Road 
Houston. TX 77021 
Tel. (713)676-1460 

Fax. (713) 676·-1676 

The purpose of this letter is to inform you that, in the best interest of CES Environmental 

Services, Inc., your employment is being terminated as of Wednesday July 16, 2008 at 
7:00pm. 

Please contact the Human Resources Office if you have questions about your benefits or 
any other matters pertaining to your employment with CES Environmental Services, Inc. 
You final paycheck will be ready on Friday July 18, 2008. Please be sure to turn in your 
company cell phone, uniforms and gate pass. 

We appreciate all of your hard work and dedication you gave to CES Environmental 
Services, Inc. and wish you the best in your future. 

Sincerely, 

Ryan Thomas, Director of Logistics and Customer Service 
CES Environmental Services, Inc. 

EPAH0043000180 
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TEXAS DEPARTMENT OF INSURANCE 
DIVISION OF WORKERS' COMPENSATION 

Rf!;CEIVED 
~~~ :(, l 4 2!1li£; 

Si prefiere hablar con una persona de habla hispana acerca de esta 
correspondencia ode su reclamo, sirvase llamar al1·800·252·7031. 

CES ENVIRONMENTAL INC 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

August 12, 2008 

IHI~ LETrER iS SENT fO YOu FO~ YOUR 
INFORMATION ONLY, AND DOES NOT 
REQUIRE ANY ACTION ON YOUR PART. 

BENEFIT REVIEW CONFERENCE 
DATE: August 29, 2008 
TIME: 10:00 AM 
PLACE: TDI -DIV WORKERS' COMPENSATION 

2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281) 403-7050 

ClaimNo:  

DocketNo: 08272108-01-BR 

Carrier No: 99J0000533279 

Employee: FARRIER RILEY 

Employer: CES ENVIRONMENTAL INC 

Date of 
Injury: May 2.2, 2008 

CONTESTED CASE HEARING: 
TENTATIVE DATE: TO BE DETERMINED 
TIME & PLACE- TO BE DETERMINED 

THIS CLAIM HAS BEEN SET FOR A BENEFIT REVIEW CONFERENCE 

You are required to appear at this conference at the time and place stated above. The parties 
will attempt to resolve any disputes about this claim. A Division Ombudsman will contact 
unrepresented employees within two weeks to offer assistance in preparing for the conference. 

The Benefit Review Conference is an informal meeting between an injured employee, the 
employee's designated representative (if any), and a representative of the insurance carrier. The 
employer is also entitled, but not required, to attend the conference. A Benefit Review Officer, 
who is an impartial Division employee, will also be present and will assist the parties in 
resolving the dispute. No testimony will be taken and no recording will be made. 

The Benefit Review Officer will summarize the results of the conference. If all disputes are not 
resolved at this conference, the Division will hold a Contested Case Hearing. You will be 
advised by separate correspondence of the c'ate, time, and lvcation of the Contested Case Hearing. 

Not later than 14 days before the conference, you must provide to all other parties and the 
Division field office handling the claim copies of all written information relevant to the 
disputed issue or issues. If it is not possible to mail the information in time, brin~~ enough copies 
to the conference to give to all parties. 

lR01 (Rev.11-05) An Equal Opportunity Employer 

EPAH0043000181 

(b) (4)



:,r you wish to cancel or reschedule this conference, you must contact the Field Office at the 
address or telephone number below. A request to cancel or reschedule this conference must 
be made within 10 days after you receive this notice. A request received after 1 0 days may not 
be granted unless the Division determines there was good cause for the delay. 

You are required to attend this conference. Failure to attend may result in an Administrative 
Violation and a penalty up to a maximum of $500. 

Sincerely, 

TDI -DIV WORKERS' COMPENSATION 
2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281 )403-7050 

THIS LETTER WAS ALSO SENT TO THE FOLLOWING: 
FARRIER RILEY 
12 OLD PRESIDIO DR 
MANVEL, TX 77578-5601 

OGLETREE ABBOTT LAW FIRM LLP 
FYODOR D. CLAY 
12600 N FEATHERWOOD DR STE 200 
HOUSTON, TX 77034-4440 

TEXAS MUTUAL INSURANCE CO 
PO BOX 12029 
AUSTIN, TX 78711-2029 

)R01 (Rev. 11-05) An Equal Opportunity Employer Ml 082721 08-01-BR 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: Texas Mutual 

Fax: 1-512-224-3889 

Attn: Debbie Garrett 

From: Karl Guidry 

  

Pages: 5 Pages to follow 

Date: July 15, 2008 

See attached documentation regarding our employee Farrier Riley. Per your request we have 
submitted alternate wage data for another employee with similar pay and work schedule of Farrier 
Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000183 
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1exasMutuar 
Insurance Company 

July 7, 2008 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date of Injury: 
DWC#: 

 
FARRIER RILEY 

 
C E S ENVIRONMENTAL SERVI 
05/22/2008 
08272108 

Dear C E S ENVIRONMENTAL SERVI, 

Claim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
l-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

/ 0 

Thank you for submitting the attached Wage Statement. We have reviewed the form and 
have found information that must be changed to meet the requirements of the Division of 
Workers' Compensation. Please make the following corrections: 

NEED WAGES 13 WEEKS PRIOR TO THE DATE OF INJURY, NOT INCLUDING 
THE DATE OF INJURY OR WE NEED A SAME OR SIMILIAR EMPLOYEE 
EARNINGS 13 WEEKS PRIOR TO THE DATE OF INJURY, NOT INCLUDING THE 
DATE OF INJURY. 

Please note that the salary history cannot include, nor go beyond, the date of injury. 

Thank you for your prompt attention to this matter. If you have any questions, please call 
me at 1-800-859-5995 ext. 2243. 

Sincerely, 

Debbie K Garrett 
WORKERS' COMPENSATION SPEC II 

Enclosure: Wage Statement 

EPAH0043000185 
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Send to workara' oompensauon carrier; 

(llatlle W1d fa• numDtr or wnorl I TWCCt# I 
CARRIER'S CLAIM#----------

. :._ 

. D Initial 0 Amended EMPLOYER'S WAGE STATEMENT 
The Texaa Workart' Compenlallcm Acl and Cornm1111cm rules requite an 
omployer to provide an employer's Wuge SlaiJMMI\1 lo Ita wol'kara' 
compan~alion tnauranc:a Clllrrfer (can1ar) ancf tile cla1111ant or the claimant'• 
repreuntabva, If any. Tha purpo81 of the form Ia lo pro vida lhe amployea'a 
wage Information to the can1ar fot oalc:;ulatlnv the employee's Averaoe Weakly 
wage (AWV'I) to aatabUth benathl due to the employes or a benalldary. 

The AWW Is basad on the waae• tnt emPloyee aamea In llle 13 waak• 
Immediately preceding IM date of ln!ury ~or the waga a almllar amployee 
earned If tha emptoyea d1d not worl( lha fuO 13-week period). 'WDgaa•Jncfude 
all forma of romunaraUon payable to an employee ror par~onal tervioel. 
Including ftlngo benants. To atmpUfy filing. employvra may fllo waaee In a 
monthly. biweekly, or weeki~ manner aa diacuased below. 

NOTE • An employat who fafla wlthoUI good c:ause to timely fila a col!ljllate 
wage statamon1 as required by llle TeXlla Wol'llera• Compen1aUon Act. Te1111 
Lsbor CoCie, Section 408.083{0) and CClrnmtlllon Rule 120.4 lllliY be 
auaa11aed an admlnlalrallve penalty not to exceeu ssoo.oo for an lnltlllll 
affen&o and not to exceod 110,000.00 for a repeated Bdl'lllnlalra\lve violation. 

_____ per 

Ttle 01!1111oyer atlall bly nre a complall wage atatemcmt '" lha form and 
manner praacrtbltd by the Commlaalon. 
(1 J The wage tlatornen\ a hall lla ftlod ("ftlad~ mean• recolved) wll/1 lha 
carrier, lila Claimant. and the ctalmant'• repreaenteUVG tlf any) Within 30 daya 
of 1111 earfleal of: 

lA) the employH'a eighth day of disability: 
(8) tne dale the employvr Is n01lllod lhal \tie employee I• enlllled to 
lncomo baneflll; 
(C) the date of 111e employao'a doeltl aa a reaull or a oampaneablo Injury. 

12) 'fhe wage atatvmont shall also be ftled witt! the Commlnlon wilhln aeven 
daya or raoolvlnllll l'llquoet rrom tho Commh111on (Only When Raqllettad). 

(3) A aubeequenl wage atatement shall ba filed wHh the carrtar, employee, 
and tno emptoyea'a repraae11lltlve (If any) within ae'Nl dtye If any 
lnrormaUan oonlalned on tha prvvloua wage atateme11t Cluange& (auoll as If 
the employer dlacontJnuae PJOVIding a nonpeocunlary wage tha! was inlllaily 
contlnuoo after the data olln)ury). 

All applicable TWCC ruin can bo follnd 111 www.twe~o.atata.tx.ua 

I HEREBY CERnFV THAT !hill waee a\alementla complete. a~cura1a, and 
compile~ wllh the Tt•ae Worl(ere' CompeneaHon Act and applicable ruler., 
and tho llalvd wages tnclude all pecuniary and nonpecuniary wagea paid for 
(earned in) Ule 13 waeka prtor to lhe dalll of lnJul)' (aa desCribed on pege 2) 
pod I undaratllrld lnat making a mlsrapreaantellon about a wo~era· 
compensation dalm Ia a crfma lhat can. rea ullin lines and/or imprfsonmDnl. 

Dale: 

f:MPLOYMI:NT S I ArtJS 1\1 TIME Or IN.JUI<Y (Ciwck 1111 rll<~t llpply) 

fl Full·tlme: employee who ragularly works at 
'1ii's1 30 hours par wvell and wlloao schedule Is 
comparable 10 othor employeaa of the company 
and/or oll\ar amployees In lha aame bus1neM or 
vicinity who ara conalderod full-time. 

Osaooonal: emptoyeo who aa regular courae or 
conauc1 engagoa 1n aaa1onat or cycl1ca1 
employment that may or may not be agricultural In 
nature and lllat doe• not contJnuo lhto11ghout the 
yoar. 

SAME OF~ SIMILAR EMPLOYEE? 
Tho wmgo Information on thla fonn Ia for: 

n Part-tlma: Regular Course of Conduct! 
~ployn wnoae work hilllOIY lor lha 1 Z-rnonlh 
period pracoc111111 lho lnruty ahgwa lha paraon only 
~rilad part-lime during tna1 port~. 
W Part·tlmo: No~ RogulliT Ccutiie of Conduct: 
employe• whose wo"' hi&tory for tha 12-rnonth 
period pra~dlng lhe Injury show• part·tima and full 
Ume worl( dUl'ii\Q ltlat period. 

0Appranttoo: employee wno l•learnlngaakllled 
trade or an by praotlaal exportanc:e under 1118 
direction of a skilled 01111\1 pe!$on or arthlan. 

0Mfnor: employee leu lllan 18 yaara or ega 
anll not emancipated by marriage or judlclal 
action who 18 also an appre"lloe, trainee or 

en1. 
Student: employee enroJiact lrt a eourse of 
dy lr~ high adlool. eollvge or other lnsllluto or 

hlllher oducstton or technical training. 

n Tratnoe: employoa Und&r~jolng ayalematic 
Tni'lnlaton ancl practlce 1n sorne an, trade or 
profession with e view towards proficiency In lt. 

0 Tho Injured Employee OR II A Similar l!mployoa (NOTE - II 
reQuautod by the Cotnmlulon~e employer shall lcfonllfY the similar 
omployee whose wagaa were provlaacl.) 

If the employee was not omptoyed ror 13 conunuoua weekl before lha date 
of InJury, report the wegea or an employee who hal training. exparience, 
lkilll & wa~raa comparoblo to 11\e fn}uriKI employee ANO who porlorms 
aervlc11111aaka comparaota In natura and rn number or hour&. If no similar 
amployea axtato, report the llmlled avallablo wagee tamed by the 
lnjUI'IId ornployoo prior to ttll InJury. 

TWCC·3 (Rev. 07/041 Page 1 of 2: TEXAS WORKER&' CONIPENSATION COMMISSION 

RECEIVED TIME JUN. 26. 2:53PM 
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WJ\Gt: INFOiii'Jll\ I ION IN<; Ill\ li~ II<HJ~, 1eq [it.rrjcr-
- Yhe etnployarlhalllli!IO't 1111 WIQII earned 111 the 1:l """' lmm:J.~ pr-dlna lhe date or emplOYee •• an a 11M11. the 
employer may JIIOIIIdt war.• f1111he ~ montht rx-dlliSI thl data af llljury. Montllly WQta may 11110 bO COIWUrlad 10 -'dy wagve bJ' IIIVIcl"ll the am• I!IOntl\ly IIIIIOUnl by 
4.34&21. If the employee 1 plld on e b-Illy llafll, tht amployer mey prollkle lha W11QN f1111~a 14 w .. k• preoedlng lha dale of lnJuty. Whe11 uruno 1111 PUnoG& to 1111101\, lilt 
•mllloyer may ellfll•llht repolllng I*IOd llaOkllllld allghlly {up Ia 1111 deya) \a line up lhe reponlnQ llmelramN Wlllllhe employer a naMII lillY cyde. Hewe.,.r, tht omployer 1h111 
no• tt.DOrt w•u•• lll'l'ltd on or eftar the llaw or ln.IUIY. 
·II ropcxtlng wealdy uu 81 13 Paltod CoiUIIV\J INlow. If r.portf"V 3 monlhl 01 eamlngl. e~lltr ccmrlllt the to -ldy urnlnga orlltl the ftl'll ~ Partod <::vlumnt. tf 
AIIIOriJIIO It -lot 11M the Rhlt T Petlocl CDI\lt\1111. In ell lndl~~~~talhe datnthlt 11011 GD¥11'1. 

TIIXAI WORitiRI' OQiolP!HIATION COIAMIS!IIOPI 

RECEIVED TIME JUN. 26. 2:53PM 
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Send to workers' compensation carrier: 
TWCC # ----------------

(name and fax number of carrier) CARRIER'S CLAIM#------------

Olnitial 0Amended EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Commission rules require an 
employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Commission Rule 120.4 may be 
assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
Employee's Name (Last, First, M.l.): 

Employee's Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Social Security Number: 

Date of Hire: Date of Injury: 

BAs of today's date, the employee is not back at work. OR 
The employee returned to work on and is working: a without restriction. OR 

with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (TWCC-6) to report changes in Work Status and Post-Injury Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Commission. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Commission within seven 
days of receiving a request from the Commission (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable TWCC rules can be found at www.twcc.state.tx.us 

Employer's Business Name: 

Employer's Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Federal Tax I. D. Number: 

Name and Phone# of Person Providing Wage Information: 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
n Full-time: employee who regularly works at 
"rea'st 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

Oseasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

0 Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
penod preceding the injury shows the person only 
worked part-time during that period. 

0 Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 

0Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

0Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 

0 Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

0 Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

0 The Injured Employee OR n A Similar Employee (NOTE - If 
requested by the Commission,'tlie employer shall identify the similar 
employee whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Commission at 800 252-7031. You can also read rule 122.5 at www.twcc.state.tx.us. 

TWCC-3 (Rev. 07/04) Page 1 of 2 11111111111111111111111111 1111111111 TEXAS WORKERS' COMPENSATION COMMISSION 
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WAGE INFORMATION INSTRUCTIONS 
Employee Name: Social Security #: Date of Injury: 

- The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis. the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer"s natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

- If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biwP.ekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

lWCC-3 (Rev. 07/04) Page 2 of 2 TEXAS WORKERS' COMPENSATION COMMISSION 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: St. Luke's Hospital 

Fax: 713-784-4499 

Attn: Rhonda 

From: Karl Guidry 

 

Pages: 1 Pages to follow 

Date: July 2, 2008 

See attached documentation regarding our employee Farrier Riley. Be advised Mr. Riley has 
been released to return to work for a maximum of six hours per day. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidrv@cesenvironmental.com 

EPAH0043000190 
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DATE/TIME = JUL-02-2008 10:40 

JOURNAL No. = 156 

COMM. RESULT = OK 

PAGE(S) = 002 

DURATION = 00:0():23 

FILE No. = 304 

MODE = MEMORY TRANSMISSION 

DESTINATION = 7137844499 

RECEIVED ID = 

RESOLUTION = STD 

-CES Environmental Service-

- ttttt - 713 67b 1b76- ttttttttt 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: Coventry 

Fax: 1-877-504-4474 

Attn: Mary Jane 

From: Karl Guidry 

  

Pages~ges to follow 

Date: July 2, 2008 

See attached documentation regarding our employee Farrier Riley. Be advised Mr. Riley has 
been released to return to work for a maximum of six hours per day. Treating physcian's return to 
work with restrictions are included. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000192 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713)676-1676 

Fax 
To: Texas Mutual 

Fax: 1-512-224-3889 

Attn: Debbie Garrett 

From: Karl Guidry 

 

Pages: 1 Pages to follow 

Date: June 30, 2008 

See attached documentation regarding our employee Farrier Riley. Be advised Mr. Riley has 
been released to return to work for a maximum of six hours per day. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000193 
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T-EXAS WORKERS' COMRENSA::t:ION WORK S::t:AT.US REP-ORT-

AR : EN RAL INFOR 0 David V Dent. DO I 5/2712008 

1 F artier" lliley 
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Ces lnvironmontal Advocate Pain Management Center 

05/22/2008 . 
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5409 Bellaire Blvd Texas Mutual Ins 
history of n work related injury 

Bellaire TX 77401 

PART If: WORK STATUS INFORMATION (fULlY COMPLETE ONE INCLUDING ESTIMATED DATES .AHD DESCRIPTlON IN 13jc) AS APPUCABLE) 

13 The iojmed sntptoyee's medical c.:ondit;on resultmg lrurn rhe workers" a)nlfllllll\llliDfl inJury; 
C (ill Will attow the em;lloyae to return to work as ot (tJi\la) Without restrictions. 

~b) .,.,,u nnow lhn 11m~IIPe to return to work liS of b/t?-f ~ e(dnto) with the rostrlction5ldcntiried In PART Ill. WhiCh :lff! t!KPCCied to fast 

~~~~ . . 
C (c) has ureve:.Ae(l r1U slilt prevenu; the !ini!Jio~ tram returning Ia work ns ol {dale) antJ 1s e;~~petle<! Ill cortltnue lhwuoh 

Ma~ Hours ?l)r day 

Sl.lndall!J 

Sitting 
KnoolingiSquBiling 

Bulldlny;Stooping 

Pu shingiPulling 

Twisting 

Olhur 

L Fooi!Anklc 

2008-06-30 10:00 

(chile). The following uus.;nbu~ how this •ntury prevonllll lhe employee from roturnlng to work: 

o 2 4 6 a Othnr 

ccxccc 
ccccc 
gcccc 
~CCC 

ccccc 
l!CCCC 
t'"cccc 

R rum 
C RLeg 

CNCCk 

tZS:.Back 

C R Fool!An~le 

713 475 8688 

Max Hours per day o 2 4 6 a Othor 

cJ(ccc Walking 

Climbing stnirB J( C C C C 
Grasping.•Squeezino C C C C C 
wma t'e .. omc.:.:.muon C C C C C 
Reaching 

Ovothond Roaching 

ccccc 
ccccc 

May not lift:carry ObJOCtll more than 

for more than fo nows Jlflf day 
C May no\ perform nny hllingrcarryln!J 

C Other 

(If anvl: 

pf.!.iax hours pc•r dny of wonr.: . ~ 
C SiL'Slrclcll brenks of _ -·- por 

C Must Wflal sphnllcnst at \rork 

C Must use cruiCIHlS ill nH llfl~os 

I!Olllflg/Operuliii!J hQRvy fi<i111P01P.I1! 

C Can only ~11ve ;tutomalic triHISlf!ls~•o" 

C No v.'Oik I C ___ hours!ll<ty work 

C in nxtromo hoi/Cold onvtronmonrs 

C at ltei{lhts or nn scntroldlrJ9 

IC Musl kP.Cil . 

C EIIMiiiX! C Clfmn i'. Dry 

C N(l skill t:ontacl "•\•lh • 

C Dressm!J cn;mgo!l lltiCttssary at work 

C Mur.ttnkc proscripholl modicntion(cl 

C Advisi:'O In take O\'ur·lhe·counter mtuls 

C Mooir.tlltOrl 1nay nmkc urnwsy (lmsr.:blo 
Snfo1y/tlll•llll9 ISSUUS) 

Page 1 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: Texas Mutual 

Fax: 1-512-224-3889 

Attn: Debbie Garrett 

From: Karl Guidry 

 

Pages: Pages to follow 

Date: June 26, 2008 

See attached documentation regarding our employee Farrier Riley. Be advised a certified mailing 
of the bona fide employment offer, the letter signed by Dr. Dent along with the Texas Workers' 
Compensation Work Status Report has been sent to Mr. Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000196 
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FILE No. = 202 
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RESOLUTION = STD 
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rn 
0 
0 

CERTIFIED MAIL 
0 

0 
...a 

Return Receipt Fe~ $,2" 20 
(Endo!sement Required) [-.--~-~~~--j 

Restricted Delivery Fee ~-!). 00 
(Endorsement Requir0<1) 1-----",--·~~~-j 

Postr'lark 
Htre 

06!26/2008 

June 26, 2008 ~~-~----~-~-----~~~~~~~~~----~ 

Farrier Riley 

Dear Farrier Riley, 
CES Environmental Services, Inc. V'. 

assignment at the facility Tank Wasl 
The schedule for this position is 3:01 
job pays $16.00 per hour, which is) 
restrictions certified by the emergen 
whose work status report is attachec 

The job involves assisting logistics 
will involve sitting at the work stati 
require lifting and is consistent witl 

~ 
CJ 

~ t~

Certified $2.70 Label #: 70062760000382754821 

Issue PVI: ====:::::::::: 

$5.32 

Total: ========== 
$5.32 

Paid by: 
Cash 

$5.32 

Order stamps at USPS.com/shop or 
call 1-800-Stamp24. Go to 

b duty 
_'exas. 
the 

.ework 
;pi tal, 

duties 
not 

USPS.com/clicknship to print 
Whi~e assi~ed to this mo.dified ~ shiPPi~g labels with postage, For ~e 
consistent With your physical abih1.~u9thf;1f Jnfoc.mat ion ca 1 1 JOb 
assignment has been certified by your treating physician, Dr. David Uem, Y-tv7 Jellaire, 
Bellaire, TX 77401. Training will be provided as necessary. 

Please contact CES Environmental Services, Inc within 5 days of receipt of this Bona 
Fide Employment Offer, if you are willing to accept this temporary, modified job 
assignment. If we do not hear from you within 5 days of your receipt of this notice, we 
will ass e you are no longer interested in continuing your employment with CES 
E~v· ~ervices, Inc. 

CES Environmental S rvices, Inc. 
HSE Manager 

Accept Date --------------------------------- ----------------------
Decline Date --------------------------------- ----------------------

EPAH0043000198 
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SENDER: COMPLETE THIS SECTION 

• Complete items 1, 2, and 3. Also complete 
item 4 if Restricted Delivery Is desired. 

• Print your name and address on the reverse 
so that we can return the card to you. 

• Attach this card to the back of the mailplece, 
or on the front if space permits. 

1. Article Addressed to: 

·r-am Qx (f2_, \J~ . 

3. Se~Type 
IW"Certifled Mall 
0 Registered 

0 Insured Mail 

0 Express Mall 
0 Return Receipt for MerchandJ• 

OC.O.D. 

4. Restricted Delivery? (Extra Fee) 0 Yes 

\rticle Number 
·ranster from service /abeQ 700b 27b0 0003 8275 4821 

Jrm 3811, February 2004 Domestic Return Receipt 1 02595-02-M-1540 1 

EPAH0043000199 
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Ogletree• Abbott 
Law FitmL.L.P. 

12600 N. Featherwood, Suite 200 
Houston, Texas n034-4440 

Phone: (713) 223-1234 
Fax: (713) 91().9010 

Maii@OgletreeAbbott.com 

BILL OGLETREE: 
Bn.LABaorr 
CE:LJNA R£:CALOE 
FYODOR ClAY 

TELEF AX COVER SHEET 

From Fax Number: (713) 910-9010 

BIANCA MA~TINez 
LESLIE LEVINGSTON 
ADRIENNE GASSER 

ENRIQUE VAREL.A 

If you experience any problems with the quality of our transmission, 
please call (713) 223-1234 

CONFIDENTIALITY NOTJCE 
This fax and any acrachmeotS are confidential and may be protected by legal privilege. If you are not the intended 
recipient, be aware that any disclosure, copying, distribution or use of this fax or any attachment is prohibited. In such 
case, you should destroy this fax and kindly notify the sender. Please advise immediately if you or your employer do not 
consent to faxes of this kind. Opinions, conclusions and other information in this fax that does not relate to the official 
business of my firm shall be understood as neither given nor endorsed by it. 

This fax doe$ nor create nor is it intended to create an attorney/client relationship. 

PAGES SENT: 

TO 

COMPANY 

FAX NO 

FROM 

DATE 

RE 

MESSAGE 

, pages including this cover page 

Karl A. Guidry, HSE Manager 

CES Enviromental 

713-676-1676 

Fyodor Clay 

June 26, 2008 

Farrier Riley 

We represent the above named employee in connection with 
his/her Workers' Compensation claim. It has been indicat~d 
that the employer might have light duty available. If light, 
modified or alternative duty is available from the empldyer, 
can you provide a Bona Fide Offer of Employment? If yes, 
pursuant to the Rule 129.6 (c), we request tha.tyou provide 
the Claimant's treating doctor, Dr. David Dent (See attac:btd 
DWC-73), with a written Bona Fide Offer of Employment. 

EPAH0043000201 



JUN-26-09 04:00PM FROM-

Qgletree• Abbott 
Law FirmL.L.P. 

BILL OGLETREE:. 
BILL ABBOTT 
LISA S!CHI:l.SKI 
Ciii.INA RAMIREZ 

June 26, 2008 

Attention: Karl A. Guidry, HSE Manager 
CES Environmental 
4904 Griggs Rd. 
Houston, TX 77021 

Re: Our Client: 
SSN: 
Date of Injury: 
Claim No.: 
DWCNo.: 

Dear Sir or Madam: 

Farrier Riley 
 

May 22,2008 
 

08272108-MI 

T-810 P.002/004 F-096 

12600 N. Featherwood, Suite 200 
Houston, Texas 770344440 

Phone: (713) 223·1234 
Fax: (713) 910·9010 

Mail@OgleU"eeLawFinn.com 

FYOCORCLAY 
!..AURA ROORIGUQ 
BIANCA MARTINez 

JACQUELYN COLEMAN 

We represent the above named employee in connection with his/her Workers' Compensation 
claim. It has been indicated that the employer might have light duty available. If light, moditied 
or alternative duty is available from the employer, can you provide a Bona Fide Offer of 
Employment? If yes, pursuant to the Rule 129.6 (c), we request that you provide the Claimant's 
treating doctor, Dr. David Dent (See attached DWC-73), with a written Bona Fide Offer of 
Employment. 

Per Rule 129.6 (a) of the Texas Administrative Code: 

An employer or insurance carrier (carrier) may request the treating doctor provide a Work Starns 
Report by providing the treating doctor a set of functional job descriptions which list modified 
duty positions which the employer has available for the injured employee (employee) to work. 
The functional job descriptions must include descriptions of the physical and time requirements 
of the positions. 

Per Rule 129.6 (b) of the Texas Administrative Code: 

An employer may offer an employee a modified duty position which has restricted duties which 
are within the employee's work abilities as determined by the employee's treating doctor. In the 
absence of a Work Status Report by the treating doctor an offer of employment may be made 
based on another doctor's assessment ofthe·employee's work status provided that the doctor 
made the assessment based on an actual physical examination of the employee performed by that 
doctor and provided that the treating doctor has not indicated disagreement with the restrictions 
identified by the other doctor. 

EPAH0043000202 
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JUN-26-08 04:00PM FROM- T-810 P.003/004 F-096 

Per Rule 129.6 (c) of the Texas Administrative Code: 

An employer's offer of modified duty shall be made to the employee in writing and in the fmm 
and manner prescribed by the Commission. A copy of the Work Status Report on which the 
offer is being based on shall be included with the offer as well as the following information: 

(1) the location at which the employee will be working 
(2) the schedule the employee will be working; 
(3) the wages the employee will be paid; 
( 4) a description of the physical and time requirements that the position will entail; and 
(5) a statement that the employer will only assign tasks consistent with the employee's 

physical abilities, knowledge, and skills and will provide training if necessary 

To reiterate, please forward what the employer purports to be a "Bona Fide Offer of 
Employment'' to the Claimant's treating doctor. 

I can be reached via e-mail at Fyodor.Clay@ogletreeabbott.com or via telephone at the number 
listed above, ext 128. Thank you for your attention to this matter. 

EPAH0043000203 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: Texas Mutual 

Fax: 1-512-224-3889 

Attn: Debbie Garrett 

From: Karl Guidry 

 

Pages: ().5 Pages to follow 

Date: June 26, 2008 

See attached documentation regarding our employee Farrier Riley. Be advised a certified mailing 
of the bona fide employment offer signed by Dr. Dent will be sent to Mr. Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000205 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: Texas Mutual 

Fax: l:-Sl2-224 388,..f4Ur 
t L3--)(~..,_~1q f 

Attn: Workers Comp 

From: Karl Guidry 

 

Pages: Pages to follow 

Date: June 4, 2008 

See attached documentation regarding our employee Farrier Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental. com 

EPAH0043000207 
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Send the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injured employee. 

*Employers - Do not send this form to the 
Texas Department of Insurance, Division of Workers' Compensation, 
Unless the Division specifically requests a direct filling. CLAIM# 

I CARRIER'S CLAIM# 

EMPLOYERS FIRST REPORT OF INJURY OR ILLNESS 
2. Sex F O M o--

4. Home Phone 5. Date of Birth (m-d-y) 

6. Does the Employee Speak English? 

YEsn;r/No 0 

7. Race 
White 0 

Black~n 0 

8. Eth nicity Hispanic 0 

Native American 0 Other 0 
9. Mailing Address Street or P.O. Box 

10. 

13. Declo 

17Jd5 

15. Date of Injury (m-d-y) 

21. Was employee 
doing his YES 
regular job? NO 0 

16. Time of Injury 17. Date Lost Time Began 
(m-d-y) 

/5 am 0 pm Jil - Do 
19. Part of Body Injured or Exposed* 

'13"cl( 

22. Worksite Location of Injury (stairs, dock, etc.)" 

23. Address Where Injury or Exposure 0 rred Name of business if incident 

occurred on a busin~s. sita, 'Ll.. £".a. t\ 'AAL.,...-
1 

J X ,...175{) 6 
/OOd- j\}. Klvl't~\.f, '7""f!A • .,. 
Street or P.O. Box / 

YESO 

30. Date of Hire ( m-d-y) 

1

31 Was employee h1red or recrUited 1n Texas? 132. Length of Service in Current Position 

YES ~0 0 Months ...2. T Years 1

33. Length of Service in Occupation 

Months :d.:!_ Years 

36. Rate of Pay at this Job 137. Full Work Week is: 138. Last Paycheck was: 

$ ourly eekly !:JQ_ Hours -S- Days $/;1)3 btor kJ_Hours 1

39. Is employee an Owner, Partner, 
or Corporate Officer? 

or-- Days YES 0 NO IJ.-

lC~ 

Zip Code 

'17{)'()/ 
45. Primary North American Industry Classification System 47. Texas Comptroller Taxpayer No. 
Code:<6 digit) 

49. Policy Number Q O O I 

DWC FORM-1 (Rev. 10105) Page 3 IIIII II~ II DIVISION OF WORKERS' COMPENSATION 

EPAH0043000209 
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4. 

f,_($..."rJ; 
f;.~,~j 
..!·~· . ..J 
~--· "',/ ._ ... 

!CLAIM# 
Carrier# 

SUPPLEMENTAL REPORT OF INJURY 

Employer phone # 

-~ 76 -ltfb6 

5. Does the employer have return to work (RTW) opportunities available based on the injured worker's current capabilities? yes [l;2t1o 0 
If so, identify contact person and phone# ---------------

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes ~ Date ________ no 0 
7. Has the employer requested RTW training from DWC or the insurance carrier? yes 0 no ~ 

8. Has the insurance carrier provided accident prevention services in the past 12 months? yes D Date no 0 
9. Has the employer requested accident prevention services from the insurance carrier? yes 0 no ~ 

10. a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

0 b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

~c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

0 d. The injured worker resigned or was terminated from employment: File within 1 0 days. 

Part Ill 
11. 12. SSN (last 4 d

XXX-XX

13. DOl 

S-&:J..-o8 

16. First day of additional lost time 
or reduced wages (mm/dd/yyyy) S -J-5 ,_. 6 ~ 

17, Has the injured worker experienced 8 days (cumulative} of lost time or reduced wages as a result of the injury? yes [C;?"no 0 
If yes, the date of the 8th day (mm/dd/yyyy} - tJ 3' 

r . 1 g 119. Has the injured worker resigned, been terminated or died? yes D no g--
18. Date of most recent RTW =L -}'-f ..l:J 

G:d"Full duty, full pay I date of resignation date of termination date of death ____ _ 

D 
,, 

Limited duty, full pay 19a. Reason for resignation/termination 

D Limited duty, reduced pay 119b. Was the injured worker on limited duty when terminated? yes 0 no D 
20. Hours the injured worker was working during the pay period of 21. Weekly/hourly earnings for the pay period of 

5·J.FD~ to '.,q~ 8' hours per week to :$ weekly or $ 

Indicated hours are: Indicated wages are: 

0 Increase from pre-injury 0 Increase from pre-injury wage 

D Same as pre-injury D Same a pre-injury wage 

~ecrease from pre-injury [Q-"l)ecrease from pre-injury wage 

This form to be filed with: The employer's insurance carrier and t e injured worker in the timeframe as noted in Part II. 

111111111111111111 ~Ill 
DWC FORM-6 (Rev. 10/05) Page 1 DIVISION OF VIIORKERS' COMPENSATION 
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GCA Accident and Near Miss Report Confidential Report Today's Date 5~26··,}/7 

Section 1. Please print or type in all information. Please use black ink only. 
This report must be completed within 24 hours of the Illness/Injury/Incident 

and forwarded to the Human Resources Department. 
All information requested is required on the TWCC form we file with our insurance carrier 
Name of Person Involved Sex Social Security Number DOB 

[}w,p wiMbf M 
Marital Status Spouse's Name (if applicable) nt 

0 Single Ji( Married 0 Divorced 0Widowed Children 
I 

Home Address City State 

Sifflnt F£ -~){)tS 
County of Residence Phone Employee's Occupation Facility 

f4t.,..,r Q~~~,~ W,fs/f8~ "Nn,e-l 
Date of Hire Experience in Occupation at Time of Incident Date of Incident I Time of Incident I Date Incident 

/0 Years tG Months S·2 2. A cg 16 S ~l Reported I DAM PM 
Employee was Working Employment Category Phase of Employee's Workday at Time of Injury 

0 Alone ICl Regular, full-time 0 Contract 0 Performing Work Duties 0 During Break Period 
0 With fellow workers 0 Regular, part-time 0 Temporary 0 Entering or leaving the Building 0 During Meal Period 
0 Other 0 Non-employee ~ Other lE/Jil.~ pa-mls~ 0 Working Overtime 

Specific Location of Incident Was it on the 
0 Office 0 Elevator 0 Lab 0 Press Building Employer's Premises? 
0 Restroom 0 Lobby 0 Warehouse 0 Storage Building 

l(ves ~Parking Area 0 Office Grounds 0 Lift Station 0 Blower Room 0No 
Hallway . 0 Meeting Room 0 Aeration Area ODisinfection Area 

0 Sidewalk 0 Vehicle 0 Clarifier Area 0 Other 
0 Photocopy Room 0 Tank Farm 0 Pond# ,: /lvrP~<.. RanT 0 Break Room 0 Control Building 0 Digesler Area 
0 Stairs 0 Maintenance Area 0 L~Down Yard ~ME 
Severity Disposition Sent to: 

~ No apparent Injury 0 Medical Treatment 0 Days away from work # 0 Hospital 
First Aid 0 Fatality 0 Restricted work days # 

0 Lost Work Days 0 Other 0 Date returned to work I I ------ 0 Doctor 

Name and Address of Treating Physician Name and Address of Hospital 

Phone# Phone# 

Describe the accident. What happened? Include what you were doing before the accident. (If additional space is needed, attach separate sheet 
of paper) Please~rintneatly. ces 7t11Ntf..tr ~"' f)rwtll(.,- ~~AIL. DltttTUiJJ- ld- MD· f'll...tnY'6-/trf: -~, 
:Wr.AI4lJ ~·vell., ~ ~ do~;~ . ~ l'n ~ 1 iit:.llf' .... ftid aw ~ ;c ~ 9~ ~.s vpnt h~ .. 
/fS,:r ,~'-ct ~- k p~ts~l 3«1t.. ~ • .-. 1\,t., +-.~tr~.~-1--ilre his ptrrlr r6C)(c.T-
~ ~ ,.H.~,. Mitn ~ IJ'" .... o:! ~ n-~- ~.s _ k..... • ~ ~ e':J; ~ ~ ~ 
~,.. ffi-1BPJ.I J:;"TS · lllt4M-r ~" ~ ""' M ~ -~u.r ~ · ~ -fr,icJ ~ fVT ~ &t-4' c., 

~+'\- 0\ .. ty~t,.. .. ~ ~Itt. "Rt lVI~ ~ io 8D ~~he~... h~wo~-fltte 
~"P J- ·s\'fvArWI'f -*$'47'/J ~-~-~.S"fk -jksHJ ... 'fd- (J.c --Hit~~~ ... 5o z;, OI1J,.. 
Body Part Affected (Be very specific): Equipment or Property Damaged? What could you have done to prevent this 

0 Yes 0 No If yes, Please Describe: 
accident? 1't11VU>~ ~HI 

\ ~1/:tBJ· 
6111£ WA:II/1·11»'1< .. 

Employee's Signature dl,.,.. ~ 1K._ ' . 
. r.. Date 5·U-OS' 

~ 
. .,_,. ., 

-
~ .. 

EPAH0043000211 
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GCA Accident and Near Miss Report Confidential Report, page 2 

Witness Statement (if applicable} If more than one witness, attach a separate sheet. 

Witness Signature and Date _________________________ Phone#-------------

Section 2-----To be completed by Supervisor/Manager or Safety Coordinator 

Supervisor's Name and Signature and Date 8= J; 1 k J/z?( tJf{ Witnessed Incident? 0 Yes )i;O'No 

Used Equipment Improperly 
Improper Loading 
Improper Technique 
Failure to Warn/Signal 
Used Defective Equipment 
Improper Lifting 
Unauthorized Actions 
Improper Position 

Operating Procedure Deviation 
Servicing/Operating Equipment 
Running/Rushing/Acting in Haste 
Used Wrong Tool/Equipment 
Inadequate/Improper PPE Use 
Operating at Improper Speed 
Nullified Safety/Control Devices 
None 
Other 

Inadequate Maintenance 
Lack of KnowledgefTraining 

0 Inadequate Supervision 
0 Inadequate Tools/Equip/Mat. 
0 Inferior Equipment 

Repair/Replace Equipment 
Identify/Improve PPE 

0 Improve Design/Construction 
0 Improve Illumination 
0 Re-instructjon of Employee 
0 Rotation of Employee 
0 Improve Ventilation 

Corrective Counseling 
Eliminate 

Inadequate Guards/Barriers 
0 Defective Tools/EquipNehicle 
0 Illumination 
0 Inadequate/Improper PPE 

to Be r.n,mollet~•d 
Use Other Materials/Supplies 
Install/Revise Guards/Devices 

0 Reassign Job of Employee 
0 Mandatory Pre-Job Instructions 
0 Improve/Change Work Method 
0 Task Analysis/Procedure Revision 
0 Improve Storage/Arrangement 

Improve Clean-Up Procedures 

Corrective Action Taken Person Res onsible Tar et Date Date Completed 

Date 

s~~-D 
Date 

EPAH0043000212 



MAY-22-2008 19:19 GULF COAST WASTE 713 472 3309 P.04/04 
-•' ' I C-\ .. I~ 1\ <?..( - ...._ 1.- _J - \ ' ' ..... 

X: pulled up to 3~tt!.. l)..J~v'\t ~·o trol\t 

it\S~de.. As)- u;o.s abo<A+ -to 3e..+ lf\to +rl,.(c.(<. Someon~ wc:u f~-dl;-1j oul 0 -f p/~1'1· 

:· $-food oo.fsrde o-f +rue~ f-<> o,.s/< If T (.).)qS 9t .-r4.t. r;stn+ p l~c.e. QS: f'1e.. 

~V\cl f·hl2. CJv.~ w~a .5-fof to ,..;J h~lf were. le:.olG.j ~+ f'1Y pcrpev- wori. -(tt<. 

Sli(fed dfl 

o-ff C..loft.es _ 

1]/0- .]}~ C<WJ<-L ~ ~ ~ ~ ~ 4 
fr -4 ~ p ;(-~ 7C~ 

~-
TOTAL P.04 
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1exasMutuar 
Insurance Company 

June 20, 2008 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date ofinjury: 
DWC#: 

 
FARRIER RILEY 

 
C E S ENVIRONMENTAL SERVI 
05/22/2008 

C I aim & In formation Serv 1ces 

P.O. Box 12029 
Austin, TX 78711-2029 

1-800-859-5995 (512) 224-J 800 
Fax (512)224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

I:8J DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2)- Please fax or email attachment or use the on-line version 
(www.texasmutual.com). 

OR 
0 DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

\:8J DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, OR 
• The employee, after returning to work experiences an additional days(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

AND 

0 EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

0 COPY OF THE POST-ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995 ext. 2243. 

Sincerely, 

Debbie K Garrett 
WORKERS' COMPENSATION SPEC II 

EPAH0043000214 

(b) (4)

(b) (4)



Employee Acknowledgment of Workers' Compensation Networ·k 

I have received information that tells me how to get health care under my employer's workers· 
compensation insurance. 

- -

Jfl am hurt ol}d~e joynd live in a service area described in this inforn~,9tion, ~1derstand that: 

I. I must choose a treating doctor from the list of doctors in the network. Or, I may ask my 
HMO primary care physician to agree to serve as my treating doctor. If I select my HMO 
primary care physician as my treating doctor, I will call Texas Mutual at (800) 859-5995, 
extension 2880 to notify them of my choice. 

2. I must go to my treating doctor for all health care for my injUJy. lfl need a specialist, my 
treating doctor will refer me. If! need emergency care, I may go anywhere. 

3. The insurance carrier will pay the treating doctor and other network providers. 
4. l might have to pay the bill if I get health care from someone other than a network doctor 

without network approval. 
5. Making a false or fraudulent workers' compensation claim is a crime that may result in 

tines and or imprisonment. 

't0.JUUQA ~~, 
Signature 

tA((\,Jl_( '£l \~y 
Printed Name 

I live at: . 

C ty S a e

Name of Network: Texas Star Networksu 

Network service areas are subject to change. 
Call 800 381-8067 if ou need a network treatin 
Please indicate whether this is the: 

Xlnitial Employee Notification 

rovider. 

0 Injury Notification (Date of Injury: __ / __ / __ ) 

Date 

Zip Code 

DO NOT RETURN THIS FORM TO TEXAS MUTUAL 
INSURANCE COMPANY UNLESS REQUESTED 

Employee Notice of Network Requirements- 03/06 Page 8 of8 
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{name and fax number of earner) 

I 

TWCC# 

CARRIER'S CLAIM#------------

Send to workers' compensation carrier: 

D Initial 0Amended 

~ 

EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Commission rules require an 
employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AIJVW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Commission Rule 120.4 may be 
assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
ERoyee's Name (Last, First, M.l.): 

i lev h-z rrie r D 
Employee'§ Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Social Security Number: 

Date of Hire: Date of Injury: 

ElAs of today's date, the employee is not back at work. OR 
The employee returned to work on and is working: a without restriction. OR 

with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
Injury (TWCC-6) to report changes in Work Status and Post-Injury Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Commission. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant. and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Commission within seven 
days of receiving a request from the Commission (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable TWCC rules can be found at www.twcc.state.tx.us 

Employer's Business Name: 

k CEs GniJ/ron men~ ..5e.rvt2.es 
Employer's Mailing Address (Street or P.O. Box): 

lf10l.? 8 6c.?a.s 7<£ 
City: ~ ..... State: ZIP Code: 

<f}tJus~ ·JX "'770Z./ 
Federal Tax I .D. Number: 

t/} {c;>- 0~ q ;)_ 1 gs;--
Name and Phone# of Person Providing Wage Information: 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of injury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
n Full-time: employee who regularly works at 
lea'st 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

Oseasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

0 Part-time: Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows the person only 
worked part-time during that period. 
0 Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 

0Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

0Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
0 Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

0 Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

0 The Injured Employee OR n A Similar Employee (NOTE - If 
requested by the Commission,'tlle employer shall identify the similar 
employee whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Commission at 800 252-7031. You can also read rule 122.5 at www.twcc.state.tx.us. 

TWCC-3 (Rev. 07/04) Page 1 of 2 1111111111111111111111 TEXAS WORKERS' COMPENSATION COMMISSION 
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WAGE INFORMATION INSTRUCTIONS F'R::/~1 hzn-;er -:-:- .p"'--'~"'---~-o-a_te_o.,.-f-ln-ju_ry-,-: .,.-.,.--,-.,----J 

- The employer shall report all wages earned in the 13 weeks immediately preceding the date of inju a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly (up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

- If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. In all cases, indicate the dates that each period covers. 

TWCC-3 (Rev. 07/04) Page 2 of 2 TEXAS WORKERS' COMPENSATION COMMISSION 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (7.13) 676-1676 

Fax 
To: Texas Mutual 

Fax: 1-512-224-3889 

Attn: Debbie Garrett 

From: Karl Guidry 

 

Pages: 1 Pages to follow 

Date: July 2, 2008 

See attached documentation regarding our employee Farrier Riley. Be advised Mr. Riley has 
been released to return to work with no restrictions. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidrv@cesenvironmental.com 

EPAH0043000218 
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DATE/TIME = JUL-02-2008 15:03 

JOURNAL No. = 174 

COMM. RESULT = OK 

PAGE(S) = 006 

DURATION = 00:01:39 

FILE No. = 322 

MODE = MEMORY TRANSMISSION 

DESTINATION = 15122243889 

RECEIVED ID = 
RESOLUTION = STD 

-CES Environmental Service-

713 676 1676- ttttttttt 
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CES Environmental 
Services, Inc. 

CERTIFIED MAIL RETURN RECEIPT REQUESTED 

June 26, 2008 

Farrier Riley 

Dear Farrier Riley, 
CES Environmental Services, Inc. would like to offer you a temporary, modified job duty 
assignment at the facility Tank Wash area, located at 4904 Griggs Rd in Houston, Texas. 
The schedule for this position is 3 :00 pm to 11 :00 pm Monday through Friday, and the 
job pays per hour, which is your current rate of pay. The job duties meet the work 
restrictions certified by the emergency room physician at St. Luke's Episcopal Hospital, 
whose work status report is attached. 

The job involves assisting logistics with coordination of transport vehicles. Your duties 
will involve sitting at the work station and walking the facility yard. This job will not 
require lifting a..11d is consistent with the physician limitations. 

While assigned to this modified -duty job position we will only assign tasks that are 
consistent with your physical abilities, knowledge and skills. This modified-duty job 
assignment has been certified by your treating physician, Dr. David Dent, 5409 Bellaire, 
Bellaire, TX 77401. Training will be provided as necessary. 

Please contact CES Environmental Services, Inc within 5 days of receipt of this Bona 
Fide Employment Offer, if you are willing to accept this temporary, modified job 
assignment. If we do not hear from you within 5 days of your receipt of this notice, we 
will ass m~ you are no longer interested in continuing your employment with CES 
Eny· ~erYices, Inc. 

CES Environmental S rvices, Inc. 
HSEManager 

Decline Date --------------------------------- ----------------------

EPAH0043000220 
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Clear Lake Regional Medical Center Patient Information Treating Provider Discharae Summary 
riley, farrier Bobby Chu MD Date: 7/1/08 Time: 11:54:14AM 

10970 Shadow Creek Ranch 
Patient Copy Clear Lake Regional - Pearland Emergency Parkway Pearland, TX 77584 

10970 Shadow Creek Ranch Parkway Pearland, TX 
77584 Phone: 713-770-7200 

1) Your Discharqe Instructions: 2) Your Prescriptions: 
CHRONIC BACK PAIN #Document: 77 (English} Prednisone Oral Tablet 50 Milligram 1 TABLET DAILY# 4 TABLETS (0 
BACK EXERCISES #Document: 32 (English} Refills) 
NARCOTIC MEDICATION #Document: 548 (English) Norco Oral Tablet 7.5-325 Milligram 1 TABLET EVERY 4 TO 6 HOURS 

AS NEEDED# 15 TABLETS (0 Refills) 
Valium Oral Table! 5 Milligram 1 TABLET 3 TIMES DAILY # 6 TABLETS 
(0 Refills) 

3) You should Follow Up with: 
Follow Up Phvsician: Follow Up Information 
YOUR REGULAR PHYSICIAN, Pn 07/1/2008 this patient was treated in the Emergency Department at Clear Lake Regional - Pearland 

~mergency located at 10970 Shadow Creek Ranch Parkway Pearland, TX 77584 for Refer to Discharge list 
~bove. The patient was asked to follow up 2 Days. 

Phone: 
Fax: 

I understand that the emergency care which I received is not intended to be complete 
and definitive medical care and treatment. I acknowledge that I have been instructed to 
contact the above physician immediately for continued and complete medical diagnosis, 
care and treatment. EKG's, X -rays, and lab studies will be reviewed by appropriate 
specialists and I will be notified of significant discrepancies. 

I also understand that my signature authorizes this Medical Center to release all 
or any part of my medical record (including, if applicable, information pertaining 
to AIDS and/or HIV testing, mental health records, and drug and/or alcohol treatment) 
to the referred physician listed above. 

EPAH0043000221 



Clear Lake Regional Medical Center Patient Information !rreating Provider Dischar~e Instructions 
riley, farrier Bobby Chu MD Date: 7/1/08 Time: 11:54:10AM 

10970 Shadow Creek Ranch 
Patient Copy ~lear Lake Regional- Pearland Emergency Parkway Pearland, TX 77584 

~0970 Shadow Creek Ranch Parkway Pearland, TX 77584 Phone: 
Phone: 713-770-7200 

Page: 1 of 1 

patient Discharge Instructions Document: 77 

CHRONIC BACK PAIN 
A small number of patients with back injuries have pain that lasts longer than 3 months. A ruptured disc can cause chronic back pain, but half of the 
time the exact cause cannot be found, even after x-rays and other tests have been done. Arthritis, osteoporosis, tumors, infections, previous back 
surgery, and other causes may be involved. Anxiety and depression are common factors. A ruptured disc often causes sciatica, a pain traveling from 
the low back down the back of the leg. This is due to irritation of the sciatic nerve. Surgery is considered only when symptoms do not improve with bed 
rest and other conservative treatment. 

Follow These Instructions Carefully: 
1. You should avoid bending, heavy lifting, prolonged sitting, and activities, which make the problem worse. 
2. Try to continue with normal activity as much as possible, taking brief periods of rest throughout the day to reduce your pain during bad 

periods. A back exercise rehabilitation program can be very helpful in reducing symptoms and preventing further episodes of pain. 
3. Aspirin, ibuprofen, and other anti-inflammatory pain medicine can help control pain, and muscle relaxants are sometimes used. 
4. Rest and relax your back muscles. Try to find a position of comfort. Lie flat on your back on a firm surface with pillows under your knees; or 

lie on your side with your knees bent up towards your chest and a pillow between your knees. (If your mattress sags, place a piece of 
plywood under it or lie on a floor pad for more support.) 

For severe back pain stay in this position until you are feeling better. Get up only to go to the bathroom or for meals. 
For less severe back pain, strict bed rest is not needed. However, don't do anything that worsens the pain and avoid prolonged 
sitting. Be aware of safe bending and lifting methods. Do not lift anything over 15 pounds until all pain is gone. 

6. Ice packs (crushed or cubed ice in a plastic bag, wrapped in a towel) are best for 20 minutes every 2-4 hours during the first two days after a 
new injury. Local heat (hot shower, hot bath or heating pad) and massage will help reduce muscle spasm. You can start with ice packs then 
switch to heat after two days. Some patients feel best alternating treatments. Use the method that feels best to you for. 

Follow up with your doctor or this facility if your symptoms do not start to improve after one week. Physical therapy may be needed. 
(NOTE: If X-rays were taken, a radiologist will review them. You will be notified of any new findings that may affect your care.) 

Return to this facility immediately or contact your doctor if you begin to have any of the following: 
Pain becomes worse. 
Marked weakness or numbness in one of your legs. 
You have trouble controlling your bladder or bowels. 

!Discharge Instructions Special Notes 

I understand that the emergency care which I received is not intended to be complete and definitive medical care and treatment. EKG"s, X-rays, and 
lab studies will be reviewed b a ro riate s ecialists and f wifl be notified of si nificant discre ancies. 

Copyright ScriptRx, Inc. 2000-2005 http://www.ScriptRx.com 
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Clear Lake Regional Medical Center Patient Information Treating Provider Discharge Instructions 
riley, farrier BobbyChuMD Date: 711108 Time: 11:54:11 AM 

1 0970 Shadow Creek Ranch 
Patient Copy lear Lake Regional - Pearland Emergency 

Parkway Pearland, TX 77584 
Phone: 

10970 Shadow Creek Ranch Parkway Pearland, TX 77584 Phone: 713-770-7200 

Page: 

patient Discharge Instructions Document: 548 

NARCOTIC MEDICATIONS 
You have been prescribed narcotic. Narcotic medicines are used to relieve pain. Some examples of narcotic medicines include the following: 

Codeine (Tylenol #2, #3- cough syrup) 
Propoxyphene (Darvocet. Darvon) 
Hydrocodone (Vicodin) 
Oxycodone (Percocet, Percodan) 

This drug may cause drowsiness. Therefore, be sure to take it only as directed. 

How To Take This Medication: 
1. If this medicine makes your stomach upset, take it with food. 

1 of 1 

2. Pain medicine should be taken only if needed at the times prescribed. If you are not having pain, do not take the medicine, unless you are 
advised to do so by your doctor. 

3. Narcotic medicines can be habit forming; therefore, take this medicine only as directed. Do not take more of it, do not take it more often, 
and do no~ take it for a longer period of time than directed. 

What You Should Watch Out For: 
Possible Side Effects: 

If you have dizziness, or drowsiness, take a smaller dose, breaking a pill in half or take it less often. 
If you develop constipation, drink lots of liquids, use small doses of a mild laxative like Milk of Magnesia as needed and add fiber 

to your diet. 
If you have difficulty passing urine, stop taking the medicine and contact your doctor. 

Possible Allergic Reactions: Rash, itching, swelling, trouble breathing or swallowing. You should contact your doctor or return to this facility 
immediately. 

Medical Conditions: Before you begin to take this medicine, be sure your doctor knows if you have any of the following conditions: 
Prostate enlargement. 
Pregnancy or breast-feeding. 

Possible Drug Interactions: This drug may cause increased side effects when taken with alcohol, muscle relaxant, sedative, tricyclic 
antidepressants, MAO-inhibitor or another pain medicine. Make sure your doctor knows what other medicines you are taking. 

Note These Warnings: 
Do not drive, ride a bicycle, operate dangerous equipment, climb a ladder or do any other activity where you must concentrate and might 
be injured for at least 12 hours after taking this medicine until you know how it will affect you. 
Prolonged use of this medicine can be habit forming and may lead to addiction. 
Tell your doctor what other medicines you are taking. 
Do not drink any alcohol while taking this medicine. 

Stop taking this medication and call your doctor or return to this facility right away if you notice any of these problems: 
Hives or itching. 
Confusion, dizziness, or lightheadedness. 
Hallucinations. 
Blurry vision. 
Slow breathing, slow heartbeat, or severe weakness. 
Nausea or vomiting. 
Stomach pain or chest pain. 
Anything else that worries you. 

Pischarge Instructions Special Notes 

I understand that the emergency care which I received is not intended to be complete and definitive medical care and treatment. EKG"s, X-rays, and 
lab studies will be reviewed b a ro riate s ecialists and I will be notified of si nificant discre ancies. 

Copyright Scrip!Rx, Inc. 2000-2005 http://www.ScriptRx.com 
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10970 Shadow Creek Ranch 
Patient Copy rlear Lake Regional- Pearland Emergency 

Parkway Pearland, TX 77584 
Phone: 10970 Shadow Creek Ranch Parkway Pearland, TX 77584 Phone: 713-770-7200 

Page: 1 of 1 

!Patient Discharge Instructions Document 449 

Work Release Form 

This noHce verifies that your em~oyee,' R1 ( ( ~ Q_( l::x::02~j '\'\_ 9__, e l k ij 
was seen in this facility on m: l) ~I Ol l u8: 

He/she may return to work offi rs LJ b~ 'liolh the tollo'lilng restrictions: 

None: * 
No heavy lifting: over pounds) 

No prolonged standing: 

Desk Work Only: 

Other: 

Restrictions: 

These restrictions apply through D . After lhis date, your employee should be able to parlicipate fully in all work duties. 

NOTE: If symptoms continue and the employee is unable to perform the full duties of their job by this date, please advise the employee to return to 
this facility or make an appointment with the referral physician for further evaluation. 

C£, en~; b-BVJI ~ 
Attending MD I 

!Discharge Instructions Special Notes 

I understand that the emergency care which I received is not intended to be complete and definitive medical care and treatment. EKG"s, X-rays, and 
lab studies will be reviewed b a ro riate s ecialists and I will be notified of si nificant discre ancies. 

Copyright ScriptRx, :nc ?000-2005 ht+n Jh ........ c ..... : .... n .......... -
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FROM (THU)JUN 26 2008 7:57/ST. 7:56/No. 6860403845 P 2 

CES Environmental 
Services Inc. 

CERTIFIED MAIL RETIJRN RECEIPT REQUESTED 

June 24, 2008 

To: Dr. David Dent 

From: Karl GuidJy 
CES Environmental Services, Inc. 
4904 Origg.1 Rd. 
Houston, Texas 77021 

Re: Workers Comp Claim for Farrier Riley 

TEXAS MUTUAL CLAIM 

Dear Dr. Dent, 
CES Environmental Services, Inc. would like to offer your patient, Farrier Riley a 
temporary, modified job duty assignment at the CES Environmental Services, Inc facility, 
located at 4904 Griggs Rd in Houston, Texas. This modified duty position meets the 
requirements of Rule 129.6 (a) of the Texas Administrative Code. 

Tlte sche r this pasition is 3:00pm to 11:00 pm Monday through Friday, and the 
job pays per hour, which is his current nne of pay. Please determine if the job 
duties describe below meet the work restrictions which you are willing to certify. Please 
be advised that as of this date we have received no indication of return to work 
recommendations from your office nor have we received any work status documentation 
from you regarding F anier Riley. 

The job involves assisting logistics with coordination of transport vehicles. Mr. Riley's 
duties will involve sitting at the work station and walking the facility yard to coordinate 
parking of tankers and rolling stock. This job will not require lifting or driving and we 
believe is consistent with any treating physician limitations. 

While assigned to this modified -iluty job position we will only assign tasks that are 
consistent with Mr. Riley's physical abilities, knowledge and skills. Training will be 
provided as necessary. 

EPAH0043000225 
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FROM (THU)JUN 26 2008 7:57/ST. 7:56/No. 6860403845 P 3 

CES Environmental 
Services Inc. 

Please indicate ifyou 8l'e willing to certify this temporary, rnodifiedjob assignment for 
Farrier Riley. 

I Certify_ (Sign) _\(:"")"--_0 ______ Date t.:{'-'i:>(j' 
I do not Certify_ (Sign)--------Date _______ _ 

Regards. 

lA. uidzy 
CES Environmental S 
HSBManagcr 
4940 Griggs Rd. 
Ho~ Texas 77021 

Total P.003 

EPAH0043000226 



JUN-23-09 10: 1 SAM FROM-
T-600 P.001/005 F-871 

Qglettee• 4hhott 
Law· F lt m L.L.P. 

12600 N. Featherwood. Suite 200 
Housron, Texas 77034-4440 

Phone: (713) 223-1234 
Fax: (713) 910..9010 

Maii@OgletreeAbbott.com 

BILL OGLETRiE 
BILl. ABBOTT 
CEUNA RECALOii 
FYOOORCLAv 

TELEFAX COVER SHEET 

From Fax Number: (713) 910-9010 

BIANCA MARTINEZ 
l.SSUE LiVINGSTON 
ADRIENNE GASSISR 

ENRIQUE VARELA 

If you experience any problems with the quality of our transmission, 
please call (713) 223-1234 

CONFIDENTIALITY NOTICE 
This fax and any attachments are confidential and may be protected by legal privilege. If you are not the intended 
recipient, be aware that any disclosure, copying, distribution or use. of this fax or any attacbnlent is prohibited. tn such 
case, you should destroy tliis fax and kindly notifY the sender. Please advise immediately if you or your employer do nor 
consent to faxes of this kirid. Opinions) conclusions and other information in this fax that does not relate to the official 
business of my firm shall be understood as neither given nor endorsed by it. 

This fax does 7te nor is it intended to create an attorney/elitot relationship. 

PAGES SENT: VJ , pages including this cover page 

TO KaJ'l A. Guidry, HSE Manager 

COMPANY 

FAX NO 

FROM 

DATE 

RE 

MESSAGE 

CES Enviromental 

713-676-1676 

FyodorCiay 

June 22, 2008 

Farrier Riley 

We represent the above named employee in connection with 
his Workers' Compensation claim. I am in receipt of what 
the employer purporto; to be a "Bona Fide Offer of 
Employment."(See Exhibit A). After careful review it has 
come to my attention that it does not meet the requiremeots 
set forth in Rule 129.6·or the Texas Administrative Code, 
therefore rending it invalid. 

EPAH0043000227 



JUN-23-09 !0:19AM FROM-

Qgletree• Abbott 
Law Firm L.L.P. 

BILLO~TREE 
BILLABIIOTT 
LISA SeCHELSKI 
CeLINA RAM!~ 

CES Environmental 
Attention: YvOime L. Medelez 
4904 Griggs Rd. 
Houston, TX 77021 

Re: Our Client: 
SSN: 
Date of Injury: 
Claim No.: 
DWCNo.: 

Dear Sir or Madam: 

June 22, 2008 

Farrier Riley 

May22. 2008 
 

08272108-MI 

T-600 P.002/005 F-971 

12600 N. Featherwood, Suite 200 
Houston, Texas 77034-4440 

Phone: (713) 223-1234 
Fax: (713) 910·9010 

Mail@OgletreeLawFiml.COm 

Fvooo~CLAv 
lAURA RODRIGUe% 
BIAJIICA MARTINE2 

JACQUEL VN COLEMAN 

We represent the above named employee in connection with his Workers' Compensation claim. 
I am in receipt of what the employer purports to be a ''Bona Fide Offer ofEmployment."(See 
Exhibit A). After careful review it has come to my attention that it does not meet the 
requirements set forth in Rule 129.6 of the Texas Administrative Code. therefore rending it 
invalid. 

An employer may offer an employee a modified duty position, which has restricted duties which 
are within the employee's work abilities as detennined by the employee's treating doetor. In the 
absence of a Work Status Report by the treating doctor an offer of employment may be made 
based on another doctor's assessment of the employee's work status provided that the treating 
doctor has not indicated disagreement with the restrictions identified by the other doctor. To the 
best of my knowledge, the Claimant's treating doctor has the clamant off work. It is the 
Claimant's·treating doctor who determines work restrictions. APPEAL 061195- JULY28, 2006. 

According to Rule 129.6(b), it is only in the absence of a DWC-73 by the treating doctor 
that an offer ofwork may be made based on another doctor's DWC-73. A further 
restriction is that the treating doctor has not indicated disagreement with the other 
doctor's restrictions. APPEAL 071650 -NOVEMBER 12,2007. 

EPAH0043000228 

(b) (4)

(b) (4)



JUN-23-08 I 0: 18AU FROM-
T-600 P.003/005 F-871 

Per Rule 129.6 (a) of the Texas Administrative Code: 

(a) An employer or insurance carrier (carrier) may request the treating doctor provide a 
Work Status Report by providing the treating doctor a set of functional job 
descriptions which liSt modified duty positions which the employer has available for 
the injured employee (employee) to work. The functional job descriptions must 
include descriptions of the physical and time requirements of the positions. 

Per Ru1e 129.6 (b) of the Texas Administrative Code: 

(b) An employer may offer an employee a modified dury position, which has restticted 
duties, which are within the employee's work abilities as determined by the employee's 
treating doctor. In the absence of a Work Status Report by the treating doctor an offer of 
employment may be made based on another doctor's assessment of the employee's work 
starus provided that: the doctor made the assessment based on an actUal physical 
examination of the employee performed by that doctor and provided that the treating 
doctor has not indicated disagreement with the restrictions identified by the other doctor. 

Rule 129.6 (c) ofthe Texas Administrative Code states: 

An employer's offer of modified duty shall be made to the employee in writing and in the fbnn 
and manner prescribed by the Commission. A copy of the Work Status Report on which the 
offer is being based on shall be included with the offer as well as the following information: 

(1) the location at which the employee will be working 
(1) the schedule the employee will be working; 
(3) the wages the employee will be paid; 
(4) a description of the physical and time requirements that the position will entail; and 
(5) a statement that the employer will only assign tasks consistent with the employee's 

physical abilities, knowledge, and skills and will provide training if necessary 

To reiterate, please forward what the employer purports to be a "Bona Fide Offer of 
Employment" to the employee's treating doetor. Please make sure it meets the requirements set 
fonh in Rule 129.6 of the Texas Administrative Code. 

Claimant's Treating Doctor: 
713-660-9123 
Dr. David Dent 
5409 Bellaire 
Bellaire, TX 77 401 

EPAH0043000229 



JUN-23-09 lO:lBAM FROM-
T-600 P.00~/005 F-971 

I can be reached via e-mail at Fyodor.Clay@ogletreeabbon.com or via telephone at the number 
listed above, ext 128. thank you for your attention to this matter. 

EPAH0043000230 



JUN-23-08 \0:19AM FROM- T-600 P.005/005 F-871 
~UUtl-Ut:I-LU l~:u .. 

.,.~ .... , 

-··-·- ·- ·-- --- -· ·- ·-· 

CERTIFIED MAIL 

CES J:nvironmental 
Services Inc. 

RETIJRN RECEIPT REQUESTED 

June 18, 2008 

Farrier Riley 

TEXAS MUTUAL CLAIM 

Dear Farrier Riley. 
CES Environn1ental Services, Inc. would like to offer you a temporary, modified job duty 
assignment at the facility Tank Wash area, located at 4904 Griggs Rd in Houston, Texas. 
The schedule for this position is 3:00pm to 11 :00 pm Monday through Friday, and the 
job pays per hour, wbich is your ounent rate of pay. The job duties meet the work 
restrictions certified by the emergency room physician at St. Luke's Episcopal Hospi~ 
whose work status .report is attached. 

The job involves assisting logistics with coordination of transport vehicles. Yom duties 
will involve sitting at the work station aDd watk.ing the facility yard. This job will not 
require lifting·and is consistent with the physician limitations. 

While assigned to this modified -duty job position we will only assign tasks that are 
co111i.stent with your physical abilities. knowledge and skills. Training will be provided 
as necessary. 

Please contact me as soon as possible if you are willing to accept this temporary, 
m · · o assi~ nt. 

·ces, Inc. 

F.ncloced: lWC Work SlaM Report 

Accept ____ ~-----------..:Date. __ ~------

Decline. ______________ Date~---------

EPAH0043000231 
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11UV U~ U/ lU:::l .... a ~1sa Workers Comp 7137404046 p. 1 

Employe& - VOJ are reQUited to repor1 your InJury ro ywr employer w.th1n 30 days tf 
your employer has worker$' compensalion insurance. You have ll\e rigl'\l lo free 
assistance lrom the Texas De:partment of Insurance, Division of WQI1(EifS" 
Com,:tensatiOl and may be entitled to certain medical and income be,efits. For 
fUrther iniO<matiM call your lOCal DiVISion ileld olfl"' Of 1(800)·252 -7031. 

will allow the employee to return to work as of (date) with thg !J!$Irictions identified in PART Ill. which are expected to last 
through (date). 1 · 

-£1. . (c) has preven~nd still prevents the employee from returning to work as of tr 3 -a ~ (date) and is expected to continue through r /:; -(] -::"'1flate ). The following describes haw this injury prevents the employee from returning to work: 

PART Ill. ACTlVITY RESTRICTIONS• (ONLY COMPLETE tf BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (lf any): 

Max Hours per day: 0 2 4 6 8 Other 

Standing 

Sitting 
Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

ccccc 
CO COO 
CODOC 

00000 
ccccc 

17. MOTION RESTRICTIONS (if any): 

Max Hourn per day: 

Walking 

Climbing stairs/ladders 

Grasping/Squeezing 

Wrist flexion/extension 

Reaching 

0 2 4 6 8 Other 
[J[][][J[] __ 

CO CCC 

ocoee 
a ceca 
[J[][J[][] 

Twisting [J C 0 [] [] ___ Overhead Reaching ocoee 

l-O~th~e~r;;: ;:::=:::~:::::;~C;_,;D;;C~C:;,;:C~-=:;;:::=-,-,--I Keyboarding 
15. RESTRICTIONS SPECIFIC TO (if applicable): Other: 

occcc __ 
ace co __ 

Cll L Hand/Wrist 0 R HandJWrist J-_::::18.:.:..::L::..:I.=FT=/=C:::;;A:::;;R=R:::;;Y:::R:::E:::S;,...T-R-I-C-T-IO-N-S-(i-f-a-ny-)-: _ _J 

c LArm c R Arm C Neck 

0 L Leg 0 R Leg a Back 

c L Foot/Ankle 0 R FooiJAnkle 
0 Other: 
16. OTHER RESTRICTIONS (if any): 

[] May not litt/cany obJects more than __ lbs. 

tor mare than __ hours per day 
C May not perform any lifting/carrying 

C Other: ____________ _ 

• These restrictions are based on the doclcr's best under&landing of the employee's essential job functions. If a 
particular restriction does not apply. it should be disregarded. If modified duty that meets these restrictions is not 
available, the patient snoutd be considered to be off wOO<. Note - these restrictions should be followed outside of worl< 
as well as at war!<. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

Expected Follow-up Services Include: 

19. MISC. RESTRICTIONS (if any): 

C Max hours per day of work: __ _ 

C SitJStretch breaks of __ per __ _ 

C Must wear splint/cast at work 

C Must use crutches at all times 

D No driving/operating heavy equipment 

C Can only drive automatic transmission 

[J No work I tf Hours/day work: 

0 in extrome hot/cold environments 

[]at heights or on scaffolding 

0 Must keep---------

0 Elevated D Clean & Dry 
0 No skin contact with: -------
c Dressing changes necessary at work 

C No Running 

20. MEDICATION RESTRICTIONS (if any): 

C Must take prescription medicat1on(s) 

[J Advised to take over-the-counter mens 

C Medication may make drowsy (possible 
Safety/driving issues) 

22. 
[] Evaluation by the treating doctor on (date) at __ : __ am/pm 

0 
[] 

0 

Referral to/Consult with -' on (date) al : __ amlpm 

Phystcal medtctnd X per week for eeks starting o-;;c;;3@ (dale) at=: __ am/pm 

Spectal studies (list): QC~ rl OC(..,fuV: on (date) at_ : __ amlpm 

IJ None Th1s ts the last fchedu(ed v1s1t far th1s roblem. At th1s tJme. no further medical care 1S anlic1 a ted. 
O:;Tim~Visil . EMPLOYEE"SSIGNATURE OOCTOR'SSIGNATURE v· dType: RoleofDoclor: · ·.-." &fl!' , · Initial C Oesigna\ea doctor 

-~ 1 ~ - . r=J ~· .·: Foiicw~up U C.;1rr:er-se!ected RiviE 

I 
Discharge Tim ; \'ii /1 J<?~,,_., ,.,. ,.. i""' 

~Q;u'lJJ2.~t vft~ ~..,~, ~-;:J;;::~ lid DWC-selecled RME 

DWC FORM-73 (Rev. 10105) Page I II Ill Ulllllllllml DIVISION OF WORKERS' COMPENSATION 
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(b) (4)

(b) (4)

STLUKES 
DISCHARGE INSTRUCTIONS 

Name: Riley, Farrier D 
Age:33Y DOB:~ 
Gender: M-Wt~ 
Medreclllllllll 
Acct:08~ 
Attending: MCA 
Bed: EDCED2 

It is important you read and follow the discharge instructions below carefully. If your symptoms change, become 
worse, or you develop new symptoms that cause concern, call· your doctor or return to the Emergency Department 
or a Communi cy e 

SPECIAL INSTRUCTIONS 
Follow-up with your doctor in 24-48 hours if not improving. 
Otherwise, see your doctor next we"1<. 
Have your doctor review all results+ records from your ER evaluationltr tment 
Retu mR_toms worsen . 

........ 

BACK PAIN & INJURY-EI 

Dispense: 20, Quantity: 1-2, Schedule: Every 4 to 6 hours ~ 
·codin: Table : 500 Mg-5 Mg : Oral ~?t 

)f~u were directed to follow-up with o or a specialist, ake our appointment as soon as possible. 
Whei1ta:HHI.g..for.,¥.our aptJo.ffi.tni n , et the office know you were referred after an emergency department visit. 

After going home if you feel unsafe, and you may hurt yourself or others, 
call 911 or go to the nearest Emergency Department. 

SUPPORT AND HELP BY PHONE: 
Suicide Prevention Lifeline (800) 273-TALK (8255) 
Council on Alcohol and Drugs Houston (713) 942-4100 
Poison Control Center (800) 222-1222 

Can we help you find the doctor that's right for you? Call the: 
ST. LUKE'S Physician Referral Line (832) 355-4343 
Kelsey-Seybold Clinic (713) 442-0000 (may call 24 hours a day) 

St. Luke's Emergency Services 
Main Emergency Department: 832-355-2121 
Community Emergency Center Holcombe: 832-355-7525 
Community Emergency Center San Felipe: 713-267-7100 

COMING SOON! Community Emergency Center Pearland- SUMMER 2008 

www.stlukestexas.com 

Prepared: Thu May 29 2008 15:51 by MCA l of l 
Copyright 2006. Picis. 

EPAH0043000233 



DWCFORM-6 
Supplemental Report of Injury 

OWC requires the reporting of all Return to Work and Post-Injury Change of Earnings. An injured worker is entitled to temporary income benefits if 
he/she has disability (defined as the inability to work, or the inability to earn wages equivalent to pre-injury wages, as a result of the injury) and has 
not reached maximum medical improvement (defined as having reached 104 weeks from the eighth day of lost time or when a doctor certifies that no 
further recovery can be reasonably anticipated). The insurance carrier shall adjust the weekly amount of temporary income benefits paid to the 
il\iured worker to match the fluctuations in weekly earnings after the injury. To ensure the insurance carrier has accurate information to calculate 
benefits, the DWC FORM-6 is to be completed as applicable: 

By EMPLOYER 

The EMPLOYER means the employer for whom the injured worker was 
working when the injury occurred. If the employer is the current employer, 
then you are responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

Include CLAIM and insurance carrier numbers in right upper hand comer. 
Complete items 1-21, sign and date. 

The EMPLOYER must file this form: 
For a worker's injury/illness that occurs after January !, !991 
and required the previous filing of a OWC FORM-I, Employer's 

First Report of Injury; and 
During the time the injured worker is entitled to temporary 
income benefits (TIBs); and 
Until the injured worker: 

li> Reaches maximum medical improvement (MMI), or 
:1> Is no longer employed by the employer. 

By INJURED WORKER 

If you (the INJURED WORKER) are no longer employed by the 
employer where the injury/illness occurred, then you are 
responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

This form may be used to do so. Include CLAIM and insurance 
carrier numbers in right upper hand comer. Complete items l-4, 
10-21, sign and date. 

If you are employed by a new employer after the injury; and 

You are receiving benefits, you must tell the insurance 
carrier if your wages change, regardless of whether your 
income went up or down; or 

You are not receiving benefits, you must tell the 
insurance carrier if the injury causes you to miss work or 
lose income. 

his report must be filed in the following situations within the timeframes indicated: 
• 3 days after the injured worker begins to lose time from work as a result of the injury, iflost time did not occur immediptely following the 

injury; 
• 3 days after the injured worker returns to work; 
• 3 days, when the injured worker returned to work, then later has additional day(s) of lost time as a result of the injury; 
• 10 days after the end of each pay period in which the injured worker has a change in earnings as a result of the injury; 
• 10 days after the injured worker resigns or is terminated. 

While most of the sections on this form are self-explanatory, please note that the pay periods requested in sections 20 & 21 may be different 
depending on the situation for which the form is being filed: 
• If the report is indicating lost time from work or the end of employment, the pay period shall be the most recent pay period 

prior to the lost time. 
• If the report is indicating return to work or a change in earnings, the pay period shall be the pay period the injured worker is 

beginning. 

This form is to be filed by first class mail or personal delivery with: 

• The insurance carrier, and 
• The injured worker. 
This report is considered filed when personally delivered or postmarked. 

Failure to comply with these filing requirements, without good cause, is a 
Class D administrative violation, subject to a penalty not to exceed $500. 

This form is to be tiled by first class mail or personal delivery 
with: 

• The insurance carrier. 
This report is considered filed when personally delivered or 
postmarked. 

If you return to work for the same employer or a different 
employer, your temporary income benefits from the insurance 
carrier must be adjusted. 

Failure to report earned wages and/or offers of employment to 
the insurance carrier who is paying benefits to you is a crime 
that may result in fines and/or imprisonment. 

TLC § 409.005 and Rules 120.3 and 129.4 provtde the reqmrements regardmg use of this report. The complete rule text IS available on the DWC 
website at: www.tdi.state.tx.us 

OWC FORM-6 (Rev. 10/05) Page 2 IIIII 11111111111111111111111111 DIVISION OF WORKERS" COMPENSATION 
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ST. LUKE'S" 
RETURN TO 

WORK OR SCHOOL 

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIJI 
Episcopal 
Hospital 

 A0815000452 
RILEY,FARRIER D 

 
05/29/2008 
njxr06 

For: ----1~"-----{lll __ tvl __ ~8:J_-~-~---t'-------- Visit Date: L I _18__ I~ ~ (Patient Name) ( 

This patient was seen at the St. Luke's Episcopal Hospital on the date above. It was my 
recommendation at the time of discharge that the patient may RETURN to work or school. 

on: G I f I -2£Ei 
Recommended Restrictions: D NO y YES (See comments below) 

COMMENTS: 

p,_ 
Date 

Return to worklschoolletter valid for this visit only 

For additional time beyond date stated above, please contact 
Primary Care Doctor for follow-up appointment 

6720 Bertner Avenue Houston, TX 77225-0269 713-785-8537 

PS-5494 MEC 08/04 

EPAH0043000235 
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~1AY-22-2008 19:19 GULF COAST WASTE 713 472 3309 P.02/04 

GeA Aacident and Near Miss Report Confidential Report Today's Oate 5- J..~ -og 

Section 1. Please print or type in all inforrnlltion . .Please use black ink only. 
This report must be completed within 24 hours of the Illness/Injury/Incident 

and forwarded to the Human Resources Department. 
· t d · . d 1WCC f fil ·m . All rn ormation reQue!iHe rs re<:J.tme on the ormwo 1 ew1 our msurance carrier. 

Name of Person Involved Sex Socie~l Security Number 

_f_orr\er 1J. :R·\\ e.-..; M 
Marital Status 

GlMarried 
l Spouse's Name (if applicable) Number ol Dependent 

0 Single 0 Divorced 0Widowed ,Co~..~r t"'i e. tl... ~-,\e. \f Children 

3 -Horne Address 

County of Residence Phone Employee's Occupation Facili!y 

(~g 1 ) 
... 

\\r:uer l \r·uc\Z 
Dale of Hire l Experiance in Occupation al Time of lr1cident Date of Incident Time of Incident . !. Date Incident 

t..Q Years. _'{ Months 5-~d--c& ~~I~ 
Reported . 

0 AM gpM S"-·'J_.').. -ot 
Employee was Working Employment Category Phase of Employee's WorKday at 'rime of Injury 

E1' Alone g'Regular, full-time 0 Contract 0 Performing Work Duties 0 During Break Period 
0 With fellow workers 0 Regular, part-time 0 Temporary rQ! Entering or leaving the Builcting 0 Ouring Meat F'eriod 
0 Other 0 Non-employee 0 Other, 0 Working Overtime 

Specific Location of Incident Was it on !he 
0 Office 0 Elevator 0Lab 0 Press Building Employer's Premi:'.es? 
0 Restroom 0 Lobby · 0 Warehouse 0 Storage Building 

li2( Yes 0 Parking Area 0 Office Grounds 0 Lift Station 0 Blower Room ONe 
0 Hallway 0 Meeting Room 0 Aeration Area 0 Disinfection Area 
0 Sidewalk 0 Vehicle 0 Clarifier Area 0 Other :f ~."-t ~!rl f 
0 Photocopy_ Room 0 Tank Farm 0 Pond 1t 
0 Break Room 0 Control Building 0 Digester Area 
0 St;;~irs 0 Maintenance Area 0 Lay Down Yard 
Severity Disposition Sent to: 

0 No apparent Injury 
~First Aid 

0 Medical Treatment 
0 Fatality 

0 Days away from work # 
0 Restricted work day:; # 

0 l-laspilal 

0 Lost Work Days 0 Other 0 Date returned to work ___ ,_,_ .0 Doctor 

Name and Address of Tre<~ting Physician Name and Address of Hospital 

-~· 

----.. --.---

~hone# Phone# - -
Describe the accident. What happened? Include what you were doing before the accident (If additiooal space is needed. attach separate sheet 
of paper) Please print neatly. 

I 

-·r 
9ody Part Affer.ted (Be very specific): ~Equipment or Property Damaged? What could you have done to prevent this 

C~e.:;~ $~dQ... r'2f No If yes. Please Describe: 
accident? 

0 Yes 

.... ~ .. ~ ~·-··. ~·· 

Ernplayet's Signature --.----· O:olc ___ ... _ 
'i~~ 1~ ... -~· ---·--- 5-· J{}.-08 

~··-· '-· .. 

EPAH0043000236 
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MAY-22-2008 19: 19 GULF COAST WASTE 713 472 3309 P. 03/04 

GCA Accident and Near Miss Report Confidential Report, page 2 

Witness State:n)cr'lt (if <lflPiic3ble) If n1'Q;=Q tr1;~n one witnes:;, ::~tt::!ch a scpar~te sheet." 

W11<1ess Signature and Date _____ , ------ -----~------· .. ·--- Phona # ____ ---------

Section ~--·-·To be completed b S':!J?~rvisor/Manage!:...~r Safety Coordinator' 
Supci"Viscr's Description of Incident. 

Supervisor's Name and Signaturl;! :3nd Date.£!~· .e'! )~--~---- Witnessed Incident? 0 Yes ~-

Ha;o:ardous em 
0 Floors/Work Spa~ 
0 Inadequate Ventilation 
0 Illumination 
0 Equipment Failure 
0 Inadequate Housekeeping 

ure 
Usr!!d Equipment Improperly 

0 Improper Loading 
0 lmprol)er Technique 
0 Faill1re to Warn/Signal 

Used Defective E:qLJipment 
Improper Lifting 
Unauthorized Actions 
Improper Position 

Defective Tools/EquipNI2r\ic.:le 
0 fauipmen!JWorkstation Design 
0 lnadequat~;/!mproper PPE 
0 Close Clearance/CongesUon 
0 Inadequate Warning Systern 

Operlilting Procedure Deviation 
0 Servicing/Operating Equipment 
0 Runr.ing/Rushing/Acling in Haste 
0 Used Wrong TooiiEquipmcm 
0 lnadequlille/lmpropG:r PPE Use 
0 Opefating at Improper Speed 

Nullified Safety/Con\rol Devicas 
None 

lnlildequote Maintenance 
Lack of KnowledgcfTraining 
lnadequata Supervision 

0 Inadequate Tools/Equip/Mat. 
0 Inferior Equipment 

nrr~rTIP.nt 

0 Repair/Replace Equipment 
0 Identify/Improve PPE 
0 lmpfovc Design/Conslfuction 
0 Improve Illumination 
0 Re·instruction of Employee 
0 Rotation of E.mployee 
0 Improve Ventilation 
0 Corrective Counseling 

Elimina 

Improper Su:iacas 
Inadequate Guards/Bamors 
Defective Toots/EquipNehicle 
Illumination 
Inadequate/Improper PPE 

Usa Other Mmerials/Supplies 
lnstaii/Revh;e Guards/Device:; 
Reassign Job of En,ployllf:! 
Mandatory Pr'!!·.lob Instructions 
Improve/Change Work Method 
Task Analy$is/Procedurc Revision 
Improve Storagf:!/Arrangement 
Improve Clean-Up Procedures 
Other 

~~-s pe q l HC:~.c.orr.e:ctj ve .~Atti 6 ns·~c;r-P·r:e\/.9. nta t i~:e>M.eas.ttra~~~r.a Kiih'?;~~.l~ ~~:~.~0~:~~::~~~t~~tt!!~~~~-~.~:l~ttf:,~~~~:~:l?:~-~g;;)~ifl~·i~~1.~.7;,,'~::~~~:~'~~:··~::~. ·::.-.~~.~/~ '·.~:~~:.~·: ·:·iM~-:~·: .;~ ·..:. ··r ·~, :·.·.:: ··:: ~ '.. :: ·. . . . . . " .·. ~ .. :.:; · ... 
Corrective Ac~on Tak~n " _. -- · - .... I" Person Re;pO!JSibll2' .. . . . . Tar_s~t D~te .. .. · O~te C~rnpleied ·-

--±--~----"--·-··-··-···-···-·-Supervisor' Signature Date Manager's Signature 

sa"fet'Ycoordin;;~tor Signature Received in HR by Date 

-----· ------ ·~--'-------.. ·--·-·-·-

EPAH0043000237 



t1AY-22-2008 19: 19 GULF COAST WASTE 713 472 330'3 

GULF COAST WASTE DISPOSAL AUTHORITY 
WASHBURN TUNNEL FACILITY 

FAX NO. 

FRO:M: 

DATE: 

RE: 

Number of pages 
(including cover) 

COMMENTS: 

1002 N. RICHEY 
PASADENA, TX 77506-1041 

S- l.2.- o I 

PHONE: 713-472-.5507 
FAX: 713-472-3309 

CONFll>RNTlALITY NOTICE 

The documents accompanying this facsimile transmission mny contain confidential information 
which is privile~ed. The information i.~ intended to be 1·eviewcd initially by only !he individuals 
named above. If you have rcccivccl this facsimile in err-or, please immediately notify this office by 
telephone t() arntnge for f.he return of !he original documents tons at our e~pense. You are herehy 
notified that any disclosure, copying, distribtHion or the t::~king of any action in reliance on lhe 
contents of this facsimile is strictly prohibited. 

P.0l/04 

EPAH0043000238 



lexasMutuar 
Insurance Company 

June 9, 2008 

C E S ENVIRONMENTAL SERVI 

4904 GRIGGS RD 
HOUSTON, TX 770213208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date of Injury: 
DWC#: 

FARRIER RILEY 

C E S ENVIRONMENTAL SERVI 
05/22/2008 

C !aim & Information Services 
P.O. Box 12029 

Austin, TX 78711-2029 
1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

~ DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2)- Please fax or email attachment or use the on-line version 
(www. texas m utual.co m ). 

OR 
0 DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

~ DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, OR 
• The employee, after returning to work experiences an additional days(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

AND 

~ EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

~ COPY OF THE POST-ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995 ext. 2231. 

Sincerely, 

·-y}f)G;v"*~\~ 
Martha C. Coibion 
WORKERS' COMPENSATION SPEC I 

EPAH0043000239 

(b) (4)

(b) (4)



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: Texas Mutual 

Fax: 1-512-224-3889 

Attn: Debbie Garrett 

From: Karl Guidry 

  

Pages: J.S Pages to follow 

Date: June 26, 2008 

See attached documentation regarding our employee Farrier Riley. Be advised a certified mailing 
of the bona fide employment offer signed by Dr. Dent will be sent to Mr. Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000240 

(b) (4)
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=====~=~=======================~====== 
FOSTER PLACE STATION 

HOUSTON, Texas 
770219998 

4841490027-0096 
06/26/2008 (800)275-8777 04:46:15 PM 
==============================~======= 
==== Sa 1ss Receipt ==== 

F ina 1 
Price Product 

Description 
Sale Unit 
Qty ?rice 

MANVEL TX 77578 $0.42 
Zone-1 First-Class 
Letter 
0.90 oz. 
Return Rcpt (Green $2.20 
Card) 
Certified $2.70 
label ~: 70062760000382754821 ----------------
Issue PVI: $5.32 

=========== 
Total: $5.32 

Paid by: 
Cash $5.32 

Order stamps at USPS.com/shop or 
call 1-800-Stamp24. Go to 
USPS.com/clicknship to print 
shipping labels with postage. For 
other information call 

EPAH0043000241 

(b) (4)
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CES Environmental 
Services, Inc. 

CERTIFIED MAIL RETURJ."J RECEIPT REQUESTED 

June 26, 2008 

Farrier Riley 

Dear Farrier Riley, 
CES Environmental Services, Inc. would like to offer you a temporary, modified job duty 
assignment at the facility Tank Wash area, located at 4904 Griggs Rd in Houston, Texas. 
The schedule for this position is 3:00pm to 11:00 pm Monday through Friday, and the 
job pays per hour, which is your current rate of pay. The job duties meet the work 
restrictions certified by the emergency room physician at St. Luke's Episcopal Hospital, 
whose work status report is attached. 

The job involves assisting logistics with coordination of transport vehicles. Your duties 
will involve sitting at the work station and walking the facility yard. This job will not 
require lifting and is consistent with the physician limitations. 

While assigned to this modified --duty job position >ve will only assign tasks that are 
consistent with your physical abilities, knowledge and skills. This modified-duty job 
assignment has been certified by your treating physician, Dr. David Dent, 5409 Bellaire, 
Bellaire, TX 77401. Training will be provided as necessary. 

Please contact CES Environmental Services, Inc within 5 days of receipt of this Bona 
Fide Employment Offer, if you are willing to accept this temporary, modified job 
assignment. If we do not hear from you within 5 days of your receipt of this notice, we 
will ass.lfl1le you are no longer interested in continuing your employment with CES ;tj I r~tes, me. 

RLA. GUIDRY 
CES Environmental S rvices, Inc. 
HSE Manager 

Accept _________________ Date __________ _ 

Decline Date ------------------------------- ------------------

EPAH0043000242 

(b) (4)

(b) (4)



Send to workers' compensation carrier: 

TWCC# ---------------

(name and fax number of earner) CARRIER'S CLAIM# ------------

0 Initial D Amended 

~ 

EMPLOYER'S WAGE STATEMENT 
The Texas Workers' Compensation Act and Commission rules require an 
employer to provide an Employer's Wage Statement to its workers' 
compensation insurance carrier (carrier) and the claimant or the claimant's 
representative, if any. The purpose of the form is to provide the employee's 
wage information to the carrier for calculating the employee's Average Weekly 
Wage (AWW) to establish benefits due to the employee or a beneficiary. 

The AWW is based on the wages the employee earned in the 13 weeks 
immediately preceding the date of injury (or the wage a similar employee 
earned if the employee did not work the full 13-week period). "Wages" include 
all forms of remuneration payable to an employee for personal services, 
including fringe benefits. To simplify filing, employers may file wages in a 
monthly, biweekly, or weekly manner as discussed below. 

NOTE - An employer who fails without good cause to timely file a complete 
wage statement as required by the Texas Workers' Compensation Act, Texas 
Labor Code, Section 408.063(c) and Commission Rule 120.4 may be 
assessed an administrative penalty not to exceed $500.00 for an initial 
offense and not to exceed $10,000.00 for a repeated administrative violation. 

EMPLOYEE AND EMPLOYER INFORMATION 
ERoyee's Name (Last, F:rst, M.l.): 

i/eu f4tTie r- D 
Employee'§ Mailing Address (Street or P.O. Box): 

City: State: ZIP Code: 

Date of Hire: Date of Injury: 

l/-J&-08 BAs of today's date, the employee is not back at work. OR 
The employee returned to work on and is working: a without restriction. OR 

with restrictions and is earning wages of$ per 
week/month (circle one). 

NOTE - Rule 120.3 requires the employer file the Supplemental Report of 
lniury (TWCC-6) to report changes in Work Status and Post-Injury Earnings. 

The employer shall timely file a complete wage statement in the form and 
manner prescribed by the Commission. 

(1) The wage statement shall be filed ("filed" means received) with the 
carrier, the claimant, and the claimant's representative (if any) within 30 days 
of the earliest of: 

(A) the employee's eighth day of disability; 
(B) the date the employer is notified that the employee is entitled to 
income benefits; 
(C) the date of the employee's death as a result of a compensable injury. 

(2) The wage statement shall also be filed with the Commission within seven 
days of receiving a request from the Commission (Only When Requested). 

(3) A subsequent wage statement shall be filed with the carrier, employee, 
and the employee's representative (if any) within seven days if any 
information contained on the previous wage statement changes (such as if 
the employer discontinues providing a nonpecuniary wage that was initially 
continued after the date of injury). 

All applicable TWCC rules can be found at www.twcc.state.tx.us 

Employer's Business Name: 

CEs Gn v /r 12n_{j]£fj_ ~ Seru teL:, ..dAJ, 
Employer's Mailing Address (Street or P.O. Box): 

qqoq. Cfr;c<:as 7<£ 
City: ~ State: ZIP Code: 

cf J !!lL SJD11.. IX '7102-/ 
Federal Tax I. D. Number: 

rJ&- O<:)Cf:)_ 9f~ 
Name and Phone # of Person Providing Wage Information: 

I HEREBY CERTIFY THAT this wage statement is complete, accurate, and 
complies with the Texas Workers' Compensation Act and applicable rules, 
and the listed wages include all pecuniary and nonpecuniary wages paid for 
(earned in) the 13 weeks prior to the date of iniury (as described on page 2) 
and I understand that making a misrepresentation about a workers' 
compensation claim is a crime that can result in fines and/or imprisonment. 

Signature: Date: 

EMPLOYMENT STATUS AT TIME OF INJURY (Check All That Apply) 
n Full-time: employee who regularly works at 
least 30 hours per week and whose schedule is 
comparable to other employees of the company 
and/or other employees in the same business or 
vicinity who are considered full-time. 

Oseasonal: employee who as regular course of 
conduct engages in seasonal or cyclical 
employment that may or may not be agricultural in 
nature and that does not continue throughout the 
year. 

SAME OR SIMILAR EMPLOYEE? 
The wage information on this form is for: 

D Part-time: Regular Course of Conduct: 
employee whose work history for the ·t2-month 
period preceding the injury shows the person only 
worked part-time during that period. 
D Part-time: Not Regular Course of Conduct: 
employee whose work history for the 12-month 
period preceding the injury shows part-time and full 
time work during that period. 

0Apprentice: employee who is learning a skilled 
trade or art by practical experience under the 
direction of a skilled crafts person or artisan. 

0Minor: employee less than 18 years of age 
and not emancipated by marriage or judicial 
action who is also an apprentice, trainee or 
student. 
0 Student: employee enrolled in a course of 
study in high school, college or other institute of 
higher education or technical training. 

0 Trainee: employee undergoing systematic 
instruction and practice in some art, trade or 
profession with a view towards proficiency in it. 

0 The Injured Employee OR n A Similar Employee (NOTE - If 
requested by the Commission,'tlie employer shall identify the similar 
employee whose wages were provided.) 

If the employee was not employed for 13 continuous weeks before the date 
of injury, report the wages of an employee who has training, experience, 
skills & wages comparable to the injured employee AND who performs 
services/tasks comparable in nature and in number of hours. If no similar 
employee exists, report the limited available wages earned by the 
injured employee prior to the injury. 

NOTE TO INJURED EMPLOYEE- If you were injured on or after 7/1/02, and had employment with more than one employer on the date of injury, you can 
provide your insurance carrier with wage information from your other employment for the carrier to include in your AWW and this may affect your benefits. 
Contact our carrier for additional information or call the Commission at 800 252-7031. You can also read rule 122.5 at www.twcc.state.tx.us. 

TWCC-3 (Rev. 07/04) Page 1 of 2 II 1111111111111111 TEXAS WORKERS' COMPENSATION COMMISSION 
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WAGE INFORMATION INSTRUCTIONS FR:J~I hzrc-:e.r . v2i~Sec~~3s-(p~ Dateoflnjury 

- The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury. If the employee is paid on a monthly or semi-monthly basis, the 
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by 
4.34821. If the employee is paid on a biweekly basis, the employer may provide the wages for the 14 weeks preceding the date of injury. When setting the periods to report, the 
employer may adjust the reporting period backward slightly {up to six days) to line up the reporting timeframes with the employer's natural pay cycle. However, the employer shall 
not report wages earned on or after the date of injury. 

- If reporting weekly earnings, use all 13 Period Columns below. If reporting 3 months of earnings, either convert the wages to weekly earnings or use the first 3 Period Columns. If 
reporting 14 weeks of biweekly earnings, use the first 7 Period Columns. in all cases, indicate t'le dates that each period covers. 

TWCC-3 (Rev. 07104) Page 2 of 2 TEXAS WORKERS' COMPENSATION COMMISSION 
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l.exasMutuar 
DATE: 

TO: 

RE: 

Insurance Company 

NOTIFICATION OF FIRST TEMPORARY INCOME BENEFIT PAYMENT 

06/20/2008 

RILEY, FARRIER 

Date of Injury: 
Nature of Injury: 

05/22/2008 
CRUSHING 

Claim and Insurance Services 
P.U. Box 12029 

Austin, Texas 7R7ll-2029 

Part of Body Injured: 
Employee SSN: 

MULTIPLE BODY PARTS(INCL.BODY SYSTEMS & BDY PARTS 
462-47-3566 

DWC#: 
Carrier Name: 
Carri<>r Claim Number: 
Employer: 

Texas Mutual Insurance Company 
 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Your first payment of workers' compensation benefits for the period of 05/23/2008 to 06/19/2008 is being issued. The 
benefit payment is called "Temporary Income Benefits" (TIBS) and is paid weekly. Entitlement to TIBs begin after you have 
had lost wages for more than 7 days. TIBs began on 05/30/2008 which was your eighth day of disability. The TIBs weekly 
benefit amount of $712.00 is based on the reported Average Weekly Wage of$1070.00. 

Please infonn us within 3 days if you: 
- Start earning income from the same employer, a different employer, or from self-employment; or 
- Have any change in earnings resulting from your injury, either an increase or decrease; or 
- Have an offer of employment at any wage level. 

You are encouraged to contact your employer regarding any return to work program that will allow you to work within the 
restrictions prescribed by your treating doctor. 

If you are expected to be paid benefits for a period of eight weeks or more, you may request that we make your benefit 
payments by electronic funds transfer directly to your bank account. Also, you may request that we change your TIBs from a 
weekly payment to a monthly payment. 

Explanatory Comments: WAGE STATEMENT HAS BEEN REQUESTED. 
If you do not agree with the amount of weekly income benefits being paid, please contact me: 

Adjuster's Name: DEBBIE K. GARRETT 
Toll Free Telephone#: (800) 859-5995 
Fax #/E-mail Address: (512) 224-3889 

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance, Division 
of Workers' Compensation for further assistance. You have the right to request a Benefit Review Conference. You can 
contact the Division office handling your claim at 1-800-252-7031. 

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile number 
or e-mail address. 

Please note that making a false or fraudulent workers' compensation claim is a crime that may result in fines and/or 
imprisonment. 

CC RILEY, FARRIER 
C E S ENVIRONMENTAL SERVI 
BIANCA MARTINEZ 

DWC PLN-2(Rev. 01/05) Page 1 1111111111111111111111111111111111111111111111111111111 
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1exasMutual" 
Insurance Company 

June 20, 2008 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Social Security #: 
Employee: 
Employer: 
Date of Injury: 

 
 

FARRIER RILEY 
C E S ENVIRONMENTAL SERVI 
05/22/2008 

Dear C E S ENVIRONMENTAL SERVI, 

Claim & Information Services 

P.O. Box 12029 

Austin. TX 78711-2029 

1-800-859-5995 (512) 224-3800 

Fax (512) 224-3889 

:-----

{ 'i;' . 
4 ~ ,i 

u/ 

Please be advised that I am now handling the workers' compensation claim referenced above. 

Please contact me if, due to the injury, a change in work status occurs which results in a change in 
the employee's earnings. 

In addition, should you have any questions concerning this claim, please call me at 1-800-859-
5995 ~::xL 2243. I look forward to talking to you. 

Sincerely, 

Debbie K Garrett 
WORKERS' COMPENSATION SPEC II 

EPAH0043000246 
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1exas 
06/06/2008 

C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Notification Confirming Receipt of Claim 

Date of Injury: 05/22/2008 
Injured Worker: RILEY, FARRIER 
Claim Number:  
Policy Number: 0001086044 

, !', 

Attached is a copy of the information another party reported to Texas Mutual Insurance Company which was used to establish 
this claim. You may submit additional claim information to Texas Mutual Insurance Company. If you have questions 
regarding this report of injury please contact us at (800) 859-5995. 

If your policy includes our workers' compensation health care network option you are required by law to obtain a second 
Employee Acknowledgement of Workers' Compensation Network Form signed by the injured worker. Please submit a copy 
of the signed. second acknowledgement fom1 to Texas Mutual Insurance Company. You can find a copy of the fom1 online at 
www.texasmutual.com/hcn/hcn.shtm 

Bdow please find infom1ation that will help you through the claim process: 

To submit additional claim information: 
M:~il to: P. 0. Box 12029 
Austin. Texas 78711-2029 
Fax to: (512) 224-3889 

To contact the handling adjuster: 
Call: (800) 859-5995 
Monday- Friday: 8:00a.m.- 5:30p.m. 

To locate a pharmacy, or for pharmacy 
questions, contact Scripnet 
Call: (888) 880-8562 
www.scripnet.com 

To locate a treating doctor: 
'.,\\vW. tcxa,;mutual ~,,m/\A;orkcr..,/i w ADL.shun 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities in the 
Workers' Compensation System: 
www.texasmutual.~om/employers/erRights.shtm 

To obtain a copy of the Employer and 
Employee Rights and Responsibilities for the 
workers' comp health care network: 
www.texasmutual.com/hcn/hcn.shtm 

Additional Texas Mutual® online services at www.texasmutual.com. available 6 a.m.- 9 p.m .. include: 
o Obtain logon id. or for immediate logon id. call (800) 859-5995, M-F, 8:00a.m. -5:30p.m. 
o Submit first report of injury in the Employers section 
o Submit wage statement when reviewing loss runs and claim details 
o Obtain specitic claim summary information 

T~:xas Mutual Insurance Company P.O. Box 12029 Austin. TX 78711-2029 
Phone: ( 800) &59-5995: Fax: ( 512)224-3889 

EPAH0043000247 

(b) (4)



1exas, 
Claim Number: 9910000533279 

Notification Date: 06/05/2008 

EMPLOYER'S FIRST REPORT OF INJURY 

INJURED EMPLOYEE 

Name: FARRIER RILE'{ 

SSN: XXX-XX-3  

Mailing 
Address:

County: BRAZORIA 

Physical 
Address: 

County: 

Home Phone:  
Date of Birth:  
Marital Status: Unknown 
Gender: Male Dependents: 00 
Language: Eng I ish 

MEDICAL PROVIDER 

Name: 
TaxlD: 
Address: 

Phone: Ext: 

ATTORNEY 
Represented by Attorney: Y cs 

Name: 
Phone: 

Date of Injury: 05/22/200~ Time: 00:00 

Date Reported: 05/22/2008 

Fax: 

Natm·e of Injury: UNKNOWN/NOT REPORTED 

Cause of Injury: CAUGHT IN/UNDER OR 
BETWEEN MACHINE OR 
MACHINERY 

Part of Body: 

Fatality: 

MULTIPLE BODY 
PARTS(INCL.I30DY 
SYSTEMS & BDY PARTS 
No 

How and Why the Injury/Illness Occurred 

BUSINESS/EMPLOYER 

Name: C E S E:\VIRONMEl'<TAL SERVICES I 

Address: 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Phone: (713)676-1460 Ext: 

Policy Number: 0001086044 

FEIN: 760592985 

Location ID: 

EMPLOYMENT 
Occupation: 
Hire Date: 00/00/0000 
Partner/Officer/Owner: 
Date Lost Time Began: 
Return to Work Date: 
Last Paycheck was: 
Wage: 
Frequency: 

Hours/Week: 

State: 

00/0010000 

OO;OOIOOOU 

Days/Week: 

Fax: (713)676-1676 

Period Start: 00/00/0000 
Supervisor 

Period End: 00/0010000 

Name: 
Phone: Ext: 

PREPARER OF REPORT 

Name: 
Phone: Ext: Fax: 
Email: 

INJURY INFORMATION 
Address Where Injury Occurred: 
PASADENA TX 

Countv: 
Witnesses: 
Name: 

Phone: 
Name: 

Phone: 
Name: 

Phone: 

LUMBAR; LT WRIST; BOTH LEGS; CHEST; FOOT; "INJURED WHEN HE WAS CAUGHT INBETWEEN 
A TRUCK AND A GATE" PER DWC41. CLAIM CREATED FROM LEGAL DOCS 

EPAH0043000248 
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C E S ENVIRONMENTAL SERVICES I 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

Texas Mutual Insurance Company P.O. Box 12029 Austin, TX 73711-2029 
Phone: (S00) 859-5995: Fax: (512)224-3889 

EPAH0043000249 



-~==~~=~--·=·· ~--- -
FO~TER PLACE STATION 

'iOU _L,~l, :2 :;:; -

06/18/2008 (r' 

Product 
Description 

MANVEL TX 77~ 
Zone-1 First-Cid~ 
Letter 
0.50 oz. 
Return Rcpt (Green 
Card) 

I I "" ~~ 
-:::; ' I 4:: 12 Pt~ 

Final 
Price 

$0.42 

$2.20 

Certified 
Label #: 

$2.70 
70053110000304914653 

=:::=:::==== 
Issue PVI: $5.32 

-==.::::===::=::= 
Tot a 1: $5.32 

Paid by: 
Cash 
Change Dur~ : 

$20.32 
-$15.0G 

Ort:k.' "(;n:;.o ,~ ;;<::-·cern/shop 'Jr 

ca 11 '- _;,;" 
to · r i nt 

v th pcutage. For 
i! ;, ;.;:) : -d 11 

SENDER: COMPLETE THIS SECTION 

• Complete items 1 , 2, and 3. Also complete 
item 4 if Restricted Delivery is desired. 

• Print your name and address on the reverse 
so that we can return the card to you. 

• Attach this card to the back of the mailpiece, 
or on the front if space permits. 

1. Article Addressed to: 

2. Article 
(Trans 

PSFom 

U.S. Postal Servicf!TM 
CERTIFIED MAILM RECEIPT 
(Domestic Mail Only; No Insurance Coverage Provided) 

I#Qiij§.tlt,Jt.1i,d:llt.J,ijMII.lii#b§®tj:ift.I·1•1/8~'H·#¥9·''.Li;, 
>.! 0%t-;,<l ;-.$ £:w{,·\ ' '~) 

Postage $ $0.42 00'27 

Certified Fee f2.70 06 
Postmark 

Return Receipt Fee $2.20 Here 
(Endorsement Required) 

Restrict~d Delivery Fee 
(Endmsernent Required) $0.00 

Total Postage & Fees $ $5.32 06/18/2008 

COMPLETE THIS SECTION ON DELIVERY 

A Signature 

X 

D. Is delivery address different from Item 1? 
Jf YES. enter delivery address below: 

CJ Express Mail 
0 Return Receipt for Merchandise 

oc.o.o. 
'J Yes 

!595-02-M-1540 

.J 
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CERTIFIED MAIL 

CES Environmental 
Services, Inc. 

RETURN RECEIPT REQUESTED 

June 18, 2008 

Farrier Riley 

TEXAS MUTUAL CLAIM 

Dear Farrier Riley, 
CES Environmental Services, Inc. would like to offer you a temporary, modified job duty 
assignment at the facility Tank Wash area, located at 4904 Griggs Rd in Houston, Texas. 
The schedule for this position is 3:00pm to 11:00 pm Monday through Friday, and the 
job pays er hour, which is your current rate of pay. The job duties meet the work 
restrictions certified by the emergency room physician at St. Luke's Episcopal Hospital, 
whose work status report is attached. 

The job involves assisting logistics with coordination of transport vehicles. Your duties 
will involve sitting at the work station and walking the facility yard. This job will not 
require lifting and is consistent with the physician limitations. 

While assigned to this modified -duty job position we will only assign tasks that are 
consistent with your physical abilities, knowledge and skills. Training will be provided 
as necessary. 

Please co a~me a.s soon as possible if you are willing to accept this temporary, 

mo ifi 3joba1ir~~~ 

I !Jrt-___, 
KARL A. GUIDRY -, 
CES Environmental Servicr/s, Inc. 
HSE Manager 

Enclosed: TWC Work Status Report 

Accept ________________ .Date __________ _ 

Decline Date ----------------- ------------

EPAH0043000251 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: Texas Mutual 

Fax: 1=-512-224 3as,-f/4er 
tt) .... ·;)r,.-~1q J 

Attn: Workers Comp 

From: Karl Guidry 

 

Pages: Pages to follow 

Date: June 4, 2008 

See attached documentation regarding our employee Farrier Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenviron mental. corr: 

EPAH0043000252 

(b) (4)



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: Texas Mutual 

Fax: 713-316-2191 

Attn: Martha 

From: Karl Guidry 

 

Pages: Pages to follow 

Date: June 24, 2008 

See attached documentation regarding our employee Farrier Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000253 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: Dr. David Dent 

Fax: 713-475-8688 

Attn: 

From: Karl Guidry 

 

Pages: Pages to follow 

Date: June 24, 2008 

See attached documentation regarding a modified job duty assignment for our employee Farrier 
Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000255 
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CES Environmental 
Services Inc. 

CERTIFIED MAIL RETURN RECEIPT REQUESTED 

June 24, 2008 

To: Dr. David Dent 

From: Karl Guidry 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston, Texas 77021 

Re: Workers Comp Claim for Farrier Riley 

TEXAS MUTUAL CLAIM 

Dear Dr. Dent, 
CES Environmental Services, Inc. would like to offer your patient, Farrier Riley a 
temporary, modified job duty assignment at the CES Environmental Services, Inc facility, 
located at 4904 Griggs Rd in Houston, Texas. This modified duty position meets the 
requirements ofRule 129.6 (a) of the Texas Administrative Code. 

The schedule for this position is 3:00 pm to 11:00 pm Monday through Friday, and the 
job pays  per hour, which is his current rate of pay. Please determine if the job 
duties describe below meet the work restrictions which you are willing to certify. Please 
be advised that as of this date we have received no indication of return to work 
recommendations from your office nor have we received any work status documentation 
from you regarding Farrier Riley. 

The job involves assisting logistics with coordination of transport vehicles. Mr. Riley's 
duties will involve sitting at the work station and walking the facility yard to coordinate 
parking of tankers and rolling stock. This job will not require lifting or driving and we 
believe is consistent with any treating physician limitations. 

While assigned to this modified -duty job position we will only assign tasks that are 
consistent with Mr. Riley's physical abilities, knowledge and skills. Training will be 
provided as necessary. 

EPAH0043000257 
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CES Environmental 
Services, Inc. 

i 

Please indicate if you are willing to certify this temporary, modified job assignment for 
Farrier Riley. 

I Certify_ (Sign) ___________ Date _________ _ 

I do not Certify_ (Sign) _________ Date _________ _ 

Regards, 

arl A. Guidry 
CES Environmental Se 
HSE Manager 
4940 Griggs Rd. 
Houston, Texas 77021 

EPAH0043000258 
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Ogletree~,t{;=·Abbott 
L a w F i r m L. L. P. 

12600 N. Featherwood, Suite 200 
Houston, Texas 77034-4440 

Phone: (713) 223-1234 
Fax: (713) 910-9010 

Maii@OgletreeAbbott.com 

BILL OGLETREE 

BILL ABBOTT 
CELINA RECALDE 

FYODDR CLAY 

June 13.2008 

BIANCA MARTINEZ 
LESLIE LEVINGSTON 
ADRIENNE GASSER 

ENRIQUE VARELA 

CES Environmental 
4904 Griggs Rd. 
Houston, TX 77021 

Re: Our Client: 
SSN: 
Date oflnjury: 
Claim No.: 
DWCNo.: 

Farrier Riley 

May 22.2008 
 

Unknown-MY 

Dear Sir or Madam: 

We represent the above named employee in connection with his Workers' Compensation claim. 
Pursuant to the Texas Department of Insurance. Division of Workers' Compensation Rules. we 
request that you provide us with: 

Employer's First Report of Illness or Injury (DWC-1): Filing of this 
form is not optional. Pursuant to Rule 120.2, the report (Employer's First 
Report of Injury Form DWC I) shall be filed with the Division and the 
carrier, with a copy sent to the employee's mailing address, not later than 
the eighth day after the receipt of notice of occupational disease. or the 
employee's first day of absence from work due to injury or death. 

Emolover's Wage Statement (DWC--3): Filing of this form is also not 
optional. Per Rule 120.4 (a)(!). "An employer shall file a signed wage 
statement with the carrier and the injured employee or injured employee's 
representative within 30 days of the date benefits begin to accrue .... " 
Subsection (e) of the same states. "An employer that fails to file a 
complete wage statement as required by this rule without good cause may 
be assessed an administrative penalty. not to exceed $500, under the Act, 
4.10(0.'' 

Pursuant to Rule 128.1(b), the following information regarding the employee's wages and 
benefits are important in the calculation of the injured employee's correct wages. 

A. Regarding overtime - What were the hours worked 13 weeks prior to and up to 
the date of injury and the amount paid to the employee? 

EPAH0043000260 
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B. Health Insurance - Including prescription, dental, orthodontics and vision, what 
was the total amount being paid by your company? Was it being paid weekly or 
monthly? What was the date it was terminated? 

C. Life Insurance - What was the amount being paid by your company? Was it 
being paid weekly or monthly? What was the date it was terminated? 

D. Vacation or Holidays - What was the amount being paid by your company? 
What were the dates it was paid & terminated? Was it being paid weekly or 
monthly? 

E. Safety Bonuses or any other bonuses- What was the amount being paid by your 
company? What were the dates it \\as paid & terminated? Was it being paid 
weekly or monthly? 

F. Please list any other fringe benefits that were not included on wage statement. 

If you have any comments please call me at the number listed above. Thank you for your 
prompt attention to this matter. 

EPAH0043000261 



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: Texas Mutual 

Fax: 713-316-2191 

Attn: Martha 

From: Karl Guidry 

  

Pages: Pages to follow 

Date: June 24, 2008 

See attached documentation regarding our employee Farrier Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000262 
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· ·2G08:.06-17 14:57 RILEY 2814898409 » 713 676 1676 

RETURN TO WORK RECOMMENDATIONS 

BACK PAIN CHIROPRACTIC 
20HI E. BfOIIdway St. 

P'eallartd, TX n!581-~02 

Telephone: (281) 486-2966 

p 2/2 

1'1.1'11!1(1"8 ~~~11114!! F ,44-4.& l!.4t ~. '-e---\. 
~TI 

.b-t?- 0~ 
OOMPo\NV OAT! o, uu....-r 'b !"w--OAIU.NiS& s-, Z,l -O Nelli·.,... llellllld 

011101'10!115 

TRt;ATMiiloiT RliNOiiAED 0 tu/11 c .. ~., C ~ "nii""V a..._....,." 0 Olltn VIII []or-

. t, - I b···ots and: l saw/treated this patient on 

i:!r' Patient ie unable to wotk at this umO: and wltl be reevaluated on _6 __ ·-~-"--~~=--S ___ _ 
o .. 

0 Patient le ablo to wo/1< with no limitations or restrlcllone on----~----
o.. 

0 Patient 18 able to wor1t witl'l tho following reatrlotlone: 

PATIENT IS TO OBII!AV! THE FOLLOWING LIMITATIONS: 

Uftlng with a limit or: 
0 None 0 0·10 lbs. D 10·20 lbs. 0 20·60 lbe. Cl 5().70 11)8. 

Standing/Walking with 11 dally limit of: 

Cl None 0 1·2 houra CJ 3•4 houre 0 4·6 hOtJta 0 6•8 hours 

Slltlng with a dally limit ot 
0 Nom~ 0 1-2 houm 0 3-4 houn; 0 4-6 hours 0 0·8 hours 

Driving wllh a dally limit ol: 

[J None 0 1-2 hout'l [J 3·4 hours 0 4-81'1oura CJ e-a hours 

Aepet~ive hand motions to l)e avoided: 

0 Grasping 0 Fine Manipulation D Pull'llng & Pumng 0 Rotation 

Flepetltlve motions to be avoided: 

0 Bending 0 Squatting 

0 Carrying 0 Stooping 

Other re$trk;tiona: 

C] Cllrnblng 

0 Pushing 

0 Overhead feaching 

Cl Putting 

CJ 75 lbe. & OYer 

0 Left 
0 Alght 
0 Both 

D 1Wi1ting 

D KneeUng 

THESE RESTRICTIONS ARE IN !FFECT UNTIL: __..biL·-· _l_7·-:-· :-.J_f __ OR UNTll PA.nENT 18 REEVALUATED. 
O.te 

~ I 
AUTHORIZATION TO RELEASE INFORMATION: 
I hereby authorize my aMnCiing doctor to release any Information or copies th•reol w;;qulred In the oounse of my ewarnfnatfon ant1/or 
tl'llatmQnt fOt me Injury Identified ebove to my employer or his represent&tlve. 

P;~~llilnt's Siona1t1re-.--------------------- Oate ------~----
'I'~• o I ~ t\(H 

2008-06-17 14:06 281 465 6315 Page 1 
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2008-06-17 14:57 RILEY 2814898409 » 7 n 676 1676 

{ffhl: f~all 
ffw '. f1W<:r Elf ~ 1-ej 
f--e : Ltcl\{t fi2oM vJ~t:' 

p 112 

b/1'-=t-/q 
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1exasMutuaL 
Date 8/15/08 

C E:: S ENVIRONMENTAL SE.RVI 
4904 GRIGGS RD 
HOUSTON, TX T/0213208 

Insurance Company 

A BRC has been scheduled for the claim indicated below: 

Employee: RILEY, FARRIER 
Claim Number:  
Employer: C E S ENVIRONfv1ENTAL SERVJ 
Date of Injury: 5/22/2008 

DWC Number: 082/2108 
Docket Number: 08272l08·0l··BR 

Adjuster: DEBBIE K. GARRr::rr 
Phone Number: l-800-859 S995 

BRC Date: 
BRC Time: l 0; 00 AM 

Hearing Rep: Cheryl Thompson 
Phone Number: 713-376-1276 

BRC Location: Division of Workers' Compensation- !'1issouri City 
2440 Texas ParkwCJy, Ste 240, :V1lssourl City, TX, 77489 
281-403-7050 

EPAH0043000266 
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SENDER: COMPLETE THIS SECTION 

• Complete items 1 , 2, and 3. Also complete 
item 4 if Restricted Delivery is desired. 

• Print your name and address on the reverse 
so that we can return the card to you. 

• Attach this card to the back of the mail piece, 
or on the front if space permits. 

1. Article Addressed to: 
D. Is delivery address 

If YES, enter delivery address below: 

3. Se~Type 
l:iOI'"""Certifled Mall 
0 Registered 
0 Insured Mail 

0 Express Mall 
0 Return Receipt for Merchandise 
0 C.O.D. 

4. Restricted Delivery? (Extra Fee) 0 Yes 

\rticle Number 
'ansfer from service labeQ 7006 2760 0003 8275 4821 

Jrm 3811 , February 2004 Domestic Return Receipt 1 02595-02-M-1540 · 

EPAH0043000267 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

Fax 
To: Coventry 

Fax: 1-877-504-4474 

Attn: Mary Jane 

From: Karl Guidry 

  

Pages: 1 Pages to follow 

Date: August 1, 2008 

See attached documentation regarding our employee Farrier Riley. Treating physician's return to 
work without restrictions are included. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000268 
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CES Environmental 
Services, Inc. 

July 16, 2008 

To: Farrier Riley 
From: Ryan Thomas 

Dear Mr. Riley, 

4904 Griggs Road 
Houston, TX 77021 
Tel. (713) 676-1460 

Fax. (713)676-1676 

The purpose of this letter is to inform you that, in the best interest of CES Environmental 
Services, Inc., your employment is being terminated as of Wednesday July 16, 2008 at 
7:00pm. 

Please contact the Human Resources Office if you have questions about your benefits or 
any other matters pertaining to your employment with CES Environmental Services, Inc. 
You final paycheck will be ready on Friday July 18, 2008. Please be sure to turn in your 
company cell phone, uniforms and gate pass. 

We appreciate all of your hard work and dedication you gave to CES Environmental 
Services, Inc. and wish you the best in your future. 

Sincerely, 

Ryan Thomas, Director of Logistics and Customer Service 
CES Environmental Services, Inc. 

EPAH0043000270 
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CES Environmental 
Services Inc. 

CERTIFIED MAIL RETIJRN RECEIPT REQUESTED 

June 24, 2008 

To: Dr. David Dent 

From: Karl Guidry 
CES Envitonmental Services, Inc. 
4904 Griggs Rd. 
Houston, Texas 77021 

Re: Workers Comp Claim for Farrier Riley 

TEXAS MUTUAL CLAIM 

Dear Dr. Dent, 
CES Environmental Services, Inc. would like to offer your patient, Farrier Riley a 
temporary, modified job duty aasignment at the CES Environmental Services, Inc faciliry. 
located at 4904 Griggs Rd in Houston, Texas. This modified duty position meets the 
requirements of Rule 129.6 (a) of the Texas Administmtive Code. 

The schedule for this p(>sition is 3:00pm to 11:00 pm Monday through Friday, and the 
job pays per hour, which is his current rate of pay. Please determine if the job 
duties describe below meet the work restrictions which you are willing to certify. Please 
be advised that as ofthis date we have received no indication of return to work 
recommendations from your office nor have we received any work status documentation 
from you regarding Farrier Riley. 

The job involves assisting logistics with coordination oftnmspon vehicles. Mr. Rileyts 
duties will involve sitting at the work: station and walking the facility yard to coordinate 
parking of tankers and rolling stock. This job will not require lifting or driving and we 
believe is coru1istent with any treating physician limitations. 

While assigned to this modified --duty job position we will only assign tasks that are 
consistent with Mr. Riley,s physical abilities., knowledge and skills. Training will be 
provided as necessary. 

EPAH0043000271 
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. . I 

CES Environmental 
Services, Inc. 

Please indicate if you are willing to certify this temporary. modified job assignment for 
Farrier Riley. 

r certify_ {Sign) _V".._____O ______ oare G/ "-1.. :Jf 

I do not CertifY_ (Sign)-------- Date ________ _ 

Regards, 

lA. uidry 
CES Environmental S 
HSBManagcr 
4940 Griggs Rd. 
Houston, Texas 77021 

iot"-1 P. 003 
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CES Environmental 
Services, Inc. 

CERTIFIED MAIL RETURN RECEIPT REQUESTED 

June 26, 2008 

Farrier Riley 

Dear Farrier Riley, 
CES Environmental Services, Inc. would like to offer you a temporary, modified job duty 
assignment at the facility Tank Wash area, located at 4904 Griggs Rd in Houston, Texas. 
The schedule for this position is 3 :00 pm to 11 :00 pm Monday through Friday, and the 
job pays per hour, which is your current rate of pay. The job duties meet the work 
restrictions certified by the emergency room physician at St. Luke's Episcopal Hospital, 
whose work status report is attached. 

The job involves assisting logistics with coordination of transport vehicles. Your duties 
will involve sitting at the work station and walking the facility yard. This job will not 
require lifting and is consistent with the physician limitations. 

While assigned to this modified -duty job position we will only assign tasks that are 
consistent with your physical abilities, knowledge and skills. This modified-duty job 
assignment has been certified by your treating physician, Dr. David Dent, 5409 Bellaire, 
Bellaire, TX 77401. Training will be provided as necessary. 

Please contact CES Environmental Services, Inc within 5 days of receipt of this Bona 
Fide Employment Offer, ifyou are willing to accept this temporary, modified job 
assignment. If we do not hear from you within 5 days of your receipt of this notice, we 
will ass -~ you are no longer interested in continuing your employment with CES 
E~v· ~ervices, Inc. 

CES Environmental S rvices, Inc. 
HSE Manager 

( 
7 - 2 -0° Date __ __:_ __ _:_r -----=~D ______ _ j)~~uj 

Decline ·~ Date --------------------------------- ----------------------

EPAH0043000273 

(b) (4)

(b) (4)



Clear Lake Regional Medical Center Patient Information jr_reatinn Provider Discharqe Instructions_ 

10970 Shadow Creek Ranch 
Patient Copy r1ear Lake Regional- Pearland Emergency ParkWay Pearland, TX 77584 

10970 Shadow Creek Ranch Parkway Pearland, TX 77584 Phone: 
Phone: 713-770-7200 

Page: 1 of 1 

!Patient Discharge Instructions Document 449 

Work Release Form 

This notice verifies ~at yoor employee, ~ ( \' i Q_(' J':12'-~j f\ .. Q_, e l \e_ct 
was seen in this facility on -ee: () ~ / Ol/ Of: \. 

He/she may return to work offi ~ LI/D '(with the totk>Mng restriCtions: 
None: K 
No heavy lifting: over ____ pounds) 

No prolonged standing: 

Desk Work Only: 

Other: 

Restrictions: 

These restrictions apply through . After this date, your employee should be able to participate fully in all work duties. 

NOTE: If symptoms continue and the employee is unable to perform the full duties of their job by this date, please advise the employee to return to 
this facility or make an appointment with the referral physician for further evaluation. 

~- en~; t:J?:>VJ I 6:J 
Attending MD I 

!Discharge Instructions Special Notes 

I understand that the emergency care which I received is not intended to be complete and definitive medical care and treatment. EKG"s, X-rays, and 
lab studies will be reviewed b a ro riate s ecialists and 1 will be notified of si nificant discre ancies. 

-:cpyright ScriptR.<, tne- ?000-2005 

EPAH004300027 4 



Clear Lake Regional Medical Center Patient Information Treating Provider Discharge Summary 
riley, farrier Bobby Chu MD Date: 7/1/08 Time: 11:54:14 AM 

10970 Shadow Creek Ranch 
~lear Lake Regional - Pearland Emergency Parkway Pearland, TX 77584 Patient Copy 
~0970 Shadow Creek Ranch Parkway Pearland, TX 
t17584 Phone: 713-770-7200 

1) Your Discharoe Instructions: 2) Your Prescriptions: 
CHRONIC BACK PAIN #Document: 77 (English) Prednisone Oral Tablet 50 Milligram 1 TABLET DAILY# 4 TABLETS (0 
BACK EXERCISES #Document: 32 (English) Refills} 
NARCOTIC MEDICATION #Document: 548 {English} Norco Oral Tablet 7.5-325 Milligram 1 TABLET EVERY 4 TO 6 HOURS 

AS NEEDED# 15 TABLETS (0 Refills) 
Valium Oral Tablet 5 Milligram 1 TABLET 3 TIMES DAILY# 6 TABLETS 
(0 Refills} 

3) You should Follow Up with: 
Follow Up Physician: Follow Up Information 
YOUR REGULAR PHYSICIAN, Pn 07/1/2008 this patient was treated in the Emergency Department at Clear Lake Regional- Pearland 

~mergency located at 10970 Shadow Creek Ranch Parkway Pearland, TX 77584 for Refer to Discharge list 
~bove. The patient was asked to follow up 2 Days. 

Phone: 
Fax: 

I understand that the emergency care which I received is not intended to be complete 
and definitive medical care and treatment. I acknowledge that I have been instructed to 
contact the above physician immediately for continued and complete medical diagnosis, 
care and treatment. EKG's, X-rays, and tab studies will be reviewed by appropriate 
specialists and I will be notified of significant discrepancies. 

I also understand that my signature authorizes this Medical Center to release all 
or any part of my medical record (including, if applicable, information pertaining 
to AIDS and/or HIV testing, mental health records, and drug and/or alcohol treatment) 
to the referred physician listed above. 

EPAH0043000275 



Clear Lake Regional Medical Center Patient Information irreating Provider Discharge Instructions 
riley, farrier Bobby Chu MD Date:7/1/08 Time:11:54:10AM 

10970 Shadow Creek Ranch 
Patient Copy L.;lear Lake Regional- Pearland Emergency Parkway Pearland, TX 77584 

Phone: 0970 Shadow Creek Ranch Parkway Pearland, TX 77584 Phone: 713-770-7200 

Page: 1 of 1 

Patient Discharge Instructions Document: 77 

CHRONIC BACK PAIN 
A small number of patients with back injuries have pain that lasts longer than 3 months. A ruptured disc can cause chronic back pain, but half of the 
time the exact cause cannot be found, even after x-rays and other tests have been done. Arthritis, osteoporosis, tumors, infections, previous back 
surgery, and other causes may be involved. Anxiety and depression are common factors. A ruptured disc often causes sciatica, a pain traveling from 
the low back down the back of the leg. This is due to irritation of the sciatic nerve. Surgery is considered only when symptoms do not improve with bed 
rest and other conservative treatment. 

Follow These Instructions Carefully: 
1. You should avoid bending, heavy lifting, prolonged sitting, and activities, which make the problem worse. 
2. Try to continue with normal activity as much as possible, taking brief periods of rest throughout the day to reduce your pain during bad 

periods. A back exercise rehabilitation program can be very helpful in reducing symptoms and preventing further episodes of pain. 
3. Aspirin, ibuprofen, and other anti-inflammatory pain medicine can help control pain, and muscle relaxants are sometimes used. 
4. Rest and relax your back muscles. Try to find a position of comfort. Lie flat on your back on a firm surface with pillows under your knees; or 

lie on your side with your knees bent up towards your chest and a pillow between your knees. (If your mattress sags, place a piece of 
plywood under it or lie on a floor pad for more support.) 

For severe back pain stay in this position until you are feeling better. Get up only to go to the bathroom or for meals. 
For less severe back pain, strict bed rest is not needed. However, don't do anything that worsens the pain and avoid prolonged 
sitting. Be aware of safe bending and lifting methods. Do not lift anything over 15 pounds until all pain is gone. 

6. Ice packs (crushed or cubed ice in a plastic bag, wrapped in a towel) are best for 20 minutes every 2-4 hours during the first two days after a 
new injury. Local heat (hot shower, hot bath or heating pad) and massage will help reduce muscle spasm. You can start with ice packs then 
switch to heat after two days. Some patients feel best alternating treatments. Use the method that feels best to you for. 

Follow up with your doctor or this facility if your symptoms do not start to improve after one week. Physical therapy may be needed. 
(NOTE: If X-rays were taken, a radiologist will review them. You will be notified of any new findings that may affect your care.) 

Return to this facility immediately or contact your doctor if you begin to have any of the following: 
Pain becomes worse. 
Marked weakness or numbness in one of your legs. 
You have trouble controlling your bladder or bowels. 

pischarge Instructions Special Notes 

I understand that the emergency care which I received is not intended to be complete and definitive medical care and treatment. EKG"s, X-rays, and 
lab studies will be reviewed b a ro riate s ecia/ists and I will be notified of si nificant discre ancies. 

Copyright ScriptRx, Inc. 2000-2005 

EPAH0043000276 



Clear Lake Regional Medical Center Patient Information Treating Provider Discharge Instructions 
riley, farrier BobbyChu MD Date: 7/1/08 Time: 11:54:11 AM 

10970 Shadow Creek Ranch 
Patient Copy ~lear Lake Regional- Pearland Emergency 

Parkway Pearland, TX 77584 
Phone: 

0970 Shadow Creek Ranch Parkway Pearland, TX 77584 Phone: 713-770-7200 

Page: 

patient Discharge Instructions Document: 548 

NARCOTIC MEDICATIONS 
You have been prescribed narcotic. Narcotic medicines are used to relieve pain. Some examples of narcotic medicines include the following: 

Codeine (Tylenol #2, #3- cough syrup) 
Propoxyphene (Darvocet, Darvon) 
Hydrocodone (Vicodin) 
Oxycodone (Percocet, Percodan) 

This drug may cause drowsiness. Therefore, be sure to take it only as directed. 

How To Take This Medication: 
1. If this medicine makes your stomach upset, take it with food. 

1 of 1 

2. Pain medicine should be taken only if needed at the times prescribed. If you are not having pain, do not take the medicine, unless you are 
advised to do so by your doctor. 

3. Narcotic medicines can be habit forming; therefore, take this medicine only as directed. Do not take more of it, do not take it more often, 
and do not take it for a longer period of time than directed. 

What You Should Watch Out For: 
Possible Side Effects: 

If you have dizziness, or drowsiness, take a smaller dose, breaking a pill in half or take it less often. 
If you develop constipation, drink lots of liquids, use small doses of a mild laxative like Milk of Magnesia as needed and add fiber 

to your diet. 
If you have difficulty passing urine, stop taking the medicine and contact your doctor. 

Possible Allergic Reactions: Rash, itching, swelling, trouble breathing or swallowing. You should contact your doctor or return to this facility 
immediately. 

Medical Conditions: Before you begin to take this medicine, be sure your doctor knows if you have any of the following conditions: 
Prostate enlargement. 
Pregnancy or breast-feeding. 

Possible Drug Interactions: This drug may cause increased side effects when taken with alcohol, muscle relaxant, sedative, tricyclic 
antidepressants, MAO-inhibitor or another pain medicine. Make sure your doctor knows what other medicines you are taking. 

Note These Warnings: 
Do not drive, ride a bicycle, operate dangerous equipment, climb a ladder or do any other activity where you must concentrate and might 
be injured for at least 12 hours after taking this medicine until you know how it will affect you. 
Prolonged use of this medicine can be habit forming and may lead to addiction. 
Tell your doctor what other medicines you are taking. 
Do not drink any alcohol while taking this medicine. 

)top taking this medication and call your doctor or return to this facility right away if you notice any of these problems: 
Hives or itching. 
Confusion, dizziness, or lightheadedness. 
Hallucinations. 
Blurry vision. 
Slow breathing, slow heartbeat, or severe weakness. 
Nausea or vomiting. 
Stomach pain or chest pain. 
Anything else that worries you. 

scharge Instructions Special Notes 

1derstand that the emergency care which I received is not intended to be complete and definitive medical care and trootment. EKG"s, X-rays, and 
studies will be reviewed b a ro riate s ecialists and I will be notified of si nificant discre ancies. 

1right ScriptRx, Inc. 2000-2005 

EPAH0043000277 
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CES Environmental 
Services Inc .. 

CER illiED MAIL RETURN RECEIPT REQUESTED 

June 24. 2008 

To: Dr. David Dent 

From: K.ad Guidry 
CES Environmental Services, Inc, 
4904 Griggs Rd. 
Housto~ Texas 77021 

~: Workers Cornp Claim for Farrier Riley 

TEXAS MUTUAL CLAIM 

Dear Dr. Dent, 
CES Environmental Servioes, Inc. would like to otTer your patient, Farrier Rjley a 
tempontr';, modified job duty aasigr-.me..'1t a! ~ CES Environmental Services. Inc facil \i't 
located at 4904 Griggs Rd in Hou:sron, Texa1t This modified duty position meets the 
requirements ofRule 129.6 (a) of~ Texas Administrative Code. 

The Jchedule for this _pOsition is 3:00pm to ll :00 pm Monday through Friday, and the 
job pays per hour, which is his current rate of pay. Please determine if the job 
duties describe below meet the work restrictions which you are willing to certify. Please 
be ad-vised that as of this date we have received ao indication of return to work 
recommendations from your office nor have we received any work status documentation 
from you regardi.n'g Farrier Riley. 

The job involves ll.S:tisting logistics with coordination of transport veb.icles. Mr. Riley• .s 
duties will involve sitting at the work: station and walking the facility yard to coordinate 
parking ofta.nkers and rolling !tock. This job will not require lifting or driving and we 
believe is coru~istent with any treating physician limitations. 

While assigned to this modified -duty job position we will only assign tasks that ace 
cowistent with Mr. Riley,s physical abilities, knowledge and skills. Training will be 
provided as necessary. 

EPAH0043000278 

(b) (4)

(b) (4)



'I ,:' ' ?' ~ ••• 

L,. . ; ~ 

CES Environmentat 
Services, Inc'" 

Please indi-cat~ i.f you are willing to cer!.icy this 'temporary, modified job ~~Ssig:nM."~J!nt for 
farrier RJJcy 

I Ce~ify _(Sign) 

1 do not Certify_ (Sign)-~~ 

Regards, 

l A. uidry 
CES Environmental S 
HSEManager 
4940 Griggs Rd. 
Houston, Texas 77021 

Date 

EPAH0043000279 



CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713) 676-1676 

To: Texas Mutual 

Fax: 1-512-224-3889 

From: Karl Guidry 

 

Pages: 2 Pages to follow 

Attn: Workers Comp/;v{M:TfM Date: June 26, 2008 

See attached documentation relarding our employee Farrier Riley. It is a letter certifying the 
approval of the work descriptions in the attached bona fide offer. I have not made this document 
available to any other party. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidrv@cesenvironmental.com 

EPAH0043000280 

(b) (4)



111111111111111111111111111111 -Journal- 11111111111111111111111111111111111111111111111111 Date JUN-26-2008 1111111111 Time 10:16 111111 P.04 

No. Comm. Pages File Duration X/R Identification Date Time Diagnostic 

128 503 005 510 00:02:28 XMT a 7133591124 JUN-24 07:59 010FA2000ADCO 
129 OK 003/008 510 00:00:49 XMT a 7133591124 JUN-24 08:05 010FA2000ADBO 
130 OK 001/001 512 00:00:27 XMT a 2814824066 JUN-24 08:27 010FA2000A850 
131 OK 001/001 513 00:00:42 XMT a 2819978891 JUN-24 08:28 410AA20001070 
132 OK 001/001 511 00:00:14 XMT a 2814792078 JUN-24 08:29 OOOFA2000BDBO 
133 OK 001/001 515 00:00:41 XMT a 19543084254 JUN-24 08:34 010FA2000A070 
134 Busy 000/001 514 00:00:00 XMT a 2816817940 JUN-24 08:45 0000000000000 
135 420 000 516 00:00:42 RCV JUN-24 08:50 oooocoooooooo 
136 OK 010 517 00:02:00 RCV 9543084254 JUN-24 09:47 050FCOOOOAAAO 
137 OK 002 518 00:00:41 XMT a 12562600053 JUN-24 09:52 010FA2000AC60 
138 OK 003 519 00:05:04 XMT a 18174266253 JUN-24 10:49 010FA2000A010 
139 OK 002 520 00:00:36 RCV 7139463213 JUN-24 11:41 0507COOOOA070 
140 OK 021 521 00:08:16 XMT a 19798489990 JUN-24 11:50 010FA2000A070 
141 OK 002 522 00:00:41 XMT a 7137439050 JUN-24 13:24 210FA2000BDBO 
142 OK 002 523 00:00:40 XMT a 7137439050 JUN-24 13:26 210FA2000BDAO 
143 OK 006 524 00:01:06 XMT a 7133162191 JUN-24 14:17 F10FA2000BCCO 
144 OK 001 525 00:00:19 RCV JUN-24 14:27 0407COOOOBDCO 
145 OK 002 526 00:00:50 RCV 7139370146 JUN-24 14:48 050FCOOOOAABO 
146 OK 004 527 00:01:08 XMT a 2818425095 JUN-24 16:02 010FA2000BC90 
147 Stop 000 528 00:00:00 XMT a 7132396410 JUN-24 16:12 0000000000000 
148 Stop 000 529 00:00:00 XMT a 5122396410 JUN-24 16:14 0000000000000 
149 OK 002 530 00:00:31 XMT a 15122396410 JUN-24 16:15 E10FA2000BCBO 
150 OK 003 531 00:00:38 XMT a 7134758688 JUN-24 16:18 010FA2000B890 
151 OK 005 532 00:00:38 XMT a 7133162191 JUN-24 16:21 F10FA2000BCCO 
152 Stop 000 534 00:00:00 XMT a 9797986008 JUN-25 07:30 0000000000000 
153 OK 011/011 533 00:04:19 XMT a 19797986008 JUN-25 07:31 010FA2000A070 
154 OK 011 535 00:04:17 XMT a 19797986008 JUN-25 07:36 010FA2000A070 
155 OK 001/001 536 00:01:04 XMT a 7134507421 JUN-25 07:51 410FA2000BDBO 
156 OK 012 537 00:02:57 XMT a 18668083345 JUN-25 08:09 010FA2000A070 
157 OK 001 538 00:00:35 RCV JUN-25 08:17 0507C00009070 
158 OK 001/001 539 00:00:27 XMT a 14099856350 JUN-25 09:51 010FA2000BDCO 
159 OK 002 540 00:00:41 XMT a 15122396410 JUN-25 10:29 E10FA2000BC60 
160 OK 021 541 00:04:06 RCV JUN-25 10:49 0507COOOOACCO 
161 420 000 542 00:00:42 RCV JUN-25 11:14 oooocoooooooo 
162 OK 002 543 00:00:35 XMT a 18137193861 JUN-25 11:22 010FA2000A070 
163 OK 001/001 544 00:01:02 XMT a 12102819731 JUN-25 12:47 010FA2000A070 
164 OK 017 545 00:04:31 XMT a 13377435084 JUN-25 13:34 OOOFA2000ADAO 
165 420 000 546 00:00:38 RCV JUN-25 14:22 oooocoooooooo 
166 OK 001 547 00:00:18 RCV JUN-25 14:27 0407COOOOBDCO 
167 OK 003 548 00:01:00 RCV 7137280834 JUN-25 14:55 0507COOOOA070 
168 OK 002 549 00:00:38 XMT a 18137193861 JUN-25 16:15 010FA2000A070 
169 OK 003 550 00:00:42 XMT a 7136758803 JUN-25 16:31 410FA2000BCBO 
170 OK 001/001 552 00:00:40 XMT a 2814941133 JUN-26 09:19 010FA2000A070 
171 Busy 000/002 551 00:00:00 XMT a 2818425095 JUN-26 09:21 0000000000000 
172 OK 001/001 553 00:00:54 XMT a 7139214466 JUN-26 09:41 OOOFA2000A070 
173 OK 005 555 00:00:49 XMT a 2814573232 JUN-26 09:56 010FA2000BC80 
174 OK 001/001 556 00:00:55 XMT a 7137950949 JUN-26 10:00 010FA2000ADBO 
175 OK 003 557 00:00:50 XMT a 15122243889 JUN-26 10:03 FOOFA2000BC60 
176 Busy 000!002 554 00:00:00 XMT a 2818425095 JUN-26 10:07 0000000000000 
177 OK 001/001 558 00:01:05 XMT a 7137950949 JUN-26 10:10 010FA2000ADAO 

-CES ENVIROMENTAL 

1111111111 DP-C264 11111111111111111111111111111111111111111111 - - 1111111111 - 7137488664- 111111111111111111 

EPAH0043000281 



FROM (THU) J UN 26 2008 7:5 7 /ST. 7: 56/No. 6860403845 P 2 

CES Environmental 
Services Inc. 

CERTIFIED MAIL RETIJRN RECEIPT REQUESTED 

June 24. 2008 

To: Dr. David Dent 

From: Karl Guidry 
CES Environmental Services, Inc. 
4904 Griggs Rd. 
Houston, Texas 77021 

R.e: Workers Comp Claim for Farrier Riley 

TEXAS MUfUAL CLAIM 

Dear Dr. Dent, 
CES Environmental Services, Inc. would like to offer your patient, Farner Riley a 
temporary, modified job duty assignment at the CES Environmental Services, Inc facility, 
located at 4904 Oriw Rd in Houston, Texas. This modified duty position meets the 
requirements of Rule 129.6 (a) ofthc Texas Administrative Code. 

The schedule for this _pOsition is 3:00pm to 11:00 pm Monday through Friday, and the 
job pays er hour, which is his current rate of pay. Please determine if the job 
duties describe below meet the work restrictions which you are willing to certify. Please 
be advised that as of this date we have received no indication of return to work 
recommendations from your office nor have we received any work status documentation 
from you regarding Farrier Riley. 

The job involves assisting logistics with coordination of transport vehicles. Mr. Riley's 
duties will involve sitting at the work station and walking the facility yard to coordinate 
parking of tankers and rolling stock. This job will not require lifting or driving and we 
believe is consistent with any treating physician limitations. 

While assigned to this modified --duty job position we will only assign tasks that are 
consistent with Mr. Rileyts physical abilities, knowledge and skills. Training will be 
provided as necessary. 

EPAH0043000282 

(b) (4)

(b) (4)



FROM (THU)JUN 26 2008 7:57/ST. 7:56/No. 6860403845 P 3 

CES Environmental 
Services Inc. 

Please indicate if you are willing to certify this temporary, modified job assigmnent for 
Farrier Riley. 

I Certify_ (Sign) _V"'~.....-.._0 ______ Date f.::{'-'1~ 
I do not CertifY_ (Sign) ________ Date _______ _ 

Regards, 

1 A. uidey 
CES EnviroiUDCiltal S 
HSBManagcr 
4940 Griggs Rd. 
H~ Texas 77021 

Total P.003 

EPAH0043000283 



JUN-23-08 10:18AM FROM-
T-600 P. 00 I /005 F._871 

Qgletree'f Abbott 
Law· Firm L.L.P. 

12600 N. Featharwood, Suite 200 
Houslon, Texas 770344440 

Phone: (713) 223-1234 
Fax: (713) 910·9010 

Maii@OgletreeAbbott.corn 

BILL OGLETReE 
BILL ABBO'TT 
CELINA RECALOe 
FYOOOR CI.AY 

· TELEFAX COVER SHEET 

From Fax Number: (713) 910-9010 

BIANCA MARTINEZ 
LESLIE LeviNGSTON 
ADRieNNE GASSER 

ENRIQUE VARELA 

If you experience any problems with the quality of our transmission, 
please call (113) 223-1234 

CONFIDENTIALITY NOTICE 
This fux and any anaclunents are confidential and may be protected by legal privilege. If you are not the intended 
recipient, be aware that any disclosure, copying, distribution or use. of this fax or any attaclunent is prohibited. In such 
case, you should destroy tliis fax and kindly notifY the sender. Please advise immediately if you or your employer do not 
consent to faxes of this kirid. Opinions, conclusions and other information in this fax that does not relate to the official 
business of my fum shall be understood as neither given nor endorsed by it. 

This fax does ~ate nor is it intended to create an attorney/elieot relationship. 

PAGES SENT: 7 , pages including this cover page 

TO Karl A. Guidry, HSE Manager 

COMPANY 

FAX NO 

FROM 

DATE 

RE 

MESSAGE 

CES Enviromental 

713-676-1676 

FyodorClay 

June 22, 2008 

Farrier Riley 

We represent the above named employee in eonnection with 
his Workers' Compensation claim. I am in rueipt of what 
the employer purporto; to be a "Bona Fide Offer of 
Employment."(See Exhibit A). After careful review it bas 
come to my attention that it does not meet the requirements 
set forth in Rule 129.6 of the Texas Administrative Code, 
therefore rending it invalid. 

EPAH0043000284 



JUN-23-08 !0:19AM FROM-

Qgletree• Abbott 
Law Firm L.L.P. 

BILL OGLeTREE 
BILL ABBOTT 
l.ISA SeCHELSKI 
CeLINA RAMt~ 

CES Environmental 
Attention: Yvonne L. Medelez 
4904 Griggs Rd. 
Houston, TX 77021 

Re: Our Client: 
SSN: 
Date of Injury: 
Claim No.: 
DWCNo.: 

Dear Sir or Madam: 

June 22. 2008 

Farrier Riley 
 

May22, 2008 

082721 08-MI 

T-600 P.002/005 F-971 

12600 N. Featherwood, Suite 200 
Houston, Texas 77034-4440 

Phone: (713) 223-1234 
Fax: (713) 910-9010 

Mail@OgletreeLawFirDl.com 

FVOOMCV.Y 
lAURA RODRIGUez. 
BIANCA MARTINEZ 

JACQUELYN COLEMAN 

We represent the above named employee in cormection with his Workers' Compensation claim. 
I am in receipt ofwba.t the employer purports to be a •'Bona Fide Offer ofEmployment."(See 
Exhibit A). After careful review it has come to my attention that it does not meet the 
requirements set fonh in Rule 129.6 of the Texas Administrative Code. therefore rending it 
invalid. 

An employer may offer an employee a modified duty position, which has restricted duties which 
are within the employee's work abilities as detennined by the employee's treating doctor. In the 
absence of a Work Status Report by the treating doctor an offer of employment may be made 
based on another doctor's assessment of the employee's work status provided that the treating 
doctor has not indicated disagreement with the restrictions identified by the other doctor. To the 
best of my knowledge, the Claimant's treating doctor has the clamant off work It is the 
Claimant's·treating doctor who determines work restrictions. APPEAL 061195 -JULY28, 2006. 

According to Rule 129.6(b). it is only in the absence of a DWC-73 by the treating doctor 
that an offer of work may be made based on another doctors DWC-73. A further 
restriction is that the treating doctor has not indicated disagreement with the other 
doctor's restrictions. APPEAL 071650- NOVEMBER 12, 2007. 

EPAH0043000285 

(b) (4)

(b) (4)



JUN-23-09 JO:l9AU FROM-
T-600 P.003/005 F-971 

Per Ru1e 129.6 (a) of the Texas Administrative Code: 

(a) An employer or insurance carrier (carrier) may request the treating doctor provide a 
Work Status Report by providing the treating doctor a set of functional job 
descriptions which liSt modified duty positions which the employer has available for 
the injured employee (employee) to work. The functional job descriptions must 
include descriptions of the physical and time requirements of the positions. 

Per Rule 129.6 (b) of the Texas Administrative Code: 

(b) An employer may offer an employee a modified duty position, which has restricted 
duties, which are within the employee's work abilities as determined by the employee's 
treating doctor. In the absence of a Work Status Repon by the treating doctor an offer of 
employment may be made based on another doctor's assessment of the employee's work 
starus provided that the doctor made the assessment based on an acrual physical 
examination of the employee performed by that doctor and provided that the treating 
doctor has not indicated disagreement with the restrictions identified by the other doctor. 

Rule 129.6 (c) of the Texas Administrative Code states: 

An employer's offer of modified duty shall be made to the employee in writing and in the fimn 
and manner prescribed by the Commission. A copy ofthe Work Status Report on which the 
offer is being based on shall be included with the offer as well as the following information: 

(1) the location at which the employee will be working 
(2) the schedule the employee will be working; 
(3) the wages the employee will be paid; 
(4) a description of the physical and time requirements that the position will entail; and 
(5) a statement that the employer will only assign tasks consistent with the employee's 

physical abilities, knowledge, and skills and will provide training ifnecessacy 

To reiterate, please forward what the employer purports to be a "Bona Fide Offer of 
Employment" to the employee's treating doetor. Please make sure it meets the requirements set 
forth in Rule 129.6 of the Texas Administrative Code. 

Claimant's Treating Doctor: 
713-660-9123 
Dr. David Dent 
5409 Bellaire 
Bellaire, TX 77401 

EPAH0043000286 



JUN-23-08 10:1 8At.4 FROIA-
T-600 P.004/005 F-871 

I can be reached via e-mail at Fyodor.Clay@ogletreeabbon.com or via telephone at the number 
listed above, ext 128. Thank you for your attention to this matter. 

EPAH0043000287 



~ UN-23-08 1 0 : 19AIA FROIA- T-600 P.OOS/005 F-871 
:.!UUlj-UD-LU l~;u,. 

·-··-·- ·- -- --- -· ·- ·-· 

CERTIFIED MAIL 

CES .Environmental 
Services, Inc. 

RETURN RECEIPT REQUESTED 

June 18, 2008 

Farrier Riley 

TEXAS MUTIJAL CLAIM 

Dear Farrier Riley~ 
CBS Environmental Services. Inc. would like to offer you a temporaJ:y, modified job duty 
assignment at the facility Tank Wash area, located at 4904 Griggs Rd in Houston, Texas. 
The schedule for this position is 3:00pm to 11:00 pm Monday through Friday, and the 
job pays per hour, which is your current rate of pay. The job duties meet the work 
restrictions certified by the emergency room physician at St Luke's Episcopal Hospital, 
whose work status report is attached. 

The job involves assisting logistics with coordination of transport vehicles. Your duties 
will involve sitting at the work station llDd walking the facUlty yard. This job will not 
require Jifting.and is consistent with the physician limitations. 

While assigned to this modified -duty job position we will only assign tasks that are 
co111istent with your physical abilities. knowledge and skills. Training will be provided 
as necessary. 

·cea, Inc. 

F.m:IMed: lWC Work SLws Report 

Accept ____ ~-------~Date~---------

Decline ___ ~---~-----Date ____ ~----

EPAH0043000288 
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CES Environmental 
Services, Inc. 

4904 Griggs Road 
Houston, TX 77021 
Phone: (713) 676-1460 
Fax: (713)676-1676 

To: Texas Mutual 

Fax: "1=-512-224 388,_fL4er 
tt3--;)r'-~1q 1 

Attn: Workers Comp 

From: Karl Guidry 

 

Pages: Pages to follow 

Date: June 4, 2008 

See attached documentation regarding our employee Farrier Riley. 

Karl Guidry 
CES Environmental Services, Inc. 
HSE Manager 
4904 Griggs Rd 
Houston, Texas 777021 

713-676-1460 Ext 115 
713-676-1676 Fax 
kguidry@cesenvironmental.com 

EPAH0043000289 

(b) (4)



Date/Time = JUN-09-2008 14:20 

Journal No. = 130 

Comm. Result = OK 

Page(s) = 013 

Duration = 00:03:13 

File No. = 314 

Mode = Memory Transmission 

Destination = 7133162191 

Received ID = I 7133162191 

Resolution = Fine 

-CES ENVIROMENTAL 

- 'I('I('IC'i('i( - 7137488664- ********* 
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Serid the specified copies to your 
Workers' Compensation Insurance Carrier 
and the injured employee. 

*Employers - Do not send this form to the 
Texas Department of Insurance, Division of Workers' Compensation, 
Unless the Division specifically requests a direct filling. CLAIM# 

CARRIER'S CLAIM # 

EMPLOYERS FIRST REPORT OF INJURY OR ILLNESS 
2.Sex FD M~ 15. Date of Injury (m-d-y) 16. Time of Injury 17. Date Lost Time Began 

(m-d-y) 

/5 am 0 pm Jil 
19. Part of Body Injured or Exposed* 

6. Does the Employee Speak English? 

YES o;y"No 0 

7. Race 
WhiteD 

Black~n 0 

10. 

11. 

8. Ethnicity Hispanic D 
Native American 0 Other 0 

/7Jd5 

13P\c,l(. 

21. Was employee 22. Worksite Location of Injury (stairs, dock, etc.)* 
doing his YES 
regular job? NO 0 

23. Address Where Injury or Exposure Occ rred Name of business if incident 
occurred on a busin79s. sit~ f\ _ ....---1 X '"7 75.{) 1_, 
/0 {j;)- j\). Klv~t!1, 4Si/-1AvtL, 
Street or P.O. Box 

26. Return to work 
date/or expected 
(m-d-y) 

b -17- D<s 
YESD NO 

28. Supervisor's 
Name 

(<'1A-,J 
Tt.omAs 5 ~~- oC( 

1

33. Length of Service in Occupation 

")·t 
Months~ Years 

30. Date of Hire (m-d-y) 

1

31. Was employee h1red or recrUited 1n Texas? 132. Length of Service in Current Position 

YES ~0 D Months .2 t- Years 

36. Rate of Pay at this Job 137. Full Work Week is: 138. La,st ~aycheck was: 

our1y ekly !:JQ_ Hours -S.- Days sVJJbfor k.J,Hours 139. Is employee an Owner, Partner, 
or Corporate Officer? 

or __ Days YES 0 NO D--

lCtES 
Telephone 

13J(,"Jb·~/(/b0 
Zip Code 

77C). J 
Zip Code 

'176;)./ 
47. Texas Comptroller Taxpayer No. 

49. Policy Number cJOO j 

Date 

DWC FORM-1 (Rev. 10/05) Page 3 ~ 111111111 11111111111111 II DIVISION OF WORKERS' COMPENSATION 
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4. 

£._~T'!fA. 

~~.:\~~ 
~}~) ._ .... 

!CLAIM# 
Carner# 

SUPPLEMENTAL REPORT OF INJURY 

Employer phone # 

_, 7~ -1'-f b 6 

5. Does the employer have return to work (RTW) opportunities available based on the injured worker's current capabilities? yes ~o D 

If so, identify contact person and phone# ---------------

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes [i2f' Date ________ noD 

7. Has the employer requested RTW training from DWC or the insurance carrier? yes 0 no [g--"-
8. Has the insurance carrier provided accident prevention services in the past 12 months? yes D Date r.u [2f 
9. Has the employer requested accident prevention services from the insurance carrier? yes D no~ 

10. 

REASON FOR FILING THIS REPORT deadlines va , see instructions 

a. The injured worker returned to work in either a full or limited capacity: File this report within 3 days. 

0 b. The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days. 

m--c. The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days. 

0 d. The injured worker resigned or was terminated from employment: File within 10 days. 

Part Ill 
11. 12. SSN (last 4 digits) 

XXX-XX-

16. First day of additional lost time 
or reduced wages (mmlddlyyyy) 

17, Has the injured worker experienced 8 days (cumulative) of lost time or reduced wages as a result of the injury? 

If yes, the date of the 8th day (mm/dd/yyyy) __. 6 ~ 

18. Date of most recent RTW :L -J '-f -t1 
r . l g 119. Has the injured worker resigned, been terminated or died? 

13. DOl 

S-d-ro8 

yes u::;;?"no D 

yes D no G;a-" 

~ull duty, full pay J date of resignation date of termination----- date of death ____ _ 

0 I
I 

Limited duty, full pay 19a. Reason for resignation/termination 
I D Limited duty, reduced pay I 19b. Was the injured worker on limited duty when terminated? yes OnoD 

20. Hours the injured worker was working during the pay period of 21. Weekly/hourly earnings for the pay period of 

5-~J.)::D~ to , ... J./~~ hours per week to :$ weekly or $ 

Indicated hours are: Indicated wages are: 

0 Increase from pre-injury D Increase from pre-injury wage 

0 Same as pre-injury D Same a pre-injury wage 

G2r'Decrease from pre-injury [Q-1)ecrease from pre-injury wage 

This form to be filed with: The employer's insurance carrier and t e injured worker in the timeframe as noted in Part /1. 

IU 111111111111111111 
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IIUV U..L Uf .lU:::l..,_a ~1sd workers Camp 7137404046 p. 1 

Ernptoyee - VOJ ara reQLIIred to report your U'IJllf'Y to yrur employer wthrn 30 days if 
your tUT'PfoYer has WOf'ke:rs' compeosa~on insurance. You helVe il\e rigt\l \o free 
assi.stanoo lrom the feJ~:as Df=partment of Insurance. Division or Workers· 
Compet~s.atiO'l and may be entitled lo a~rtain medical and inc.aT'le benafits. For 
lurther lnfoomation c.atl your local Div•sion field olfiCe or 1 (800J-252 -7031. 

EmpleadO ~ Es necesano que repone su las•Cil a .su ernpleadot d"enlra de 30 dia.s a partir ae Ia 
Cecna en que se 1esiCWl6 si es que su BT1pleadoc cuef'ota COl'\ un seguro de compensad6n oar a 
traoajadores. US18d lien a derecho a recibir asistencia gra!IJ•la DOf oatte data OivisiOO de 
Compensatic)n para Trabaja~. y tamllien pueda lene< deredlo a O<rlas ~eoefldo,; medicos y 
monet.arios, Paca mayor Inform a dOn comuniQUese con ta oftdna local de Ia Olvislt:YI aJ telet"ono 
1-80()..252-7031. 

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED OATES AND DESCRIPTION IN 13(c) AS APPLICABLE) 

13. The injured employee's medical condition resulting from the workers' compensation injury: 
[] (a) will allow the employee to return to work as of (date) without restrictions. 

C(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill. which are expected to last 

f(c) through (date). ( . 
has preven!Wnd still prevents the employee from returning to wor1t as of ti- ) -o 6 (date) and is expected to continue through 
b- ( 7 -~ate). The following describes how this injury prevents the employoo from returning to work: 

PART Ill: ACTIVITY RESTRICTIONS• (ONLY COMPLETE. IF BOX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if arw): 

Max Hours per day: 0 2 4 6 a Other 

Standing 

Sitting 
Kneeling/Squatting 

Bending/Stooping 

Pushing/Pulling 

ccccc 
ccccc 
ccooc 
IJOCCC 

cccoc 

17. MOTION RESTRICTIONS (if any): 

Max: Hours per day: 

Walking 

Climbing stairn/tadders 

Grasping/Squeezing 

Wrist flexionie•tension 

Reaching 

0 2 4 6 a Other 
ocoee __ 
ccccc __ 
[][]000 
COCCO 
ccooo __ 

Twisting C 1J IJ Cl IJ ___ Ovemead Reaching ocoee 

f-O~th~e~r;;: =.=::=::;::~;:--;IJ:;;C:;;C;;O~;:::C~=;:::=;..;-,...-l Keyboarding 
15. RESTRICTIONS SPECIFIC TO (if applicable): 

ocoee __ 
ccccc __ 

[] L Hand/Wrist 0 R Hand/Wrist 

Cl LArm D RArm []Neck 

[] L Leg 0 R Leg [] Back 

[J L Foot/Ankle IJ R FootJAnkle 
c Other: 

16. OTHER RESTRICTIONS (if any): 

Other: 

18. LIFT/CARRY RESTRICTIONS (if any): 

0 May not lifticany objects more than __ lbs. 

tor more tllan __ hours per day 
C May not perform any lifting/carrying 

C Other: 

• These resltictions are based on the doctor's best understanding of the employee's essential job functions. If a 
particular restriction does not apply, it should be disregarned. If modified duty that meets these restrictions is not 
available, the patient should lle considered to be off waoi<. Note- these restrictions should be followed outside of work 
as well as at worl<. 

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

Expected Follow-iJp Services Include: 

19. MISC. RESTRICTIONS (if any): 

[] Max hours per day of work: __ _ 

C SiUSlretch breaks of ___ per __ _ 

[J Must wear splintlcast at work 

0 Must use crutches at all times 

C No driving/operating heavy equipment 

0 Can only drive automatic transmission 

C No work I tf __ hours/day wor1<: 

[]in extreme hot/cold environments 

C at heights or an scaffolding 

0 Must keep ___________ _ 

C Elevated 0 Clean & Dry 

C No skin contact with: --------

[] Dressing changes necessaf)l at work 

[]No Running 

20. MEDICATION RESTRICTIONS (if any): 

[] Must take prescription medication(s) 

0 Advised to take aver-the-<:ounter meds 

0 Medication may make drowsy (possible 
Safety/driving issues) 

21. Work Injury Dl~~sis lntonnation: 

·4-;K.LJ, '0'---rt-. ~ 
22. 

c 
0 
0 
c 
0 

Evaluation by the treating doctor on (date) at __ : __ am/pm 

3~L\ . { a 1?3. I 

o:-:.Tirn~l Visil EMPLOYEE'S SIGNATURE 

.d·-.tuQin · 
Discharge TimeJ" . 

l • 

Referral to/Consult with ~ · on (date) at : __ am/pm 

Phys1cal medlcme3 X per week for e.eks starting o~3~ (date) at= : __ amlpm 

Special studies (list): 2Q...{ n Dot-toe on (date) at_ :-- amlpm 

None This IS the last cheduled VISit lor th1s roblem. At this time. no further medical care 1s ant1c1 ated. 
DOCTOR'S SIGNATURE Vi d Type: Role of Doctor. 

• Initial 0 Designated doctor 
Fciiow-uiJ S! C<Jrrier-sa!ected RiviE 8 c

0
c
1

nhseur·ldtiocng
10
d

1

octor 
1..1 DWC-s.elected RME 
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(b) (4)

(b) (4)

(b) (4)
STLUKES 
DISCHARGE INSTRUCTIONS 

Name: Riley, Farrier D 
Age: 33Y DOB-
Gender: M-W~ 

g 
Bed:EDCED2 

It is important you read and follow the discharge instructions below carefully. If your symptoms change, become 
worse, or you develop new symptoms that cause concern, call· your doctor or return to the Emergency Department 
or a Communi cy 

SPECIAL INSTRUCTIONS 
Follow-up with your doctor in 24-48 hours if not improving. 
Otherwise, see your doctor next we'~ 1c 

Have your doctor review all results + records from your ER evaluation/tr 
Retu m.R_toms worsen . ....._. 

BACK PAIN & INJURY -EI 

Dispense: 20, Quantity: 1-2, Schedule: Every 4 to 6 hours ~ 
·codin·: Table : 500 Mg-5 Mg: Oral ~?t 

"lf~u wer~ directed to foll~w-up with o . or a specialist, ake 
1 

our appointment as soon as possi~l~. 
When'C'a:Hmg..foqwur aptJOHltiii n , et the office know you were referred after an emergency department v1s1t. 

After going home if you feel unsafe, and you may hurt yourself or others, 
call 911 or go to the nearest Emergency Department. 

SUPPORT AND HELP BY PHONE: 
Suicide Prevention Lifeline (800) 273-TALK (8255) 
Council on Alcohol and Drugs Houston (713) 942-4100 
Poison Control Center (800) 222-1222 

Can we help you find the doctor that's right for you? Call the: 
ST. LUKE'S Physician Referral Line (832) 355-4343 
Kelsey-Seybold Clinic (713) 442-0000 (may call 24 hours a day) 

St. Luke's Emergency Services 
Main Emergency Department: 832-355-2121 
Community Emergency Center Holcombe: 832-355-7525 
Community Emergency Center San Felipe: 713-267-7100 

COMING SOON! Community Emergency Center Pearland- SUMMER 2008 

www.stlukestexas.com 

Prepared: Tim May 29 2008 15:51 by MCA I of I 
Copyright 2006. Picis. 
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DWCFORM-6 
Supplemental Report of Injury 

DWC requires the reporting of all Return to Work and Post-Injury Change of Earnings. An injured worker is entitled to temporary income benefits if 
he/she has disability (defined as the inability to work, or the inability to earn wages equivalent to pre-injury wages, as a result of the injury) and has 
not reached maximum medical improvement (defined as having reached 104 weeks from the eighth day of lost time or when a doctor certifies that no 
further recovery can be reasonably anticipated). The insurance carrier shall adjust the weekly amount of temporary income benefits paid to the 
injured worker to match the fluctuations in weekly earnings after the injury. To ensure the insurance carrier has accurate information to calculate 
benefits, the DWC FORM-6 is to be completed as applicable: 

By EMPLOYER 

The EMPLOYER means the employer for whom the injured worker was 
working when the injury occurred. If the employer is the current employer, 
then you are responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

Include CLAIM and insurance carrier numbers in right upper hand comer. 
Complete items 1-21, sign and date. 

The EMPLOYER must file this form: 
• For a worker's injury/illness that occurs after January I, 1991 

and required the previous filing of a DWC FORM-I, Employer's 
First Report oflnjury; and 

• During the time the injured worker is entitled to temporary 
income benefits (TIBs); and 

• Until the injured worker: 
;» Reaches maximum medical improvement (MMI), or 
;» Is no longer employed by the employer. 

By INJURED WORKER 

If you (the INJURED WORKER) are no longer employed by the 
employer where the injury/illness occurred, then you are 
responsible to provide information to the workers' compensation 
insurance carrier about: 
• The existence of earnings, and 
• The amount of any earnings, or 
• Any offers of employment. 

This form may be used to do so. Include CLAIM and insurance 
carrier numbers in right upper hand comer. Complete items 1-4, 
10-21, sign and date. 

If you are employed by a new employer after the injury; and 

You are receiving benefits, you must tell the insurance 
carrier if your wages change, regardless of whether your 
income went up or down; or 

You are not receiving benefits, you must tell the 
insurance carrier if the injury causes you to miss work or 
lose income. 

rhis report must be filed in the following situations within the timeframes indicated: 
• 3 days after the injured worker begins to lose time from work as a result of the injury, if lost time did not occur immediately following the 

injury; 
• 3 days after the injured worker returns to work; 
• 3 days, when the injured worker returned to work, then later has additional day(s) of lost time as a result of the injury; 
• 10 days after the end of each pay period in which the injured worker has a change in earnings as a result of the injury; 
• 10 days after the injured worker resigns or is terminated. 

While most of the sections on this form are self-explanatory, please note that the pay periods requested in sections 20 & 21 may be different 
depending on the situation for which the form is being filed: 
• If the report is indicating lost time from work or the end of employment, the pay period shall be the most recent pay period 

prior to the lost time. 
• If the report is indicating return to work or a change in earnings, the pay period shall be the pay period the injured worker is 

beginning. 

This form is to be filed by first class mail or personal delivery with: 

• The insurance carrier, and 
• The injured worker. 
This report is considered filed when personally delivered or postmarked. 

Failure to comply with these filing requirements, without good cause, is a 
Class D administrative violation, subject to a penalty not to exceed $500. 

This form is to be tiled by first class mail or personal delivery 
with: 

• The insurance carrier. 
This report is considered filed when personally delivered or 
postmarked. 

If you return to work for the same employer or a different 
employer, your temporary income benefits from the insurance 
carrier must be adjusted. 

Failure to report earned wages and/or offers of employment to 
the insurance carrier who is paying benefits to you is a crime 
that may result in fines and/or imprisonment. 

TLC§ 409.005 and Rules 120.3 and 129.4 prov1de the reqmrements regardmg use ofth1s report. The complete rule text IS available on the DWC 
website at: www.tdi.state.tx.us 
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Jill!'=. 
~uur 

1111111111111111111111111111111111111111 
"DT0009• 

ST. LUKE'S" 
RETURN TO 

WORK OR SCHOOL 

11111111111111111111111111111111111111111111111111111111111111 
Episcopal 
Hospital 

A0815000452 
RILEY,FARRIER D 

33Y M P1 CHR 
05/29/2008 
njxr06 

For: ----J~f----'fll1_tv{, __ ---~,..8:l_L,-_LY)'---JL-------- Visit Date: L I~ I~ ~ (Patient Name) ( 

This patient was seen at the St. Luke's Episcopal Hospital on the date above. It was my 
recommendation at the time of discharge that the patient may RETURN to work or school. 

on: G I ( ~-~ 
Recommended Restrictions: 0 NO y YES (See comments below) 

COMMENTS: 

Return to worklschoolletter valid tor this visit only 

For additional time beyond date stated above, please contact 
Primary Care Doctor for follow-up appointment 

6720 Bertner Avenue Houston, TX 77225-0269 713-785-8537 

PS-5494 MEG 08/04 

EPAH0043000296 
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MAY-22-2008 19=19 GULF COAST WASTE 713 472 3309 

GULF COAST WASTE UISPOSAL AUTHORITY 
WASHBURN TUNNEL FACILITY 

FAX NO. 

FRO:M: 

DATE: 

RE: 

Number of pages 
(including cover) 

COMMENTS: 

1002 N. RICHEY 
PASADENA, TX 77506-1041 

s- l.2.- 0 g 

PHONE: 713-472-5507 
.FAX: 713-472-3309 

CONFIDRNTlAUTY NOTICE 

The documenls aceompanying this facsimile transmission may contain confidential information 
which is privileged. The information is intended to be reviewed initially by only lhe individuals 
named above. If you have rcccivccl this facsimile in error) please immediately notify this office by 
telephone tn arrange for the return of !he original documents tons at our e~pense. You are he1·ehy 
notified that any disclosure, copying, clistribnrion or the taking of any action in reliance on lhe 
ccmtents of lhis facsimile is strictly prohibited. 

P.01/04 

EPAH0043000297 



t1A'l'-22-2008 19: 19 GULF COAST WASTE 713 472 3309 P.02/04 

GeA A6cident and Near Miss Report Confidential Report Today' s Date !5 -J..:J- -C>S 

Section 1. Please print or type in all inforrnation . .P/ellse use black ink only. 
This report must be completed within 24 hours of the Illness/Injury/Incident 

and forwarded to the Human Resources Department. 
All ir\formation requested is req.~red on the 1WCC f orm we file with our ins~1nmce carrier. 
Name of Person Involved Sex ooe. 

Farr\e.r D . .:R·t\ev M  
Marital Status 

GfMarried 
I Spouse's Name (if applicable) Number of Dependent 

0 Single 0 Divorced 0Widowed 
1Lov·d:Y"i-e.. ~- ~-,\ e.\f 

Children 
3 

Home Address Ciry State 

-
Employee's Oc.cup<~tion Facility 

(~g- l )  
t,· Je r \ \r·u.c..\1.. .. 

Date of Hire l Experi!lnce in Occupation at Time of Incident Date of Incident Time of Incident J Date Incident 

~ Years L{ Mo11ths 
Reponed . 

.$-~i--Q~ 'i~lS QAMgPM S"-·'J_')..-of 
Employee was Working Employment Category Phase of Employee's WorKday at 1'ime of Injury --

0 Alone g"'Regular, full-time 0 Contract 0 Performing Work Duties 0 During Break Period 
0 With fellow workers 0 Regular. part-lime 0 Temporary ~ Entering or leaving the Building 0 Ouring Meal Period 
D Other 0 Non-employee 0 Other, 0 Working Overtime 

Specific Location of Incident Was it 01' the 
OOffice 0 Elevator 0Lab 0 Press Building Employer's Premises? 
0 Restroom 0 Lobby · 0 Warehouse 0 Storage Building 

liives 0 Parking Area [J Office Grounds 0 Lift Station 0 Blower Room 0 No 
0 Hallway 0 Meeting Room 0 Aeration Area 0Disinfection Are;i 
0 Sidewalk 0 Vehicle 0 Clarifier Area 0 Other i:[Q,"-i Ga:!f 
0 Photocopy_ Roorn 0 Tank Farm 0 Pond 1t 
0 Break Room 0 Conlrol Building 0 Oigesler Area 
0 Stlilirs 0 Maintenance Area 0 Lay_ Down Yard 
Severity Disposition Sent to: 

0 No apparent Injury 0 Medical Treatment 0 Days away from work # 0 l·lospital 
~First Aid 0 Fatality 0 Restricted work days # 
0 Lost Work Days 0 Other 0 Date returned to work. 

__ , __ ,_ .0 Doctor 

Name and Address of Treating Physician Name and Address of Hospital 

...... -
-...... -.. -·--

-~ 

Phone# Phone# 

---
Describe the accident. What happened? Include what you were doing before th!l accidt.!nl. (If additiOilal space is needed, attach separate sheel 
of paper) Please print neatly, 

I 

I 

Body Part Affer.ted (Be very specific): 
.. 
E(luiC)ment or Property Damaged? -~- What could you have done to prevent this 

C~~L~{ $~Jf2.. 0 No If yes. Please Describe: 
accident? 

0 Yes 

.... , ... ~ ~ ~····· ... ·-
Employee's Signature ... -............. ·-- O&tc ----

'i~~ 1~ -.... ··--··--- 5-· JJ-08 -----'-· . • 

EPAH0043000298 
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MAY-22-2008 19=19 GULF COAST WASTE 713 472 3309 P.03/04 

GCA Accident and Near Miss Report Confidential Report, page 2 

Witness Staten;'Cnt (if .;lf'lplicable) If n~o;:r, lhi'in one witness. ;~lt~ch a scp.-rale sheet. 

WrlriE!SS Signature and Date _____ ------ -----~----- .... __ _ Phon a# ___ _ 

Section ~--:--To be completed by Strf?~rvisor/Manager._~r Safety Coordinator" 
Supervisor's De~cription of Incident. 

Supervisor's Name and SigriCilurli;! ;:~nd Date 

Hazardous PI<Jcament 
Floors/Work Space 
Inadequate Ventilation 
Illumination 
Equipment Failure 
Inadequate Housekeeping 

Failure 
Used EquipmP.nt Improperly 
Improper Loading 
Improper i ectmique 
FaiiLrre to Warn/Signal 
U:>cd Defective E;quipment 
Improper Lifting 
Unauthorized Actions 
Improper Position 

0 Tools/EquipNehide 
0 Equipment/Workstation Design 
0 lnadequah~/lmproper PPE 
0 Close Clearance/Congestion 
0 Inadequate Warning System 

i 
0 Of.JerG~ting Procedure Deviation 
0 ServicingJOper3ting Equipment 
0 RuMing/Rushing/Actirrg in Haste 
0 Used Wrong Tool/Equipment 
0 lnadeqlJale/lmproper PPE Use 
0 Oper"ating i:lt Improper Speed 
0 Nullified Safety/Conlrot Devices 

None 

Witnes~ed Incident? 0 Yes 

lnac1equ<:~te Maintenance 
Lac!< of Knowledge/Training 

0 lnadequa.ta Supervision 
0 Inadequate Tools/Equip/Mat. 
0 Inferior Equipment 

Improve 
Repair/Replace Equipment 
Identify/Improve PPE 
lmpr"ovc Design/Construction 
Improve Illumination 
Re·instruction of Employee 
Rotation of Employee 
Improve Ventilation 
Corrective Counseling 
Elimina 

Improper Su:1acos 
lnadequa te Guards/Barriers 
Defective Tools/EquipNenicle 
Illumination 
Inadequate/Improper PPE 

alysis La Be elM 
Use Other Mmerials/Supplies 
lnstaii/Revi;;e Guards/Device:> 
Reas~ign Job of Er11ployee 
M;mdatory Ph~-.lob Instructions 
lmprovetGhange Work Method 
Task Analy$is/Procedurc Revision 
Improve Storag~/Arrangement 
Improve Clean-Up Procetir.rres 
Other 

:;Specific:.C()rr.e:ctive;Attions~or:""Preventative'Mea'sQi·as\Ta!(~h~';;~ri;"?:i/i'f1W~~;t:,U,~;~;;;:~~-~P!tt.,~~:;.:~;t;<.:g;;::li..~k::~~~-i{U<l:':n >>< ·U·'''"\f~.: ;\ r ·'' .: : . :_·, :• · · . '· · .·.' .. ·. · 
Corrective AcUon Taken • -- Person Responsible - Taroet D<:~te Date Cornpleted 

------'--~-------j__--,-··~·-·····~---

Supervisor' Signature Date Manager's Signature 

safecy-Coordin;;~tor Signature D<~te Receivect in HR by Date 

------1-.. - ......... ------

EPAH0043000299 
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'GCA Accident and Near Miss Report Confidential Report Today's Date 5-26-·tJli' 

Section J. Please print or type in all information. Please use black ink only. 
This report must be completed within 24 hours of the Illness/Injury/Incident 

and forwarded to the Human Resources Department. 
All information requested is required on the TWCC form we file with our insurance carrier 
Name of Person Involved Sex Social Security Number DOS 

l)w,p wlhiJtA M 
Marital Status Spouse's Name (if applicable) Number of Dependent 

0 Single I( Married 0 Divorced 0Widowed Children 
I 

Home Address City State 

Sif,11t FG n-~ 
one Employee's Occupation Facility 

~~ Q,Ri!1.1trNr,~ W,fslf'~ Nnlle,£ 
Date of Incident I Time of Incident I Date Incident 

/0 Years. 6 Months S·2 a A t'8 16 S Reported 
I 0 AM [}'PM 

Employee was Working Employment Category Phase of Employee's Workday at Time of Injury 

0 Alone It! Regular, full-time 0 Contract 0 Performing Work Duties 0 During Break Period 
0 With fellow workers 0 Regular, part-time 0 Temporary 0 Entering or leaving the Building 0 During Meal Period 
0 Other 0 Non-employee ~ Other lE/Jll., ~m.{f.fl. 0 Working Overtime 

Specific Location of Incident Was it on the 
0 Office 0 Elevator 0 Lab 0 Press Building Employer's Premises? 
0 Restroom 0 Lobby 0 Warehouse 0 Storage Building 

l(ves ~Parking Area 0 Office Grounds 0 Lift Station 0 Blower Room 0 No 
Hallway . 0 Meeting Room 0 Aeration Area ODisinfection Area 

0 Sidewalk 0 Vehicle 0 Clarifier Area 0 Other 
0 Photocopy Room 0 Tank Farm 0 Pond# K' /lvn;MntL- Ptl.i:ll T 0 Break Room 0 Control Building 0 Digester Area 
0 Stairs 0 Maintenance Area 0 Lay Down Yard Glft'e 
Severity Disposition Sent to: 

~ No apparent Injury 0 Medical Treatment 0 Days away from work # 0 Hospital 
First Aid 0 Fatality 0 Restricted work days # 

0 Lost Work Days 0 Other 0 Date returned to work __ ! __ ! __ 0 Doctor 

Name and Address of Treating Physician Name and Address of Hospital 

Phone# Phone# 

Describe the accident. What happened? Include what you were dping before the accident. (If arJ,ditional space is needed, attach separate sheet 
of paper) Please ~rint neatly. ces ~~r ~it- Drwex. ( A-5tt All.. f)le«T~iJJ- td- lfvTo. f'rtAnr 6-ltT£ - ~; 

:Uiftlt....._, t)I"IVI!J(.., ~1Mb do''~ • ~ tn ~ plik~ ... ft.\d ~ ~ ;o ~ 911£, WA.S vpua h;;._ .. 
ItS, X p~tul ~- k p•s~l 3~ ~ •11\ f.,.,. "'.~t-;Jt.~+--ilrc. Ius pa.rlr fK)(t.:t-
~ ~ ~~-- ~ :z:.:~;r•trT .Df ~ -tr-~- ~.s _ k,,... • ~ t.o.U t:':J; ~ ~~ 

~ttl- "(aiVJ M1'3. ,._.,. ~ ~ C)l\ M ~ -~~T AriiXif ~ ~ -tr'tid c:l-o fVT: ~c., ~ v\.f'\. fJ\~IJ~t..-~ ~Ito-. ,. /It lVI~ ~ -/o 40 1"1 t...w. .... ~la~w(;.AJ~e 
~p J.. · SthJAniuf - $-$'41iJ ~ ~~J1.1l.t. - jk .S,.- '(e:J:- Gc ··HI~ 4'-'• jo J;. OI1J , 
Body Part Affected (Be very specific): Equipment or Property Damaged? What could you have done to prevent this 

0 Yes 0 No If yes. Please Describe: 
accident? lr/IVS'~ ~WI 

\ 6ttftr#RJ· 
Gill£ tUf:! ld·f»tll< .. 

Employee's Signature ~Jif._' •. r.. Date 5·U·or 
""'"""' 

w...., -J 

-
~-

EPAH0043000301 
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(b) (4) (b) (4)

(b) (4)

(b) (4)



GCA Accident and Near Miss Report Confidential Report, page 2 

Wilness Statement (if applicable) If more than one witness, attach a separate sheet. 

Witness Signature and Date _________________________ Phone#-------------

Section 2-----To be completed b Supervisor/Manager or Safety Coordinator 

Supervisor's Name and Signature and Date.&- 1~N )/2?/rJ<{( Witnessed Incident? 0 Yes 'pi! No 

na;~ar•OOIJ5 Placement 
0 FloorsNVork Space 
0 Inadequate Ventilation 
0 Illumination 
0 Equipment Failure 
0 Inadequate Housekeeping 

Failure to Make Secure 
Used Equipment Improperly 
Improper loading 
Improper Technique 
Failure to Warn/Signal 
Used Defective Equipment 

0 Improper lifting 
0 Unauthorized Actions 
0 Improper Position 

Inadequate Gu::.rd,./Barriier" 

Defective Tools/EquipNehicle 
EquipmentNVorkstation Design 
Inadequate/Improper PPE 
Close Clearance/Congestion 
Inadequate Warning Systemf 

Under influence Drugs/Alcohol 
0 Operating Procedure Deviation 
0 Servicing/Operating Equipment 
0 Running/Rushing/Acting in Haste 
0 Used Wrong Tool/Equipment 
0 Inadequate/Improper PPE Use 
0 Operating at Improper Speed 
0 Nullified Safety/Control Devices 

None 

s ecific,corre:ctive:;Actions·or•Preve:ntativ.Ei·Mei;;isure:S'·:. 
Corrective Action Taken 

or Misuse 
Inadequate Maintenance 

0 lack of Knowledgerrraining 
0 Inadequate Supervision 
0 Inadequate Tools/Equip/Mat. 
0 Inferior Equipment 

Improve Enfnrr-Am,.nt 
Repair/Replace Equipment 
Identify/Improve PPE 
Improve Design/Construction 
Improve Illumination 
Re-instruction of Employee 

0 Rotation of Employee 
0 Improve Ventilation 
0 Corrective Counseling 

Eliminate 

Improper 
Inadequate Guards/Barriers 

0 Defective Tools/EquipNehicle 
0 Illumination 
0 Inadequate/Improper PPE 

Task to Be Completed 
Use Other Materials/Supplies 
Install/Revise Guards/Devices 
Reassign Job of Employee 
Mandatory Pre-Job Instructions 
Improve/Change Work Method 
Task Analysis/Procedure Revision 
Improve Storage/Arrangement 
Improve Clean-Up Procedures 

'. : ·~' : :·. 

Date Completed 

Date 

s~;:;-D 
Date 

EPAH0043000302 



1exasMutuar 
Insurance Company 

June 20, 2008 

C E S ENVIRONMENTAL SER VI 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

Re: Claim#: 
Employee: 
Soc. Sec.: 
Employer: 
Date of Injury: 
DWC#: 

 
FARRIER RILEY 

C E S ENVIRONMENTAL SERVI 
05/22/2008 

Claim & Information Services 

P.O. Box 12029 

Austin, TX 78711-2029 

1-800-859-5995 (512) 224-3800 
Fax (512) 224-3889 

In accordance with the Division of Workers' Compensation Rules, we are requesting that you submit the information indicated below. The DWC3 
and DWC6 forms are available for printing from our website, www.texasmutual.com, under services, or from the division's website, 
www.tdi.state.tx.us. For your convenience, a DWC3 is now available for you to complete and submit on-line. It is located on our website, 
www.texasmutual.com under the Employers- Loss Run & Claims Detail Section. If you need assistance with filing the DWC3 on-line please 
contact me. If you do not have access to the Internet, we will be happy to send you a blank form. 

~ DWC3 EMPLOYER'S WAGE STATEMENT (Rule 128.2)- Please fax or email attachment or use the on-line version 
(www.texasmutual.com). 

OR 
0 DWC3SD EMPLOYER'S WAGE STATEMENT FOR SCHOOL DISTRICTS (Rule 128.7) 

~ DWC6 EMPLOYER'S SUPPLEMENTAL REPORT OF INJURY OR ILLNESS (Rule 120.3)- Please fax or email 
attachment. The following time frames apply. 

Within 10 days after: 
• The end of each pay period in which the employee's earnings have changed as a result of the injury, OR 
• The employee resigns or is terminated. 

Within 3 days after: 
• The employee begins to lose time from work as a result of the injury, OR 
• The employee returns to work, OR 
• The employee, after returning to work experiences an additional days(s) of disability as a result of the injury. 

Failure to provide the required information is an administrative violation and may result in the assessment of a penalty from the Division of 
Workers' Compensation. 

AND 

0 EMPLOYEE ACKNOWLEDGEMENT OF WORKERS' COMPENSATION NETWORK FORM (This form(s) shall be 
completed, signed and submitted). Please fax or send attachment via email as soon as possible. 

0 COPY OF THE POST-ACCIDENT DRUG SCREEN RESULTS 

Thank you for your prompt attention to this matter. If you have any questions, please call me at 1-800-859-5995 ext. 2243. 

Sincerely, 

Debbie K Garrett 
WORKERS' COMPENSATION SPEC II 

EPAH0043000303 

(b) (4)

(b) (4)



Employee Acknowledgment of Workers' Compensation Network 

I have received information that tells me how to get health care under my employer's workers· 
compensation ins~rance:_ 

lfl am hurt o'}thejo)-~md live in a service area described in this inform,9tion, 1<-anderstand that: 

L I must choose a treating doctor from the list of doctors in the network. Or, 1 may ask my 
HMO primary care physician to agree to serve as my treating doctor. If I select my HMO 
primary care physician as my treating doctor, I will call Texas Mutual at (800) 859-5995, 
extension 2880 to notify them of my choice. 

2. I must go to my treating doctor for all health care for my injury. If! need a specialist, my 
treating doctor will refer me. lfl need emergency care, I may go anywhere. 

3. The insurance carrier will pay the treating doctor and other network providers. 
4. I might have to pay the bill iff get health care from someone other than a network doctor 

without network approval. 
5. Making a false or fraudulent workers' compensation claim is a crime that may result in 

fines and or imprisonment. 

'f OXJU Q t1 '«;Q uj 
Signature ate 

Fd.,((\,.Q.J '£t \~y 
Printed Name 

l live at: 
Street Address 

City State Zip Code 

Name of Network: Texas Star NetworksM 

Network service areas are subject to change. 
Call (800) 381-8067 if you need a network treating provider. 
Please indicate whether this is the: 

Xlnitial Employee Notification 

0 l1~jury Notification (Date of Injury: __ / __ I __ ) 

DO NOT RETURN THIS FORM TO TEXAS MUTUAL 
INSURANCE COMPANY UNLESS REQUESTED 

Employee Notice of Network Requirements- 03106 Page 8 of 8 

EPAH0043000304 
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1exasMutuar 
Insurance Company 

Claim and Insurance Services 
P.O. Box 12029 

Austin. Texas 78711-2029 

DATE: 

NOTIFICATION OF SUSPENSION OF INDEMNITY BENEFIT PAYMENT 

12/08/2008 

TO: 

RE: 

RILEY, FARRIER 

Date of Injury: 
Nature of Injury: 

05/22/2008 
CRUSHING 

Part of Body Injured: 
Employee SSN: 

ODY PARTS(INCL.BODY SYSTEMS & BOY PARTS 

DWC#: 
Carrier Name: 
Carrier Claim Number: 
Employer: 

Texas Mutual Insurance Company 
 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

We have suspended payment of Temporary Income Benefits effective 12/08/2008 because: 

EMPLOYEE FAILED TO ATTEND DESIGNATED DOCTOR'S APPOINTMENT WITHOUT GOOD CAUSE. 

You remain entitled to reasonable and necessary medical benefits related to this injury. 

If you do not agree with the suspension of benefit payments, please contact me: 
Adjuster's Name: DEBBIE K. GARRETT 
Toll Free Telephone #: (800) 859-5995 
Fax #/E-mail Address: (512) 224-3889 

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance, Division 
of Workers' Compensation for further assistance. You have the right to request a Benefit Review Conference. You can 
contact the Division office handling your claim at 1-800-252-7031. 

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile number 
or e-mail address. 

Please note that making a false or fraudulent workers' compensation claim is a crime that may result in fines and/or 
imprisonment. 

CC RILEY, FARRIER 
C E S ENVIRONMENTAL SERVI 
OGLETREE ABBOTT LAW FIRM 

l~-lb -o~ 

Spt't'.e -t. DLbb~ ~ 
~ U-t ~cl 1(;1~ ;j ~a.d.JeJ 
~ (1 ck~ ~~ -ts'clt.y. 

DWC PLN-9(Rev. 01/05) Page 1 

@LE©~ITW~~ 
·. DEC 11 2008 }W 
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ixasMutuar 
Insurance Company 

Claim and Insurance Services 
P.O. Box 12029 

Austin. Texas 78711-2029 

NOTIFICATION OF SUSPENSION OF INDEMNITY BENEFIT PAYMENT 

DATE: 

TO: ~ ~: ~ ~!!t M 
BY:--~~----------------

RE: Date of Injury: 
Nature of Injury: 

05/22/2008 
CRUSHING 

Part of Body Injured: 
Employee SSN: 

MULTIPLE BODY P ARTS(INCLBODY SYSTEMS & BDY PARTS 
 

DWC#: 
Carrier Name: 
Carrier Claim Number: 
Employer: 

08272108 
Texas Mutual Insurance Company 

 
C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON TX 77021-3208 

We have suspended payment of Temporary Income Benefits effective 12/29/2008 because: 

MAXIMUM MEDICAL IMPROVEMENT WAS CERTIFIED BY THE DESIGNATED DOCTOR AS OF JULY 31. 2008 -
0% RATING ASSESSED. 

You remain entitled to reasonable and necessary medical benefits related to this injury. 

If you do not agree with the suspension of benefit payments, please contact me: 
Adjuster's Name: DEBBIE K. GARRETT 
Toll Free Telephone#: (800) 859-5995 
Fax #/E-mail Address: (512) 224-3889 

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance, Division 
of Workers' Compensation for further assistance. You have the right to request a Benefit Review Conference. You can 
contact the Division office handling your claim at 1-800-252-7031. 

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile number 
or e-mail address. 

Please note that making a false or fraudulent workers' compensation claim is a crime that may result in fines and/or 
imprisonment. 

CC RILEY, FARRIER 
C E S ENVIRONMENTAL SERVI 
OGLETREE ABBOTT LAW FIRM 

DWC PLN-9(Rev. 01/05) Page 1 

EPAH0043000306 
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TEXAS DEPARTMENT OF INSURANCE 
DIVISION OF WORKERS' COMPENSATION 

rr=====================~=tl···· ' -·-·-· 
Si prefiere hablar con una persona de habla hispana acerca de esta 
correspondencia ode su reclamo, sirvase llamar al1-800-252-7031. 

CES ENVIRONMENTAL INC 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

THIS LETTER IS $E~T TO YOU FOR YOuR 
INFORMATION ONLY, AND DOES NOT 
REQUIRE ANY ACTION ON YOUR PART. 

BENEFIT REVIEW CONFERENCE 
DATE: January 20, 2009 
TIME: 10:00 AM 
PLACE: TDI-DIV WORKERS' COMPENSATION 

2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281) 403-7050 

December ~3. 2008 
c;aim 1\lo:    

Docket No: 082721 o8-o4-BR 

Carrier No: 99J0000533279 

Employee: FARRIER RILEY 

Employer: CES ENVIRONMENTAL INC 

CiS ENVIRONMENTAL SERVIC~S :~~ 
Date of 
Injury: May 22, 2008 

CONTESTED CASE HEARING: 
TENTATIVE DATE: TO BE DETERMINED 
TIME & PLACE -TO BE DETERMINED 

THIS CLAIM HAS BEEN SET FOR A BENEFIT REVIEW CONFERENCE 

You are required to appear at this conference a'i the time and place stated above. The parties 
will attempt to resolve any disputes about this claim. A Division Ombudsman will contact 
unrepresented employees within two weeks to offer assistance in preparing for the conference. 

The Benefit Review Conference is an informal meeting between an injUied employee, the 
arnl"ln•.tne'c- rfo.cinn~+o.r rp.nro.c.C.t'\t"3ti\IO (;f <\t"\H\ ~""",.. ,...,n,.n<:-•"\""t">ti•,,.. rvf +L, ~ : ... ~· ,,.,.,. ··-. ""'' -~=- v T1 11-.

1
"..,.--···•r'•-J- - -..-:._.-•;::;••-•-- ·-t"•'-·--i.,. ....... ",;r"- , .. ~••,Jj' ........ ,,: li.ot. •-a'"•VV•.I~I"'""""Iol ~• .. •. ·.•1•,... ;.• .. ....;o,_oo .. ,.;.·- .,J\o,.~··•-•• 

employer is also entitled, but not required, to attend the conference. A Benefit Review Officer, 
who is an impartial Division employee, will also be present and will assist the parties In 
resolving the dispute. No testimony will be taken and no recording will be made. 

The Benefit Review Officer will summarize the results of the conference. If all disputes are not 
resolved at this conference, the Division will hold a Contested Case Hearing. You will be 
advised by separate correspondence of the date, time, and location of the Contested Case Hearing. 

Not later than 14 days before the conference, you must provide to all other parties and the 
Division field office handling the claim copies of all written information relevant to the 
disputed issue or issues. If it is not possible to mail the information in time, bring enough copies 
to the conference to give to all parties. 

DR01 (Rev. 11-05) An Equal Opportunity Employer 

EPAH0043000307 

(b) 
(4)



If you wish to cancel or reschedule this conference, you must contact the Field Office at the 
address or telephone number below. A request to cancel or reschedule this conference must 
be made within 1 0 days after you receive this notice. A request received after 1 0 days may not 
be granted unless the Division determines there was good cause for the delay. 

You are required to attend this conference. Failure to attend may result in an Administrative 
Violation and a penalty up to a maximum of $500. 

Sincerely, 

TDI-DIV WORKERS' COMPENSATION 
2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281 )403-7050 

THIS LETTER WAS ALSO SENT TO THE FOLLOWING: 
FARRIER RILEY 
12 OLD PRESIDIO DR 
MANVEL, TX 77578-5601 

OGLETREE ABBOTT LAW FIRM LLP 
FYODOR D. CLAY 
12600 N FEATHERWOOD DR STE 200 
HOUSTON, TX 77034-4440 

TEXAS MUTUAL INSURANCE CO 
PO BOX 12029 
AUSTIN, TX 78711-2029 

DR01 (Rev. 11-05) An Equal Opportunity Employer Ml 082721 08-04-BR 

EPAH0043000308 



TEXAS DEPARTMENT OF INSURANCE 
DIVISION OF WORKERS' COMPENSATION 

Si prefiere hablar con una persona de habla hispana acerca de esta 
correspondencia ode su reclamo, sirvase llamar al1-800-252-7031. 

Division use 

CES ENVIRONMENTAL INC 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

December 22, 2008 
Claim No:  

Docket No: 082721 08-03-cc 

\'::7 L_J .!._~ V!.! C::::J I ~ 
JI; rra f[l 'i7 ~ 77 fE ~, 

j DEC 2 6 2G08 ,!~ 

THIS LETTER IS SENT TO YOU FOR YOUR 
INFORMATION ONLY, AND DOES NOT 
REQUIRE ANY ACTION ON YOUR PART. 

CONTESTED CASE HEARING: 
DATE: February 4, 2009 
TIME: 09:00 AM 

Carrier No: 99J0000533279 

Employee: FARRIER Rl LEY 

Employer: CES ENVIRONMENTAL INC 

Date of 
Injury: 

C~S ENVIKONMENfAL SERVICES INC 

May 22, 2008 

PLACE: TD 1-D IV WORKERS' COMPENSATION 
2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281) 403-7050 

THIS CLAIM HAS BEEN SET FOR A CONTESTED CASE HEARING 

Attached is a copy of the Benefit Review Officer's report from the Benefit Review Conference. 
Since all disputed issues were not entirely resolved at the Benefit Review Conference, a Benefit 
Contested Case Hearing will be held as indicated above. 

The remaining unresolved disputed issue(s) are identified in the report along with each party's 
position on the issue(s). Any party may make a written response to the unresolved dispute 
identified in the Benefit Review Officer's report. The msponse rnusi be sent to the lJrvision no 
later than 20 days after receiving this report must be delivered to all other parties. 

A party may contact the Contested Case Hearing Officer prior to a scheduled hearing regarding 
procedural issues, but communication with the Hearing Officer regarding facts, issues, laws, or 
rules related to the claim is not allowed. The Division has adopted additional rules regarding 
subpoenas and discovery in Chapter 142 of the Texas Workers' Compensation Rules that may 
be useful in preparation for the hearing. 

No later than 15 days after the Benefit Review Conference, all parties must exchange all medical 
reports, expert witness reports, witness statements, and any and all other documents that a 
party intends to offer into evidence at the hearing. All parties have a right to be represented by 
an attorney. If you are not currently represented but retain counsel for the Contested Case 
Hearing, advise your attorney to file the Letter of Representation with the Division field office 
handling the claim. 

DR02(Rev. 11-05) An Equal Opportunity Employer 

EPAH0043000309 
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Failure to attend a Benefit Contested Case Hearing without good cause, as determined by the 
Hearing Officer, is a Class C Administrative Violation, with a penalty not to exceed $1,000. If the 
parties resolve the disputed issue by settlement or agreement, and if the settlement or agreement 
is approved by the Division, cancellation may be granted. 

As an alternative to the Benefit Contested Case Hearing, the parties may mutually agree to 
resolve their dispute in an Arbitration proceeding as provided by the Texas Labor Code § 410.004 
and 410.104 through 410.121 and Chapter 144 of the Division Rules. An election to engage in 
Arbitration must be filed with the Division within 20 days of the Benefit Review Conference. 
Once this election is made and filed with the Division, it is binding and irrevocable and the 
Contested Case Hearing will be cancelled. 

If you have any questions concerning the Contested Case Hearing or Arbitration, please contact the 
customer service representative in the Field Office handling your claim as soon as possible. 

THIS LETTER WAS ALSO SENT TO THE FOLLOWING: 

FARRIER RILEY 
12 OLD PRESIDIO DR 
MANVEL, TX 77578-5601 

TEXAS MUTUAL INSURANCE CO 
PO BOX 12029 
AUSTIN, TX 78711-2029 

SincGre!y, 

Texas Department of Insurance 
Division of Workers' Compensation 

OGLETREE LAW FIRM 
CELINA M. RECALDE 
12600 N FEATHERWOOD DR STE 200 
HOUSTON, TX 77034-4450 

TEXAS WORKERS' COMPENSATION FU 
CAROL DUKE 
PO BOX 12029 
AUSTIN, TX 78711-2029 

DR02(Rev. 11-05) An Equal Opportunity Employer Ml 082721 08-03-CC 
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(b) (4)

Benefit Review Conference Report 

Claim No.: 

Docket No.: MI-08272108-03-BR-MI34 

Carrier No.: 9910000533279 

Date oflnjury: 05/22/08 

Date ofBRC: 12/08/08 

Location ofBRC: Missouri City 

Claimant/ Assisted or Rep. by: Farrier Riley I Celina Recalde, Attorney 

Employer/ Assisted or Rep. by: CES Environmental Services Inc. 

Carrier/Assisted or Rep. by: Texas Mutual Insurance Co. I Carol Duke, Adjuster 

The parties were notified that the Benefit Contested Case Hearing will be scheduled in Missouri City, TX 
on February 4, 2009 at 9:00a.m. The presiding Hearing Officer is Patrice Squirewell-Jean, MI43. 

0 The parties were provided Notification of Scheduling, Benefit Contested Case Hearing (H-B04/5) at the conclusion of the Benefit 
Review Conference (BRC). This includes The Division's Continuance Policy. The parties have been made aware that any request for 
continuance is the jurisdiction of the contested case hearing officer. 

0 The parties were provided the Notice to Parties- The Contested Case Hearing, pursuant to TEX. LABOR CODE ANN. §410.031. 

0 The parties were provided the Notice to Parties- Arbitration, pursuant to TEX. LABOR CODE ANN. §41 0.031. 

Issues Resolved at the Benefit Review Conference: 

Issue Code Disputed Issue Resolution 

Dispute Resolution Disposition: 
[ ] Agreement signed at the Benefit Review Conference, if any (see attached DWC-24). 
[ ] Interlocutory Order issued (see attached Form H-B03 or H-B03M). 
[ ] Special Accommodations: 
[ ] Other: 

Signed the lOth Day ofDecember 2008 

/:Jid ~aa"-~ 
I 

AURA GARZON-O'BRIEN, BENEFIT REVIEW OFFICER 

H&R03-04 (Rev 9/07) 

fDm.i't~C 
:~Ect=:r'l~c!Y~f 

1 c '7~'1( - .· ~llUl. 
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Docket No.: 

Employee: 

MI-08272108-03-BR-MI34 

Farrier Riley 

1 Issue Unresolved after the Benefit Review Conference: 

Issue Code 

C07 

Disputed Issue 

Does the compensable injury of05/22/08 extend to disc protrusion at L4-5, lumbar facet syndrome at L4-5, 
L5-S 1, and to L5 radiculopathy? 

Claimant's Position: Based on the medical reports from Dr. Dent and Dr. Esses, the above conditions are related to the : 
compensable injury. 

Carrier's Position: The designated doctor evaluated the claimant for extent of injury and found that the above conditions are not 
related to the compensable injury. The report of the designated doctor is correct and has presumptive weight. 

H&R03-04 (Rev 9/07) 
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App.eaLRights and Procedures Notice Sent to Parties DR 
Information for Injured Employees from the Division of Workers' Compensation 

Any party, including the injured employee, may 
appeal in writing any decision issued in a contested case 
hearing to the Appeals Panel of the Texas Department of 
the Insurance, Division of Workers' Compensation (TDI
DWC). The written appeal should explain why the injured 
employee or party believes the decision on each issue in 
the contested case hearing is wrong. If a party tiles an 
appeal, the other parties to the dispute must file a written 
response to the appeal. The response should explain why 
the party believes the decision is correct. 

Ombudsman Assistance 

Iran injured employee has not hired an attorney and does 
1101 h~II·L' :lily OthL•r typl' or l'l'IHl'Si..:lliUtion, USSiSt:lnl'L' is 
:IV:Iil:ihk· li·om an Ombudsman.< )rnhudsmenc:m help <~11 

injured i..:lllployee, l'rel' or char!,!e. \-\ ith their appe:li llr 
respl)nsc to an appeal. Omhuds111en may not giv~..: legal 
advicl!, make any decisions lc>r an injured employee or 
sign ugn:emenls or f(Hms. Ombudsmen have sample f(>l'lllS 
!'or an appeal or a rl!sponse lll an :1ppeal, :111tl can help 
C\llllpiclc the l(mllS. The rorms arc :rvailnblc in English 
:111d Spanish. and there is no charge !'or the f(mns. You 
111:11' f'L'lfliL'SI Omhudsm:111 assisi:IIJL'L' lw e:dlinc' 1-XMJ-1:/T:
(lii.::L· il-ii(J(J-JlJJ-(J432). For mor~..: inl'ornwtion 011 
Omhuclsmun ~1ssistance scc hlll1:/111 w~1.niec.stnll'.t\.usi 
ll_!J_11C ": 1 Jill h ud-;man. ht mi. 

Appeals Panel Review Procedure 

Appeals Panel Judges will review the appeal, any responses 
to the appeal, the hearing officer's decision, and the record 
from the contested case hearing. 

The parties cannot attend any portion of the appeal review 
process. Unless the appeal clearly indicates there is a legal 
error, it is likely the decision of the hearing officer will not 
be reversed. Under Section 41 0.204(c) of the Texas 
Workers' Compensation Act, the Appeals Panel may only 
write a decision that reverses the decision of the hearing 
orticer, otherwise the hearing ofticer's decision becomes 
the dt:cision of the Appeals Panel. In more than 95 percent 
of all appeals, the hearing orticcr's decision is legally 
etnrccl and becomes the decision ol' the Appeals Panel. 

Ira dec is ion is written as a result of an appeal, the Appeals 
ram:l will either: 

This publication is a summary and is presented for informational 
purposes only. It is not a substitute for the statute and TDI -DWC 
rules. For questions about TDI-DWC rules, please call Customer 
Assistance at 1-800-252-7031. AP04-068G(3-0B) 
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• "reverse and remand" the decision by returning it 
to the hearing officer, because it has been 
determined that corrective action must be taken 
by the hearing officer to reach a legally correct 
decision; or 

I 
• "reverse and render" by issuing a new decision 

when it is determined that that hearing ofticer's 
decision is against the great weight of the 
evidence presented, or that the hearing officer I 

· has misapplied the law and reached an 
incorrect result; in such case, a new decision 
is entered by the Appeals Panel. 

/ If an appeal submitted by an Injured employee or 
/ another party does not include clear reasons why 

an injured employee or party believes the hearing 
officer's decision is wrong, the review of the appeal 
will probably result in the hearing officer's decision 
becoming the final decision of the Appeals Panel. 

Writing an Appeal or a Response to an Appeal 

,\ny ~received by TDI-DWC must c\plain why th~..: 

p~1rt_v hclil'VL'S the decision in the contested e:~se hl·:~rin!:' is 
11 1'\lllg. I h:~t c.\pl<lii:!Lilln 111<1) include rL'ki'l'llcc:s Lu 
testimony and documents pn.:scnted ·as cl'idencc at the 
C\HJiestc:,IL';I:-.L· he;Jrill!:-!. ,.\lso, the cxpla11ationm:~y incllllk 
re tl:renees to Lhc Tex:~s Workers' Compcnsat ion ,\cl, TD 1-
D\VC rules, court e<~scs, other TDI-DWC Appeals Panel 
d~..:eisi1>ns, :1nd the Appl':ils Panel Decision i\'lanual. 

,\ rcSI10!lSL'lo an appeal should explain 11 hy a party bel ien:s 
Lhe dccisi1111 issued in the ennlesll:d C<lse hearing is still 
coiTCL:I. TIH1l I.'Xplanation may include rcf'ercnc~..:s to 
tcslill1011) :IIIli dOCLilllL'IltS prCSL'nk'd :IS C\ idelll.:l' :1t tilL' 
contested case hearing. i\lso, the explanation may incllllk 
rcll:rcncL'S to the Te.\as \Vorkcrs' Compens:1tinn .\ct, TDI
D\VC rules, cou/'l cases. other TDI-DWC ;\ppcals Panel 
decisions, ami the ;\ppe:Jis Panel [kcision ,\tlanual. 

Time Deadline to File an Appeal 

A party has 15 days to tile an appeal of a contested case 
hearing. The 15 days are counted starting on the day after 
the date the cover letter and decision is received by the injured 
employee and the other parties, not counting Saturdays ant! 

For further assistance, call 
1-800-252-7031 

or visit 
www.tdi.state. tx. us 

EPAH0043000313 



Appeal Rights and Procedures Notice Sent to Parties 
Information for Injured Employees from the Division of Workers' Compensation 

Sundays and holidays listed in Section 662.003 of the Texas 
Government Code (the first day of January, New Year's Day; 
the third Monday in January; Martin Luther King, Jr. Day; the 
l91h day ofJanuary, State Confederate Heroes Day; the third 
Monday in February, President's Day; the second day of 
March, Texas Independence Day; Good Friday; the 21 '1 day 
ofApril, San Jacinto Day; the last Monday in May, Memorial 
Day; the !91h day of June, Emancipation Day in Texas; the 
fourth day of July, Independence Day; the 27111 day of August, 
LynJun Bain~.::s Johnson Day; the Jirst Monday in September, 
Labor Day; Rosh Hashanah; Yom Kippur; the I 1111 day of 
November, Veteran's Day; the fourth Thursday in November, 
Thanksgiving Day; the Friday after Thanksgiving Day; the 
241h day ofDecember; the 251h day of December, Christmas 
Day; and the 261h Day of December). 

The start date ofthe 15-day period is: 
• five days after the date of the cover letter or the 

next working day if the 5th day is not a working 
day, if it is mailed, unless the great weight of the 
evidence indicates otherwise; 

• thl! same working day i !'the cover ktter was faxed 
or sent electronically by the TDI-DWC during 
nonnal business hours; 

• the next working day if the cover letter was faxed 
or sent electronically by the TDI-DWC, but not 
during nonnal business hours on a working day; or 

• (for insurance carriers only) the next working day 
atter the cover letter was placed in the insurance 
carrier's Austin representative box. 

Time Deadline to File a Response to an Appeal 

After an appeal is tiled with the TDI-DWC, an injured 
~.:mployee and the other parties to tht: dispute have 15 Jays 
to file a response to that appeal. The 15 days are counted 
starting the day after an injured employee or other party 
receives an appeal filed by the other party, not counting 
Saturdays and Sundays and holidays listed in Section 
662.003 of the Texas Government Code. 

Filing an Appeal or a Response to an Appeal 

An appeal or response to an appeul should be filed with the 
Chief' Clerk of Proceedings in the TDI-DWC Central Oflice 
in Austin as stated in the cover letter. If an appeal or 
response to an appeal is filed in any of the TDI-DWC local 
offices, it may delay processing of the appeal or response to 
an appeal. 

Page 2 
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An appeal or response to an appeal must be filed within 
the I 5-day deadline to be considered. A late appeal or 
response to an appeal will not be considered. 

Serve the Other Party or Parties 

An appeal or response to an appeal must be served on the 
other party or parties on the same day that the appeal or 
response to an appeal is filed with the TDI-DWC. To 
serve the other party means to give the other party or 
parties a copy of the appeal or response to an appeal. 
Serving an appeal or a response to an appeal must be by 
personal delivery, certified mail with return receipt requested, 
fax, or any other verifiable means of delivery to a home or 
business address. You are advised to maintain proof of 
the delivery. 

A certificate that the other party or parties have been served 
must be included with the appeal or response to an appeal. 
Here is an example of such a certificate: 

"!hereby certify that r have on this __ (date) day of 

------(month), __ (year), served a copy of 
the attached request for appeal on _______ _ 
_________ (state the name of the other 
party receiving the copy) by -----=------

(state the manner of 
service). 

___________ " (Signature) 

Mail or Fax all Appeals and Responses to Appeals 
to: 

Chief Clerk ofProce~dings ~ ~ © 1b Jl~'l~\) 
T~xas Dep~rtment ~t !nsurance. u~ --' HI\ 
D1v1s1on ot Workers Compensatwn , l nr.-:c· ·-; r· J.rOB ,;~ 
P.O. Box 17787 · - !..l""'. ··· "'· u .v 
Austin, Texas 78744 
512-804-4021 (fax number) 

I,--

1 WARNING NOTICE: Delivery of appeals to the Appeals ; 
Panel sent by certified mail through the United States '! 
Postal Service in some instances has taken 30 days ! 
before delivery to the Chief Clerk of Proceedings. As 
a result, those appeals which were not delivered 
within the 15-day deadline, were not considered and 
the hearing officer's decision became final. 

If you choose to file an appeal with the Appeals Panel 
' by certified mail through the United States Postal Ser-
1 vice, we suggest you also send a copy of the appeal 

by regular mail or by fax to 512-804-4021. 
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en1plt1}'« • Yau n~ required ICI raport )'OUT l(\hll)' l\J )'WI' flt1Ph.l~.- wlthll\ ;m dly11 II' yaur ~mpiCJ,cr ~ 
hu wor1l:t11111' cornpanullun lnllllml'~' Ye-w huvc r,J\e right Ia lift UJ!IItllan~:e lh"'n lhC' I ""Ill' ' 
W«k"''lf Compemto.tion Commi.s5icn lll1d mQ be; 'Cftthlcd 10 ~n medical and incom~ bcnt:l'li~. ... ... ~ 
Por furth,.infDntlllliOII<oll you• locnl Cammlnion fiold offi"' or 1(~00)-l$2-10~1. .,., 

Tr,,htlhlll<tr'- Ef I'L'C~Ju~n que wted reponr 11u lni~n a eu l'mJIIt'latior cll!nlrl) l.lv )0 \IIU 1 pat~ll" cte1 dl1 en 
~tut ,.., lelflunll, 11 ¥Lt GI11J!Iumltll' Uauv M-.m'lr do '"'''"fW'•II~I~I rMr~t ll'l:l~lt~dma, ht C'ar~I•IOn 1'qfana dll! 
(:onlp«acr6n pw1 Tro~~atlcn·t:l'11 Ill ufm:'l IIAinc;m:lb ~~Ln~n.dnt. ~mbt~n puede que U!lled lqa d1n11csho 1 
~l.:nQF hi!!N!!I1dn~ m~icq1 'I manrt11ria11. Pen mayo!' inn.11W1R~~c-., I lame ala DRcln11. loca! de Ia Cam1•i6a 
I•MIIII·l'lol<l~ I, 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART I. GENERAL INFORMATION 

1, lnl'-"d Emplov.o·a Nlmo 

RIL.EY. FARRIER DEWAYNE 
~. O.laallnlurv 

OS/22108 
J. 50CIII 51QUtlly lllumbtr 

Crushing injury between gate and truck and 
falling 10 the ground. 

5, DOCIOr'~l """""', 1il1d !l111grae 

SHAHIO SYED, M.O. 

ft. Cllni~Jr-oeiiiiY Nama 

ALLIED MEDICAL CENTERS 
1, CNniCIFICIN!viDoclor P~anollo rll 

713-?85-2667/713/785-2659 
B. CllniCIFIC!II~IOoclor AQdre&a (llf8111 addt411) 

5718 BELLAIRE DLVD 
Clly S!ola Zip 

HOUSTON TX 77061 

(lor ~ronomloolon p~rpo••• on I~) 

8. Elf"l'lo~•·• Nam• 

CeS eNVIRONMENTAL 
10, Ernplaytr'o Fll8 or EPI'IIi Atclfen 01 kn-.) 

(71 J) 741!-8884 

11. lnaur1nco Ca,.ler 

TeXAS MUTUAL 
R Como•'• Fnlll or Emili Addl'afl (If Mn~~wn) 

(512) 224-3889 

PART II: WORK STATUS INFORMATION (rULLY COMPLETE ONF INCLUDING b 11r~A rw DATES AND DE 3rRoPTION IN 1 11' 1 AS Ari'LICM:ILI::I 

13. The Injured employee's medical condlllon resulllng from the workers' compensation Injury: 
D (~ will allow the employee to return to work as of (dale) without restc!ct!ons. 
[!31'6) will allow the employ,. ~n to work as of ¢'48 (date) wjth tne restrlc;t!on1ldantlflad in PART Ill, which ere 

ar.pectecl to laallhrough2 ~ (dste). 
D (c) has prevented anciSiill prevents the employee from returning to work as of (date) and Is expected to continue 

through (date). The following descrlbfn how thla Injury prevents tho amployae from retuml.,g to work: 

PART Ill ACTIVITY RESTRICTIONS' (ONLY COMPLETE IF !~OX 13(b) IS CHECKED) 

14. POSTURE RESTRICTIONS (if any): 

Mar. Hours per day: D 2 4 6 8 Other 

Standing I I 
Sittin!1 :=! ~1*:::=:=: 
Kneeling/Squalling ul <~1 ...... ...&....&....1 

Bendlng/SlooplnR ~~.1~1~=::=::~ 
~usl'llno/Pulling :=1 ~~~~*=: 
TwlsllnQI ~ ;:!l~.t~l =::~::: 
Other: I I I 
1.5. RESTRICTIONS SPECIFIC TO ( f IIPJ:IIh::•bla): 

0 L. Hand/Wrtat 

0LArm 

0LLeg 

D L. Fool/Ankle 

Oother: 

OR H11nd/Wriat 

0RArm ONeck 

0 R L.eg 0 Back 

0 R Fool/Ankle 

16. OTHER RESTRICTIONS (If anvl: 
Patient Is able to perform 5-edentary/llghl PDL. 

17. MOTION RESTRICTIONS (lfany): 

Ma11 Hours p!ir day: 0 2 4 6 8 Otl\l!!lr 

WalklnliJ I I 
Climb stairs/ladders 1..-1 
Graso/Soueeze I I 
Wrist flax/extension I I 
Reach I no u 
Ovorhofld RF.IFichlno I I J] I 
Keyboerdin9 I I I I I 
Other: -- r IJ I I I 
18. I.IFT/CARRV RESTRICTIONS (If any): 

!ZJ May not liftlcarr)l objecls more then ~lbs. 
ror more than __ houre per day 

D May not perform any lifting/carrying 

Oother:_ 

19. MISC. RESTRICTIONS (if any): 
[Z]Max nours per day or work: 6 hour 

[2]Sit/Stretcti breaks of _1 __ per HOUR 

OMust wear splint/cast at woril 

OMusl use crulches at all limes 

0No driving/operating heavy equipment 

Dean only drive automatic lransmlsslon 

Q No work I o __ hourslday work.; 

0 in extreme hot/cold environments 
0 al heights or on scaffolding 

OMust keep---------

DEievated Cb1ean & DIY 
0No 1kln cont11ct wllh: ------
Ooressing changes necessary at woril 

DNo Runnln 
20. MEDICATION RESTRICTIONS !If anvl: 

0Musl take preserlpllon medlcallon(s) 

0 Advised to taka over-the-counter mede 
""'""· "'T-he_s_a_re_s-tr71c~tlo-n-~-.-re~ba-.-e~d -o-n...,tn=-e-d~oc:~to"'!'r's~be-.-, -u-nd:-e-:-rs-:-ta-n-::dl;:-nn-o~f ::-th-e _e_m_p:-lo-ve"':'a~·~:-e:-:ss-=-e:-:n-:;tle::-;1--:lo-::b-f:-u-nct~i'""on""s-. -::11-:a:i f7l Medication may make drowsy 

pemcular me!rlcUon does not apply, I! ahould be dltreQeMIIIl. If modln•d duty rn~r meale theae rn!rlctlone le nol (pOssible aafety/drlvlnglssues) 
available, lh8 oatlent should be considered to be off wor1l. Note • these 1'8&trtcdons should be followed outalde of work 
at well u al wor11. 

D~te I Time of Vis~ 
11/25108 

TWCC 73 (Rev, 07/04) Page I 

-n;o.;.;.;=7:..:....:.;;.;;.;.~!;.----- (date) Ell __ : __ amfpm 
____ (date) at~ __ am/pm 

____ (date)at __ : __ am/pm 

11111111 1111 IIIII illllllll 1111 111111 111111111·1 ·1111111111111 TEXAS WORKERS' COMPENSATION COMMISSION 
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1exasMutuaL 
Date 1/2/09 

C E S ENVIRONMENTAL SERVI 
4904 GRIGGS RD 
HOUSTON, TX 770213208 

Insurance Company 

A BRC has been scheduled for the claim indicated below: 

Employee: RILEY, FARRIER 
Claim Number:  
Employer: C E S ENVIRONMENTAL SERVI 
Date of Injury: 5/22/2008 

DWC Number: 08272108 
Docket Number: 08272108-04-BR 

Adjuster: DEBBIE K. GARRETI 
Phone Number: 1-800-859-5995 

BRC Date: 1/20/2009 
BRC Time: 10:00 AM 

Hearing Rep: Cheryl Thompson 
Phone Number: 713-376-1276 

BRC Location: Division of Workers' Compensation- Missouri City 
2440 Texas Parkway, Ste 240, Missouri City, TX, 77489 
281-403-7050 

EPAH0043000316 
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Tl'lb._,odor- llll•«,.u4a que 11110<1 ~ •~ loti~ 1 r. -IC114or dOIIti'O • 30 dill • portlr del dlo on 
q.., •• I,.IDflll, ol o• omploodar d•• , • .,.., do • ...,,..,_16• ,..... .. ~lid-. Ia C0111IIIOII Tqj1111 do 
C<B11p111111Gi6n pen Tta~odonoo lo .U.... al-.alo ....,.lla, lllmbilll poodo II"" ,.l.o<l oonp don!dlo • 
oiortoo bonllfic:ioo mto~;,., y mon-01. Pan.lllO)'UI' inllmnaci6n 11111110 • Ia oficlna looal do lo Comlod6n 
l·ll»-l~l-70JI. 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART I Gt;NERALINFORMATION 

1. In!~ red E"'IIIOyll'l Nam1 

RILEY, FARRIER OE:WAYNE 
Z. Dala Qf lnl\lfy 

Of5122/08 
3. Goclll SICU~I~ 1'4~!!1118! 

4, employe•·· Doagrlpagn gf lnlury/Aogl4tnl 

Crushing Injury between gats and truck and 
falllnglo lhaground. 

5. COQIGfl Nlllll lnd Oef<• 

SHAI·IID SYED. M.D. 

ALLIED MEDICAL CENTERS 
1. CttniC/FiciQl~cclor J>ha111 & Far 

71 3·785·2667/7131785-2659 
a. Cllnlc/Fachllyltlaclor AllfreH (II,..IIU/'ell) 

:1718 13El.L.AIRE OLVD 
Cll~ 51111 Zlp 

HOUSTON Tl< 77081 

Q, Empi!!Jtft NIMt 

CES ENVIRONMENTAL 
10. emot~• F1d or E111111 Alld•- (lr knaM~) 

(71 3) 748-86&4 
11. lftllftftGI C.n1« 

TEXAS MUTUAL. 
12. CoM.(• F1111. or Er111N Addi'WI (W knc~wn) 

(512) 224-3889 

PART II WORK STATUS INFORMATION 11 11, IV Cr'l'~l~l F I I ON I: INCLIJL·INI. b liM!\ llU Ul\ I b 1\Nl> Ut~'-1.11 II.HIII' Uci /\> 1\1'1 LIL/II.LI.) 

13. The injured emptayee's meclicel condition resulting from the workel'!l' compensation injury: 
0 (a) will allow the emplo~ee to return to worl< as of (date) without rt!trlctlana. 
1ZJ {b) will allow the emplo~ee to retum to wortc ee of 11f2SJOA (dale) with the restriction• Identified In PART Ill, whillh are 

••peeled to lastt~roug~ 01125/08 (data). 
0 (c) has prevenleG and sllll prevents the employee from retumlng to wori( as of {data) and Is !lllpact8d to contlnu!l 

through (dale). The fOllowing describes how lhls Injury preYttntllhe emplope from retumlng to work: 

PART Ill ACTIVITY Rl:STRICTIONS" (ON I Y Cf1MPI.I:l [II' POX 1:!(1J) I~ Cl-lf CKED) 

U, POSTURE RESTRICTIONS (if any): 17. MOTION RESTRICTIONS (If an~); 
Me• Hours per day; 0 2 4 e a Other Ma• Hours per day: 0 2 4 e 8 Other 

Standing I I I I -- Wall(lng I I Tl r I 
SiftinA I I I I -- Climb stalrs/la:dd8rs .,iJ n TJ 
Kneallng/Squan.lng 

~· I Graup/SQUHZI 

Bendlna/StOOPinA ! __ Wrist lltiltlaxt!lnslon 

Pushlna/Pulllna I __ Reachlrl!l 

I -- O~rhead Read'linQ 

~~~mucncoors1itc~~fo~;;;~iiiiil:'l Keyboarding 

I 15. ~O~th~er~:~~~~~;;~~~~~~~ 
0 R Hand/Wrisl 18. LIFTfCARRV RESTRICTIONS (If any): 

DR Arm 0 Neck [ZJ May no! 1111/carry objects more than ~lbs. 
D R l.eg IZl Back ror more 1~1n __ llour5 per day 

DR Fool/Ankle 0 May not perfonn any lifting/carrying 

Oother; 

ONS (If anv): 
Patient Is able to perform sedentary/light POL 

mGtr1ction& are based Ol'l the doctor's best undemanding of lhe essenltal Job functions. II a 
1111110ul1r 111etrlot1on dou not 1pply, It •I)Q~Id be dltreQII'Gtd. If modlfltll duty mallla lhaH rallb1ctiOI\tl It 1'101 
avalle!IIO, tho petiOI'II ehoull! be conaldert~d Ia be off woril. Note • tiiOSO reatrletlons ahould lie followed oullllda of wo11< 

I atworil. 

19. MISC. RESTRICTIONS (if any): 
[2]Max hours per d1y or work: ~ 
[!)Sit/Sirelch breaks of_1 __ per .t!2!:!fi 
OMuet weer epllntlcast at worlt 

DMu11 u1a crutche1 at all tlmea 

0No driving/operating h!lavy equipment 

Dean only drive 1ulomlllc lnllnamlulon 

ONo work I O ~ours/day work: 

D In extrame hot/cold environments 
0 al helgnte or on eceffOI<IIng 

OMustk!llll ________ _ 

Delevated Cbean & Dry 
0No akin contact with:------

Ooreselng Ctlanges neceseary at work 

D Must take prescription medication( e) 

OA<Ivl&eciiO t.eiUI ollar-th:tunter mee1111 

171 Medication may make y 
lPO'aalble aaraty/drlvlng IIIIUBII 

,..._.,--'-'-'-'=~:.::..:..:...::.!:.. ____ (dale) at_ : __ am/pm 

____ (d11te) al __ : __ am/pm 

1WCC 73 (Rev. 07/04) Page I 1111111111111m 1111111111111111111111111111~ 11111111 TEXAS WORKERS' COMPENSATION COMMISSION 
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Div1s1on use 

TEXAS DEPARTMENT OF INSURANCE 
DIVISION OF WORKERS' COMPENSATION 

Si prefiere hablar con una persona de habla hispana acerca de esta 
correspondencia ode su reclamo, sirvase llamar al1-800-252-7031. 

February 11' 2009 
CES ENVIRONMENTAL INC Claim No:  
4904 GRIGGS RD Docket No: 08272108-03-CC HOUSTON, TX 77021-3208 

Carrier No: 99J0000533279 
Employee: FARRIER RILEY 
Employer: CES ENVIRONMENTAL INC 

THIS LETTER IS SENT TO YOU FOR YOUR CES ENVIRONMENTAL SERVICES 
INFORMATION ONLY, AND DOES NOT Date of 
REQUIRE ANY ACTION ON YOUR PART. Injury: May 22, 2008 

INC 

The Hearing Officer has reached a decision and entered an order in the above referenced claim. 
Copies of the decision and a fact sheet explaining what to do if you want to appeal this Hearing 
Officer's decision or if the other party appeals the decision are attached. 

If you have questions or need help, please call or write to the field office shown in the letterhead 
above. To expedite the handling of requests for appeal and responses to requests for appeal, 
all correspondence should be addressed to the: 

DR03(Rev. 11-05) 

APPEALS CLERK, HEARINGS 
TEXAS DEPARTMENT OF INSURANCE 

DIVISION OF WORKERS' COMPENSATION 
POST OFFICE BOX 17787 

AUSTIN, TEXAS 78744-7787 

Sincerely, 

Texas Department of Insurance 
Division of Workers' Compensation 

An Equal Opportunity Employer 

EPAH0043000318 
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TEXAS DEPARTMENT OF INSURANCE 
DIVISION OF WORKERS' COMPENSATION 

Si prefiere hablar con una persona de habla hispana acerca de esta 
correspondencia ode su reclamo, sirvase llamar al 1-800-252-7031. 

CES ENVIRONMENTAL INC 
4904 GRIGGS RD 
HOUSTON, TX 77021-3208 

November 20, 2008 

THIS L£TTER iS SENT TO YOU FOR YOUR 
INFORMATION ONLY, AND DOES NOT 
REQUIRE ANY ACTION ON YOUR PART. 

BENEFIT REVIEW CONFERENCE 
DATE: December 8, 2008 
TIME: 10:45 AM 
PLACE: TO 1-0 IV WORKERS' COMPENSATION 

2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281) 403-7050 

ClaimNo: 

DocketNo: 08272108-03-BR 

Carrier No: 99J0000533279 

Employee: FARRIER RILEY 

Employer: CES ENVIRONMENTAL INC 

Date of 
Injury: 

CES ENVIRONMENTAL SERVICES 

May 22, 2008 

CONTESTED CASE HEARING: 
TENTATIVE DATE: TO BE DETERMINED 
TIME & PLACE- TO BE DETERMINED 

THIS CLAIM HAS BEEN SET FOR A BENEFIT REVIEW CONFERENCE 

1 ~·r ......... 

You are required to appear at this conference at the time and place stated above. The parties 
will attempt to resolve any disputes about this claim. A Division Ombudsman will contact 
unrepresented employees within two weeks to offer assistance in preparing for the conference. 

The Benefit Review Conference is an informal meeting between an injured employee, the 
employee's designated representative (if any), and a representative of the insurance carrier. The 
employer is also entitled, but not required, to attend the conference. A Benefit Review Officer, 
who is an impartial Division employee, will also be present and will assist the parties in 
resolving the dispute. No testimony will be taken and no recording will be made. 

The Benefit Review Officer will summarize the results of the conference. If all disputes are not 
resolved at this conference, the Division will hold a Contested Case Hearing. You will be 
advised by separate correspondence of the date, time, and location of the Contested Case Hearing. 

Not later than 14 days before the conference, you must provide to all other parties and the 
Division field office handling the claim copies of all written information relevant to the 
disputed issue or issues. If it is not possible to mail the information in time, bring enough copir 
to the conference to give to all parties. 

DR01 (Rev. 11-05) An Equal Opportunity Employer 
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If you wish to cancel or reschedule this conference, you must contact the Field Office at the 
address or telephone number below. A request to cancel or reschedule this conference must 
be made within 1 0 days after you receive this notice. A request received after 1 0 days may not 
be granted unless the Division determines there was good cause for the delay. 

You are required to attend this conference. Failure to attend may result in an Administrative 
Violation and a penalty up to a maximum of $500. 

Sincerely, 

TDI-DIV WORKERS' COMPENSATION 
2440 TEXAS PARKWAY, SUITE 240 
MISSOURI CITY, TX 77489 
(281)403-7050 

THIS LETTER WAS ALSO SENT TO THE FOLLOWING: 
FARRIER RILEY 
12 OLD PRESIDIO DR 
MANVEL, TX 77578-5601 

OGLETREE ABBOTT LAW FIRM LLP 
FYODOR D. CLAY 
12600 N FEATHERWOOD DR STE 200 
HOUSTON, TX 77034-4440 

TEXAS MUTUAL INSURANCE CO 
PO BOX 12029 
AUSTIN, TX 78711-2029 

DR01 (Rev. 11-05) An Equal Opportunity Employer Ml 082721 08-03-BR 
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Tnab~ndar • IS necsDrio Q_Ue Wlttd l'e'JXI"~ liU lcsi6n a IU cmpleadar dentfo de 30 dial n p11nlr del dta en 
qua 11 lt!ll~tl. 1IM1 empJa~dor11ana IG.\II"Cl dD (:CJmpiJfltlaldn Ill"' rr.b"Ddara~. Ia Co1nt.h~n 'l'qlan11 de 
Cmnpmueci® pan Tra~ledon!a le ofraca ui11tencla ptuilB. lambljn puede quo U!ted ten~ derecho 1 

cim~ beneficim ~i(JCP.I 'I maneWios. P11n1 ma.yar informaci6n llame a Ja. oficina. toall de Ia Camisi6n 
l·~llO·l~l·70ll 

TEXAS WORKERS' COMPENSATION WORK STATUS REPORT 
PART I GENERAL INFORMATION 

6. Coclofl Nome 1nd tlelllll 

SHAHID SYED. M.D. 
1 "'lured Emcloyee'a NorM 6. CNnlciFociMI~ Nama 9, Employtll'o Nome 

RILEY. FARRIER DEWAYNE ALLIED MEDICAL CENTERS CES ENVIRONMENTAL 
, ~'"'~'"' A-:.,::ll:::lll~Y N:::-.-:::m::b::.,:---+.1-, e:::M::nl:-::c/~~...,::-:.::::llll~v/Oo=c::-::\Of~P~~::~::·~:"l,r.F"':-.~. --------+.1:-:::0-, ~~mp=loy9f'~~. ':"'~.::,-:::ll-:or~5"=mo~h ':"Aa::::~-:,.:: •• :-1(~11 ~kn::.,...,=,-------1 

0512210(1 713-785-266717131785-2659 (713) 748-866<1 
4. EmpiOyei'O DIIC/1ptlon Ol l~iuiY!ACCIOinl 

CNShing injury beiWeen gate and truck and 
falling to tna ground. 

e. Cllnii:IF'aolllly/Doc:lor Add"'" (olf.,.loadroao) 

5718 BELLAIRE DLVD 
cnv 
HOUSTON 

Slalll 

TX 
Zip 

77081 

11. lneuranoo Corri.-

TEXAS MUTUAL 
12. Carrlafa Fad or EmAil Addrooe (If known) 

(512) 224-31189 

PART II WORK S I A l'US INI-ORMATIQN ,I 'J' I> r'r M~1 r• I' (ll,lf lfj(l II !IN_, 1->; 'IMA 'I I' IJA I I, AND Gl s.,R I IILJN 'v I , I A' f,l I l.it.AIJL[I 

Max Hours per day: 0 2 4 8 8 Other 

Standing 

SininQ 
Kneellng/Squilnlng 

Bendinjl/Stoonina 

Pushlna/Pulllna 

D I. H:md/Wrisl 

0LArm 

Or. Leg 

D L Foci/Ankle 

eppllcabla): 

0 R HandNVrlsl 

0RArm 0Neck 

DR Lag D Back 

0 R Foot/Ankle 

RESTAtCTIOIIIS llf anvl: 
Patlentlr; al:lla to perform S8dentary/llght PDL 

Max Hours per Clay: Otl'ler 

Walking I I I I I 
Climb stalrslladdars I I I 1 l 
G rasoiS aueeze Dl 
Wrist fleKieKiension I I l 
Reach ina 

Overhead Reaching I I 
KeyDoarding I I 
Other: 

18. LIFT/CARRY 

D May not lift/carry objects more tllan __ lbs. 

lor more ll"um __ hOurs per Clay 
D May not perform any lifting/cenying 

Qother: 

19. MISC. RESTRICTIONS (if any): 
0Ma• hours per day of work: __ _ 

OS it/Stretch breaks of __ per __ 

OMusl wear splint/cast al work 

OMusl use crutches st all tlmee 

0No driving/operating heavy equipment 

Dean only drive automatic tr&nsmlaalon 

DNo work I o __ I'IOurs/dey work: 

0 in extreme hot/cold environments 
D 111 holgrlla or on ecJHoldlng 

OMust keep ________ _ 

DE.Ieveted ~lean & Dry 
0No Akin contact with:-------

Qoresslng cnanges necessary at wcrk 

0No 
20. MEDICA nON RESTRICTIONS llf 

0Musllake prescription medlcatlon(s) 

0Advlsedlo take over-t~e·ccunter meela 

r-1r~h;,.~;;;8:-;;;;;;:;l;;;;;;-;:-;~;;;ro:t;;;;;;;~O;;-n ti,,~.,e;-~;;;o;oc:klo;;;,;. bb:; ... ;,-;u;;;,;;tde;,rs;I;An;;;dfltln;,:g;"71of~t:;;-he;;-;;e;;;m:;;pi;;lo;.ve;;;o;:;' s~e;;;s;;s;,en:rtt;i;;ai"l ;;;jobb ;;;;;dl.;;;;:-. Iiiio&~ n Medicetion may make drowsy 
particular reatrlctlon doea not apply, II &I\Oula !)o~ dltrect•l'lled. II modlfted duty lllel meet1 ltleae reatrlctlona Ia not (pOaslble eafety/drlvlng ISIIU&!) 
available. the J)ilticnl s~ould be oonelllered to be off wor1<. Note - the&a rastrlcUons $hCuld be loll owed outside of wolil 
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THIS LETTER WAS ALSO SENT TO THE FOLLOWING: 

FARRIER RILEY 

TEXAS MUTUAL INSURANCE CO 
PO BOX 12029 
AUSTIN, TX 78711-2029 

OGLETREE ABBOTT LAW FIRM LLP 
FYODOR D. CLAY 
12600 N FEATHERWOOD DR STE 200 
HOUSTON, TX 77034-4440 

LAW OFFICE OF GILBERT ATKINSON 
GILBERT ATKINSON 
14520 MEMORIAL DR STE M # 150 
HOUSTON, TX 77079-5427 

DR03 (Rev. 06-95) An Equal Opportunity Employer Ml 082721 08-03-CC 
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CONFIDENTIAL 
Tex. Labor Code 

*402.083 

TEXAS DEPARTMENT OF INSURANCE 
DIVISION OF WORKERS' COMPENSATION 

MISSOURI CITY FIELD OFFICE 
MISSOURI CITY, TEXAS 

FARRIER RILEY, 
CLAIMANT 

§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 

v. DOCKET NO. 
MI/082721 08/03-CC-MI43 

TEXAS MUTUAL INSURANCE CO., 
CARRIER 

DECISION AND ORDER 

This case is decided pursuant to Chapter 410 of the Texas Workers' Compensation Act and 
Rules ofthe Division of Workers' Compensation adopted thereunder. 

ISSUES 

A benefit review conference was held on December 8, 2008 to mediate resolution ofthe disputed 
issue; however, the parties were unable to reach an agreement. A Benefit Contested Case 
Hearing was held on February 4, 2009 to decide the following disputed issue: 

Does the compensable injury of May 22, 2008 extend to a disc 
protrusion at L4-5, lumbar facet arthropathy at L4-5 and L5-S 1, and L5 
radiculopathy? 

PARTIES PRESENT 

Claimant appeared and was represented by Fyodor Clay, attorney. Carrier appeared and was 
represented by Gilbert Atkinson, attorney. 

BACKGROUND INFORMATION 

It was undisputed that the Claimant sustained a compensable lumbar strain/sprain and left wrist 
injury while working for CES Environmental Services, Inc. on May 22, 2008. The evidence 
showed that the injury occurred when the Claimant, who was a truck driver for the employer, 
was making a delivery to a customer's plant, and while waiting at the entry gate to be admitted 
onto the grounds, was hit by the automatic gate, which caused him to be pinned against his truck, 
and in attempting to free himself from the motion of the gate, the Claimant violently twisted his 
lumbar spine. The extent issue herein turns on whether medical evidence establishes a causal 
connection between the delineated conditions and the Claimant's compensable May 22, 2008 

12/07 
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~402.083 

injury. After a review of the entire record, it is determined that the Claimant met his burden of 
proof, through the reports of Dr. David Dent and Dr. Stephen Esses, to show that the May 22, 
2008 injury extends to and includes a disc protrusion at L4-5, lumbar facet arthropathy at L4-5 
and L5-S 1, and an L5 radiculopathy. The report of the designated doctor, Dr. Larry Skeete, is 
contrary to the preponderance of the evidence on this question of extent of injury to the lumbar 
spine, and the Claimant persuasively argued that it appears that Dr. Skeete did not fully 
appreciate the entire mechanism of his May 22, 2008 injury, namely the violent twisting of his 
low back that was involved. 

Even though all the evidence presented was not discussed, it was considered. The Findings of 
Fact and Conclusions of Law are based on all of the evidence presented. 

FINDINGS OF FACT 

1. The parties stipulated to the following facts: 

A. Venue is proper in the Missouri City Field Office of the Texas Department of 
Insurance, Division ofWorkers' Compensation. 

B. On May 22, 2008, Claimant was the employee of CES Environmental Services, 
Inc., employer. 

C. On May 22, 2008, employer had workers' compensation insurance coverage with 
Texas Mutual Insurance Co., Carrier. 

D. On May 22, 2008, the Claimant sustained a compensable lumbar strain/sprain and 
left wrist injury while in the course and scope of his employment with CES 
Environmental Services, Inc. 

2. The conditions of a disc protrusion at L4-5, lumbar facet arthropathy at L4-5 and L5-S 1, 
and L5 radiculopathy in the Claimant's spine were caused or aggravated by, and naturally 
resulted from, his May 22, 2008 injury. 

3. The Carrier delivered to Claimant a single document stating the true corporate name of 
the Carrier, and the name and street address of the Carrier's registered agent, which was 
admitted into evidence as Hearing Officer's Exhibit Number 2. 

CONCLUSIONS OF LAW 

1. The Texas Department of Insurance, Division of Workers' Compensation, has 
jurisdiction to hear this case. 

2. Venue is proper in the Missouri City Field Office. 

12/07 2 
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3. The Claimant's compensable May 22, 2008 injury extends to and includes a disc 
protrusion at L4-5, lumbar facet arthropathy at L4-5 and L5-S 1, and L5 radiculopathy. 

DECISION 

The Claimant's compensable May 22, 2008 injury extends to and includes a disc protrusion at 
L4-5, lumbar facet arthropathy at L4-5 and L5-S 1, and L5 radiculopathy. The Carrier is liable 
for compensation. 

ORDER 

The Carrier is ORDERED to pay medical benefits in accordance with this decision, the Act and 
the implementing Rules. 

The true corporate name of the insurance carrier is TEXAS MUTUAL INSURANCE CO., and 
the name and address of its registered agent for service of process is 

RUSSELL RAY OLIVER, PRESIDENT 
6210 HWY. 290 EAST 

AUSTIN, TX 78723 

Signed this 6th day of February, 2009. 

Patrice Fleming-Squirewell 
Hearing Officer 

12/07 3 

EPAH0043000325 



Appeal Rights and Procedures Notice Sent to Parties DR 
Information for Injured Employees from the Division of Workers' Compensation 

Any · arty, including tht! injured employee, may 
appeal in writ;ng any dedsion issued in a contested cast! 
hearing to the Appeals Panel of the Texas Department of 
lht! lnsuranct. Division ofWorkc:rs' Compensation (TDI
DWC). Tht! ~ritten appeal should t!xplain why the injurt!d 
employee or party believes the decision on each issue in 
the contested case hearing is wrong. If a party tiles an 
appeal, the other parties to the dispute must file a written 
response to tj1e appeal. The responst! should explain why 
the party beli. ves the decision is correct. 

Ombudsman ~ssistance 

I fan injun:d c.nploycc h~1s nnl hirL·d an altorm:y and docs 
nnl ha~~.: anv .Jih~:r lypL' nf n:pr~·s~:nlalion. assislanc~: is 
~l'.ailahk l'n111• an Omhudsman. ( >rnhudsm~:n ~:an help an 
injun.:LI ~:mph · \:~.:. free of charge, .,..,. ith their appeal or 
respnnsc to ~~~ .lppeal. Ombudsmen muy not give legal 
adv i~:c, mak1 my decisions li1r an injured employee or 
sign agrcemcr' or li1m1s. ( >mbudsmcn have smnple limns 
l(>r an app~:al · ; a response to an appeal, :mu can hdp 
cnmpleh.: the . rms. The forms ar~: mailabh..: in English 
anu srmni'ih, :, d there is no charg~: l(lr the limns. You 
nw~· l'l'llll ~1 C)· . 1udsman assislall\.'C h~· callinl:! J.:-;(1{,-I:Zr
OIEL' 1 1-XM 93-6432). For nHHI: information on 
Omhudsman :· istancc sc~: hltp://\\W\\.oiecstntc.l\.usl 
lt.!.P•c.,_ tJI nhu~h ... !IL.!llinl. 

Appeals Pant Review Procedure 

Appeals Panel. ·. Jges will review the appeal, any responses 
to the appeal, tl· hearing officer's decision, and the record 
from the conte :d case hearing. 

The parties canr-,,t attend any portion of the appeal review 
process. Unless .. ' e appeal clearly indicates there is a legal 
error, it is likely: :e decision of the hearing officer will not 
be reversed. I' 1der Section 41 0.204(c) of the Texas 
Workers' Comp ;!lsation Act, the Appeals Panel may only 
write a decision hat reverses the decision of the hearing 
ofticer, otherwiL the hearing officer's decision becomes 
the: decision oftl ; Appeals Panel. In more thun 95 percent 
of all appeals. the hearing ofticer's decision is legally 
correct and b~:comes the decision of the: Appeals Punt! I. 

If a dccis ·m is v. • tten as a result of an appeal. theAppt!als 
Panel will eithe 

This publlc.ttion is a summary and is presented for Informational 
purposes O•lly. It is not a substitute for the statute and TDI-DWC 
rules. For ·l•Jestions about TDI-DWC rules, please call Customer 
Assistance .Jt 1-800-252-7031. AP04-068G(3-08) 

II 
!I 
I 

:I 
II 
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I 

• "reverse and remand" th .. decision by returning it 
to the hearing otlicer, be<.ause it has been 
determined that corrective action must be taken 
by the hearing ofticer to ;~ach a legally correct 
decision; or 

• "reverse and render" by tssuing a new decision 
when it is determined that that hearing officer's 
decision is against the gre;&t weight of the 
evidence presented, or that the hearing officer 

· has misapplied the law a.:-J reached an 
incorrect result; in such c • Je, a new decision 
is entered by the Appeals • 'anel. 

If an appeal aubmltted by an Injured employH or 
another p8rty dOH not Include clear reaaona why 
an Injured employH or pilrty bt!llevn the hearing 
officer'• declalon Ia wrong, the · •vl:.tw of the appeal 
will probably rnult In the heart• .,; officer'• declelon 
becoming the final declelon of the Appeala Panel. 

Writing an Appeal or a Respom- ' to an Appeal 

,\ny .i!l2Jl\.1l.l rccci"eu hy TDJ-DW( must expluin why thL' 
rarty hciiL'V\.'S lh1: decision in th~: Cl lcstcd Case hL'arin~ j..; 

'~rong. lhat c.,plaJWtiun nw) ;lmh.: rd\:rcm:..:s 111 

testimony and documents prescm I ·as eviuence at the 
collk~t...:d L·;,~L· hL';Irin!:_!. :\lso, lhl' c. lanatinnmay include 
r\.'li:I'L'IlCL'S Ill the Te.\:JS Workers 'l't' olJll:llSat ion Act. T f) 1-
D\VC rules, court cases, uthcr TD · DWC Appl..'als P:mel 
decisions, anJ lhl· Appeals Punell. _ :ision :VIanual. 

,\ 1\.'Spnns~.·tn:m appeal slmuld L'Xpl; : 1 \\ hy a purty hdieves 
th~: dc~:isiun issu~:d in the contcsh ·. CliSI: hearing is still 
correct. Thut cxplmwt ion muy i. •duLie rcli.:rcnees to 
tcstimnn)· ami documL"nls prcscnh' as e\ idcncl' at thL· 
contcstl·d cusc hearing. Also, the ex, . mat ion muy indudL' 
rclcrcnccs to th~: Texas \VorkL·rs' Co : pcnsution Act, TDI
I>WC ruks, court cases, other Tl>l I ·WC Appeals Panl'l 
decisions. anu the Appe:.~ls Panel Dt _ :sion ,\ll:~nuul. 

Time Deadline to File an Appeal 

A party has 15 days to tile an appeal of a contested case 
hearing. The 15 days are counted starting on the day after 
the date the cover Jetter and decisi Jll is received by the injured 
t!mployee and the other partie!' 10t C•Junting Saturdays and 

For further assistance, call 
1-800-252-7031 

or visit 
www.tdi.state.tx.us 
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Appeal Rights and Procedures Notice Sent to Pa~ies 
Information for Injured Employees from tt·. ~Division of Workers' Compensation 

Sundays and holidays listed in Section 662.003 of the Texas 
Government Code (the first day of January, New Year's Day; 
the= third Monday in January, Martin Luther King. Jr. Day; the: 
liJ'h day of January, State Contedemte Heroes Day; the third 
Monday in February, President's Day; the second day of 
March, Texas Independence Day; Good Friday; the 2 I'' day 
ofApril, San Jacinto Day; the last Monday in May, Memorial 
Day; the 19'h day of June, Emancipation Day in Texas; the 
fourth day of July, Independence Day; the 27'h day of August, 
LynJun Bain~s Johnson Day; th~ lirst Monday in Septembt:r, 
Labor Day; Rosh Hashanah; Yom Kippur; the II"' day of 
November, Veteran's Day; the fourth Thursday in November, 
Thanksgiving Day; the Friday after Thanksgiving Day; the 
24'h day of December; the zs• day of December, Christmas 
Day; and the 26"' Day of December). 

The start date of the I 5-day period is: 
• five days after the date of the cover letter or the 

next working day if the 5th day is not a working 
day, if it is mailed, unless the great weight of the 
evidence indicates otherwise; 

• the sumc= working day if the covc:r letter was faxed 
or sent electronically by the TDI-DWC during 
normal business hours; 

• the next working day if the cover letter was faxed 
or sent electronically by the TDI-DWC, but not 
during normal business hours on a working day; or 

• (for insurance carriers only) the next working day 
after the cover letter was placed in the insurance 
carrier's Austin representative box. 

Time Deadline to File a Response to an Appeal 

Atler an appeal is tiled with the TDI-DWC, an injured 
cmployt:t: and tht: other partic:s to the: dispute have 15 days 
to file a response to that appeal. The 15 days are counted 
starting the day after an injured employee or other party 
receives an appeal filed by the other party. not counting 
Saturdays and Sundays and holidays listed in Section 
662.003 of the Texas Government Code. 

Filing an Appeal or a Response to an Appeal 

An appeal or response to an appeal should be filed with the 
Chief Clerk of Proceedings in the TDI-DWC Central Ollice 
in Austin as stated in the cover letter. If an appeal or 
n:sponse to an appeal is tiled in any of the TDI-DWC local 
otliccs. it may delay processing of the appeal or response to 
an appeal. 

Pagf 2 
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An appeal or response to an appeal must be filed within 
the 15-day deadline to be considered. A late appeal or 
response to an appeal wJII not be considered. 

Serve the Other Party or Partial 

An appeal or response to an appeal must be served on the 
other party or parties on the same day that the appeal or 
response to an appeal is filed with the TDI-DWC. To 
serve the other party means to give the other party or 
parties a copy of the appeal or response to an appeal. 
Serving an appeal or a response to an appeal must be by 
personal delivery, certified mail with return receipt requested. 
fax, or any other verifiable means of delivery to a home or 
business address. You are advised to maintain proof of 
the: delivery. 

A certificate that the other party or parties have been served 
must be included with the appeal or response to an appe.1l. 
. iere is an example of such a certificate: 

'I hereby certify that I have on this __ (date) day of 
_____ (month), __ (year), served a copy of 
1e attached request for appeal on ------
--------- (state the name of the other 

, arty receiving the copy) by---------
_ ----------- (state the manner of 
· '!rvice). 

----·----------" (Signature) 

. 1aU or f11 all Appeals apd Responses to Appeals 
i,t;_ 

.''lief Clerk of Proceedings 
·. xas Department of Insurance 
.vision ofWorkers' Compensation 

P.O. Box 17787 
Austin, Texas 78744 
J! 2-804-4021 (fax number) 

' WARNING NOTICE: Delivery of appeals to the Appeals : 
Panel sent by certified mall through the United States 1 1 

Postal Service In some lnstanc" has taken 30 d•ys : I 
befo,. delivery to the Chief Clerk of Proceedings. As . 
a result, those appeals which were not delivered 
within the15-c:fay deadline, were not considered •nd ! 

the hearing officer's decision became final. 

If you choose to file an appeal with the Appeals Panel 
1 by certified mall through the United States Postal Ser- ' 
1 vice, we suggest you al•o send a copy of the appeal ' 

by regular mall or by fax to 512-104-4021. 
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1.11\jtlti\CC • '011 IU'l' IC4'tiiL'tllll I'..:J•••I'I ,vuur 111Jtli'Y It• )flii.U r:mpltty~-1' ,~·Uhlll J(J Lh•Y~ If 711Ur 
empiD:f'-"1' hL-. \l'Orkerg' C6mpensnnon Uliur:tncc, You ltllvl! t!'k! ri)lht to ~·ee OlSSiltlnCc from 
l~ ,lt::~fll, Dcpll"hTIDI\t I'Jflnautltllt:e, O\Y11iCin ~r\Nutkarw' Crtn1POI1111rtion nn(i t'ln)' 1:-: ~nritlert 
ltD --~·mtdlaal tql, 11'10\'"" banan, •. Pt\t' f\Jt,her intar,.ntl\ln etrll yo~' lt1Cftl Oivl!llia.- ncld 
omc..~t !(1.011\-151.·70!1. 

r';illfJII.:hW" • r,!O 11\lll.\JII>II.I IU '"!~CI I'I:VUJI"" ~U JC6.1\JII II 'l\11.!111\IICII'-IVI l,jl;JUIIJ UC ,7U \llt'lt. 1\ ~W••I "u:: 1U l~l,.lltlo <cu !iYC 

!lc le."'innO a[ ea qu'C' su emolcndOt' tOUCltn eon un ~cgurn de compmMci6n pAr~ tnr~tndortt~. U•tcd ricne 
d~rr~.~n rt rt!C~blr Mill!t:n~itllltnt~iu, J)Qt' pnn:c do In Pivl•l6n 4Je CO.,.f'~r'lltDI!i6n p,r., 'J·rablj"Litlrd, '1 
tlimbt~n f't.l~a I ~mar der~cho II ~lcrlol batQiidoJ m~lcas 1 mQne11WIO.II. PM"'I nut)Ot lafomta,idJ\ 
cornunlque.v o;CIII lll oficinalocal da Ia Divisi.5n all~~rCII\t' 
1-~Q0-~~2-70.11' 

' 1~1 will Allow rh~ omr}lcvaA to return to worlc as of----·· 

, lbl wrll allow the employee to return to worll as of_ . ····-- (datal ~rtb.the raJ.tri.c.ti~llS identified in PART Ill, which ere 
~cted to l,eat through (diHa). 

~cl · has and still J)revente the Brl'IIMCII!a•e 
th (date), Th!l TQUIOV.rl"'nll!!lr::;r·roor., ... ru 

Sitting, 

Kneeling/Squatting 

0 2 4 6 8 Other 

'I_ I: I 

IJ L.IU IJ 0 
00000 

Bending/Stooping [J 0 [J [J [J U 
Pu~hin~/PulllnQ n n n [l [J 

Max Hours per day; 0 2 4 6 8 Other 

Walking l..ll.l U lJ lJ 

Climb ateire/ladders 00 iJ [J r.J 
Grasp/Squeeze 0 0 [J 0 0 
Wrist flelCiextenslon 0 1..1 U LJ lJ 
Rnching 

l Ma11 hours per day of work: 

0 Sit/Stretch breaks of __ per __ 

1':'1 Must wear spl!ntlcast et work 

0 Must use crutches at all times 

Twie1ing n I] [I 0 0 Overhead Reaching 

IJDOIJ fl 
00[][1[] 

1J No driving/operating heavy eQuipment 

0 Can only drlvt!i automatic trsn!lmlselon 

0 No work I D -----bQurslday work: 

fiotn·i···~·'i§.l mlli;ilc5Nir5·~ .. 1Elc1TII ~.'c1.:1:r '(f);l iifi~~:i;i;):jt<eyboardlng 
I . RESTRICTIONS SPECIFIC TO (if 

iJUUUU U In eJr:treme hot/cold envtronmems 

rJ at heights or on scaffolding 

[I L Hand/Wrist 0 
o· l. Arm 0 
rJ L Leg 0 
[I L Foot/Ankle 0 

R Hand/Wrist 

RArm 0 Neel4. 

R Lag ll Bac)( 

A Foot/An)(le 

U Must keep---------
0 May not llf1Jcarry objects mor11 than __ lbs. lJ Elevated LJ Clean & Ory 

for more than __ hours per dey 

tJ May not perform any lifting/carrying 

lJ Other· 

No skin contact with:------

Dressing changes necessary at work 

(if any): any): 

--·---··-· .... -·--------- ··- ···-------·-·---------------1 U Must ta)(e prescription medicatlon(s) 

U Advised to ta)(e over-the-counter meds 

~·ilh~~~·~.;;~fl,;~a;~;1b;a;sa;dlOon~th~e~do;,eililo;r~·s~b;e~stt~urund~e~~~~;,n~dHrln~g~o~f~t~heee~~;;.~;;,~~bbft;lcili~~~f~al1 o· M I d 
~:~•nloul1r n~etl'lcllcl'l does rro1 apply. 11 at>culd be dlsreg1rded. If modlned 4utv meeta these restrictions Is I\Ot ed cation may make rowsy 
available, the ~lltierrt should be considered to be off work. Note -these res1!1cUons should be followed outsld~ of work (possible safety/driving issues) 

well as at -.orl<. 

PART IV. TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION 

22 Expected Follow-up Services Include; 

I : E11aluetlon by the treating doctor on---~-------- (date) at--· : __ amlpm . ..., 
' ; ~rral to/Consult with on (date) at __ : _ amlpn~ 

~hysical medleh'l~r week for ~eks starting on (date) at __ : __ am/pm 

0 Spacial studies (11511): on (dale) at __ : __ am/J:~m' 

21. Worklnjur_:~~: 

~UE- -·--
,, ",1; 

0 None. This is the last scheduled visit for this problem. At this time. no funher medical care I& anticipated. 
EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE lall Type: Role of Coe1or: 0 Traatlng doctor 

' ' '· 

OWC FORM·7] (Rev.I0/05) Jlugc: I 

~ n Oealgnated doctor ll Referr"l d,octor 

0 Carrier-selected RME I"] Consul!lng doctor 

1:·1 iWCC-seleclor<l RME [_J Orher dcctcr 

DIVISION OF WORKERS' COMPENSATION 

EPAH0043000328 
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I llljil,,"n' • ''nu ~~~~ rc:HjUII''I:'d In l'lilliUI )'lHII lft)UI')' h\ )'11111' t"l11plo~t:.·r wtl~ln .'H1 ~luy!l il )'<lUI' 

t.,,,,,,n,t:l h.•·: '''llli.('ll"' t:L'Inrcn.,.llllln iMtlllu,t:t:. 'Vnu hnv(' 1h( l'1~hllo f1'ec: l\5&1!!m11\!t tfmn 
''''' IL",'\,1~ IJt:ilal'l nH.·nl ''~ ~''"'ll'llflt:r J)h '''''" nf 'i.ltll'kiW~' ('("1!11pc'n'll11~11 11n,1 11111)1 he er~lillcd 
hi O.:CI'I\1111 III'"IO~·JIItrml !11C(\II\C' 1-.:-n.:lil,. l•111 l\1Ml11!1 Ul(~wm~lli~\11 ..:11\1 ':-1\'m· 1\\1,;\\\ \)1\'l~mn f11!J,\ 

oii"IC• or I(~UV)-1,2-10] I. 

'"·liiiJICIIliU • ell 11~1..:~1 "I tjl.l\11\ljAJII~ .. ., l~!\111 n aU ~IHJ-JjaiiWI ._VfHIU Ud .)U \JIIoH. jJ ... III UC! l.Q 1G.:IIt1 '-II t.tU" 

K le!!\oft.~ ~i e..-;. que~ empl~or cue'f\m ~on un Jeguro de C(Hh.~n!Bciiln plll'l u·a~iadons. Ulltt!:{i yJ,.,c 
~CI'I!Chu n fl!t:lbir n•i•cenein ... 1'llluilll pt11" pnne de In oi,;wi6n de Cr'impenMUCJGn pnr• Tr•'-'lfldOrC'II, ,. 
ll'"''"~" pu~ ,~nvr dtn'tltho"' c11!l'llllll-=ucl'n:iua•n~icoM y M(ln~:~ta.dos, P~n mii)'OI' lnJ'armaci~n 
comun.Jque5e con 11 {lficinR lpcal de Ill Divi~lon aii~:IHanc 
1-tOO-iZl-1031. 

PART II· WORK STATUS IN FORMATION •F111 1 > f':)MPL~·r (lNr l'lr 1.1 ,r,IW, 1·' Tlrif\ T[l1 \I•\ 11 o; 1\Nn r>E: U<ir TIC•~\ ,, 1 r. 1 1\,. 1\f'P> 1r •\HI 1 1 

13. The Injured employee's medical condition reeulting from the workers' compen1111tion injury: 

0 lei will allow the em~:~lovee to return to work 8S of (datal w.ltllO.u.UU.Uldii:IM. 

~-;_,. lbl will ~llow the employee to return to work es of (date I ~Nilh the restrjct!A!IS identified in PART Ill, which are 
~Pl•cl~d to 1~5t through tdeto). 

r; lei ha~ pre~tented and still prevents the employee from retvrning to work as ot.:.f'.b".M (detel and is expected to continue 

tllrough-"~ldlltSJ. Tha following dsacrlbes how lhls lf\jury pre11en1a the ~rorn returning to work: 

PART Ill ACTIVITY RCSTRICTIONS' I ONLY rui,\I'LL I C II lJllX llliJI I~ CIILCid:DI 

14. POSTURf: "ESTRICTIONS Hf anvl: 17. MOTION RESTRICTIONS (if anyl: 

Max Houra J)er day: 0 2 4 6 8 Other Max Hours per day: 0 2 4 6 9 Other 

Stal'ldlng 

Sill in~ 

Kneeling/Squatting 

Bending/Stooping 0 
Pushing/Pulling 

1~1 [111 rJ n Walking OClOO 0 _ 

,-1 I II i I ·; 1.1 - Climb stalrs/ladder8 DO 0 n [l 
U L.ll I U U 1__ Grasp/Squeeze 0 U 0 0 0 __ 
0 lJ 0 0 0 _ Wrist flalC/exten~lon 0 0 0 0 0 
0 DO 0 0 __ Aeaching DODO 0 _ 

Twisting 0 0 0 0 0 ~- Overhead Reaching 0 D 0 0 0 __ 

1-0;:;.,t;;.:h~er'"": =~~--....;;0=....;;;0;.,.;:0:;..,;::0~0~=---......., ... ...,...~ Keyboarding 0 0 0 0 0 
15. RESTRICTIONS SPECIFIC TO (if applicable): Other: n 0 0 0 0 ~ 

L Hand/Wrist -
II LArm ,··1 

0 L Leg 0 
0 L Foot/Ankle 0 
0 Other:· 

A Hand/Wrist 

A Arm IJ 

A Leg [J 

R Foot/Ankle 

Neck 

Back 

18. LIFT/CARRY RESTRICTIONS (If any): 

U May not lift/carry objects more than __ lbs. 

for more than __ hm.1rs per day 

0 May not perform any lifting/carrying 

0 Other: 

19. MISC. RESTRICTIONS (if any): 

0 Max hours per day of work: _ 

rl S\tJSLretch breaks of __ per __ 

n Must wear Gpllntlcast at work 

U Must use cnJtches at all times 

0 No drilling/operating heaiiY equipment 

0 Can only drllle automauc tranGmleaion 

0 No work I 0 ~urs/day work: 

0 In el!lreme hot/cold environments 

[I at hei!:Jhls or on scaffOlding 

0 Must keep-~------
U Elevated 0 Clean & Ory 

0 No skin contact with:-------

0 Dressing changes neC8SSary at work 

0 No Running 
16. OTHER RESTRICnONS (If any): 20. MEDICA nON RESTRICTIONS (if any): 

~--------------------------------~o~~~~~~~~~m~~~~$1 
1-1 Advised lo lake OIIGNhe·Counter meds 

~~------------~------~~--~--~~----~~----~~~~~~ • Thess reslncbons are based on 11'11!1 doctor's best ~nderstandlng of the emplovee's essMtlal job functions, If a n , 
pertlt:ular raatrlctlon doe~ not apply, It should be dloregarded. If modlneo dUlY tPIIl m .. la theae rAmtrlctlons 11 not · Medication may make droway 
available. rhe pallllnl should be considered to b11 off work. Note • these rAstrtcUone 'IIOuld be (oiiOwAa oulslde or worlt (possible safety/driving Issues) 
as welles 1111 WOfk. 

PART IV TREATMENT/fOLLOW-UP APPOINTMENT INFORMAIION 

22 EJ!pected Follow-up Services Include: 

0 
u 

Evaluation by the treating doctor on----------- (date) at __ : __ am/pm 

Refe"al to/Consult with on _____ (date) at __ : ~- am/pm 

lyPnyslcal medicine ~per weeK ror _j wetks stanlng on (date) at ___ : -~ amlpm 

0 Special studies (list);~----~---- on ____ (date) at __ ; __ am/pm 

0 
EMPLOYEE'S SIGNATURE Role or Ooclor: raeUng dociOr 

0 Referral doctor 

~~~ 
L---------..L. 

DWC FOR.M-73 (Rev.l0/05) Page 1 II If Ill ~ 1111111111111 

Deslg 11ated ooctor 

Car~er·:.cttJtted RME 0 Consulting doctor 

.I TWCC-selettec:l f!ME 0 Other dotlor 

DIVISION OF WORK.ER.S' COMPENSATION 
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llmplo~o. You""' roqulrtd lo n:pon your lq)urylo )<lur omployor "'bhlllla dA~ l( your 
omploycr bas w.>ll<m' "'"''l'"""'tion iru....,.e, You hllvc I~C rifht to ctec lllllliOiallco f'mm 
lbeT .... I')oporllliC'It oflnl"'anco, Dlvloion of Work.,.' Campon11ilon ond rniiY boO llftlklod 
'" """"'" modlcal Rn4 lncoma bonofilo. Per funhorlnfo""ollon <oil your IOCIII Dlvlolon fiold 
O~lC<OI'IfS00)-252-7011. 

aiii6JII!dWI.I • ~- IICIU~..- '11111111' l'lii~JI~'IIIIIIII i\ftiJtUJ 4111111 "''lVl'dtlUIJI ~1111r1 W/l,,\1111111111111 ..,.,.W \18 IIIIIIIIII.;UIIIlU' 4'10 
••leoiQn6 ai c:a que su cmpleedor euona '"" un .. 11""> de oompcn 18Ci6n pn !l'abajodo"". USIOd ~one 
d...,.ho • ..,.ibir asialcnclo aralulta por pone de Ia tliviaiOn de Coinpcnncl6n pllta Trubfli•dorc:a. y 
tatnbl6n puoda ""'"' d«oc:ho • ••••• bctlcncloo •nlidlcoa y ""'""'.nco. Pon mayor lnformodoo 
comunlquex con In oOolna lccal tll: Ia Divioi6n ol tctefono 
1-800-152· 70,11. 

PART II' WORK STATUS INFORMATION (rULI y COMPI_(Tt miE INCI.UDI"'C ES IIMI\TI'D DATE'~ AND DESCRIPTIOIII IN IJ(n)/\0> 1\PPI.IC:ARLEI 

13. The injured employee's medlc:<~l condition resulting from the workers' compensetion injury: 

0 (a} will allow U'le employee to returo to work BS of ~(data) w.lllwluUJdGIIRI:Ia. 

~ will allow the emplo~ee~urn to work as of datelliJtlth.the restrictions identified in PART Ill, which are 
expaetad to laat through'!)/ date}. 

0 (c) hae prevented and 9 I re nts the employee from returning to work ae of (date) and is expected to continue 

through (date), The following dascrlbC!I!i how this Injury prevent" the employee from returning to work: 

PART Ill, ACTIVITY RESTRICTIONS' iONL Y COMF'L~T~ II' SOX 13(bl IS CHECI(EDJ 

14, POSTURE RESTRICTIONS (If anyl: 17. MOTIOI\J RESTRICTIONS (if any): 

Max Houn1 per day: 0 2 4 6 a Other MIIX Hours per day: 0 2 4 6 a Other 

Standing 00000 Walking DODO 0 

Sitting 0 D 0 0 D Climb stalrafladdara DO 0 0 0 
Kneeling/Squatting [I 0 0 0 0 Greap/$Quee.:e 0 0 0 0 0 
eendll'lg/Stooplng 1'.1 i I ~~ u [] Wrist flex/extension IJ I] u 0 u 
Pushin[IIPullinll I I [-, - l r-1 Reacking 0 0 0 0 0 
Twisting U · 0 lJ 0 Overhead Reaching 0 0 U U 0 

1-o::::t:.:..:h:::er~: ~~~~~O==D~0~0=-=-=0~__."!!"'"~:----j Keyboarding 0 0 0 D 0 
15. RESTRIC110NS SPECIFIC TO (If applicable): Other: 0 0 0 0 0 

0 L Hand/Wrist 0 
IJ L Arm 0 
r·· I Lr-)\1 

1 •• , 

L Foot/Ankle 

l.J 

A Hand/Wrist 

RArm D 
R l.eg 1-1 

R Foot/Ankle 

Neclo; 

Back 

18. LIFT/CARRY RESTRICTIONS (If any); 

~y not lift/carry objects more lha~lbs. 
for mora than 2fiours per day 

U May not perform any llftlng/carrylng 

u 

Follow-up Services lncl 

19. MISC. RESTRICTIONS (if any): 

0 MaK hours per day of work: __ _ 

0 Sit/Stretch breaks c f __ per __ 

0 Must wear spllntlc:att at work 

0 Must use crutches at all times 

U No drlvlng/operatlnn heavy eQuipment 

n Can only drive automatic transmission 

U No work I 0 ----llours/day work: 

0 In extreme hoVeold envlronmenl!i 

0 at heights or 011 scaffolding 

0 Must keep----------
1-·1 Elevated IJ Clean & Dry 

I-, No skin contact witt•: ------

[] Dressing changes r ecessary at work 

D No Runnln 

Evaluation by the treating doetor on----------- (date)~ t __ ; __ am/pm 

n· 
1.1 

F.MPLOYE;E; S SIGNATURE 

DW(' I,ORM-73 (Rcv.l 0/05) PHgc 1 

Referral to/Consult with, _________ on----- (date) at __ : __ am/pm 

"""""' medl"""-' "'~'" (do!Ol•l __ : __ am/pm 
Special studlaa (list): . ·on (date) at __ : __ am/pm 

None. This is the last schedlJ1edSitfQ( thJS;ObiM; At this time, no further mo~lcal care 19 anticipated. 

gf Do~tor: doctor 

Deslgrtllled do ell; r 0 F!eferral doctor 

C1rrler-selected HME 0 Consulting doctor 

0 01t'ler doctor 

DIVISION O~WORKERS' COMPENSATION 

EPAH0043000330 




